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WITH  OVERHEAD  EXPENSE  INSURANCE  FROM  BLANKSTEESM 


If  you  get  sick,  we’d  like  to  help  keep  your  practice  well  with 
overhead  expense  coverage  that  can  reimburse  office  salaries, 
rent,  insurance  premiums,  and  utilities  during  an  extended 
disability.  Your  needs  are  special,  so  call  and  talk  with  us. 
The  only  time  to  draw  a blank  in  your  insurance  is  when  you 
fill  it  in  with  Blanksteen. 


The steen  Companies 


The  Blanksteen  Companies  253  Washington  Street  Jersey  City,  NJ  07302  201-333-4340  1-800-BLANK-AG 
The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK-AG 

The  MEDICAL  SOCIETY  OF  NEW  JERSEY  endorsed  plans,  including  Professional  Overhead  Expense  underwritten  by  National 
Casualty  Company. 
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and  global  financial  services. 

Allow  Princeton  Bank  and  Trust  Company  to  meet  your  private  banking  needs. 
Call  Joseph  E.  Serzan,  Vice  President,  at  908-220-3368. 
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vme  Disease 


The  Lyme  Care  Center  seeks  qualified 
physicians  throughout  New  Jersey  to 
whom  patients  presenting  symptoms 
of  early,  middle  stage  and  chronic 
Lyme  disease  can  be  referred  for 
treatment.  Candidates  for  referrals 
must  treat  aggressively,  appropriately, 
and  compassionately.  To  those 
physicians  who  qualify  for  inclusion 
in  our  network,  we  offer  a tremendous 
opportunity  for  practice  enhancement. 
Interested  physicians  should  contact 
Ms.  Vicki  A.  Hernandez,  Director  of 
Physician  Network. 

1-800-452-9777 

HoMed/The  Lyme  Care  Center 
9 Whippany  Road,  Bldg  B-2 
P.O.  Box  187 
Whippany,  NJ  07981 


HoMed 


THE  LYME  CARE  CENTER 


STATE-OF-THE-ART  IMAGING 


■ Magnetic  Resonance  Imaging  (MR) 

■ Computed  Axial  Tomography  (CT) 

■ Ultrasound  Imaging  ( including  Color,  Carotid  & Venous  Doppler) 

■ Low  Dose  X-Rays  including  Fluoroscopy 

■ Low  Dose  Mammography  (ACR  Accredited) 

SERVING  PHYSICIANS  AND  PATIENTS 

Radiologists  always  present  to 
monitor  all  examinations. 

MEDICAL  IMAGING,  P.A 
(201)  933-0310 

69  Orient  Way,  Rutherford  NJ  07070 

(Just  one  mile  for  the  intersection  of  Routes  3 & 17) 


Written  reports  & ■ 
films  delivered  within  24  hours 


Joseph  F.  Inzinna,  M.D. 
Medical  Director 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Aciioit:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.13’4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 

How  Supplied:  Oral  tablets  of  YOCON  - 1/12  gr.  5.4mg  in  bottles  of  100‘s 
NDC  53159-001-01,  1000's  NOC  53159-001-10  and  Blister-Paks  of  30’s 
NDC  53159-001-30 

References: 
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Holy  Name  Hospital  celebrates  the  15th  anniversary 
of  the  Headache  Center.  The  Center's  comprehensive 
medical  approach  to  diagnosis  and  treatment  of 
headaches  has  received  national  and  international 
recognition. 

The  program,  directed  by  a physician,  includes: 
prescribing  and  monitoring  of  medication,  relaxation 
training,  diet  and  exercise  recommendations,  physical 
therapy  and  individual  counseling.  The  Center  is  also 
a pioneer  in  the  use  of  biofeedback  training. 


For  further  information,  call... 

201-833-3098 

HEADACHE  CENTER 

Holy  Name  Hospital 

718  Teaneck  Rd.,  Teaneck,  NJ  07666 


Attention 
Physicians.?! 


Grateful  Med  is  a user-friendly,  simple  way 
to  conduct  computer  searches  of  the  National 
Library  of  Medicines  multiple  data  bases  for 
current  medical  information.  An  invaluable  tool 
for  the  health  care  practitioner,  Grateful  Med 
enables  the  user  to  order  full-text  articles 
electronically  from  a medical  library. 


G/MTEFUL 

^/MED 


Leam  how  Grateful  Med  will  empower  vour  practice.  Free  demonstrations  of  the 
system  will  be  held  at  the  following  locations: 


Saint  James  Hospital 

1 55  Jefferson  St.,  Newark 

1 1 a.m.  - 3 p.m. 
Wednesday,  March  31 


Saint  Mary  's  Ambulatory 
Care  Hospital 
1 35  S.  Center  St.,  Orange 
1 1 a.m.  - 3 p.m. 
Wednesday,  April  1 4 


Free  demonstration  disks 
will  be  available. 

For  more  inlormation,  call 
Joann  Mehalick  at 
(201)877-5471/5480. 


CATHEDRAL 

HEALTHCARE 

SYSTEM 


MultiPlan,  inc., 

developers  of  provider  networks  for  22  years, 
covering  more  than  3 million  lives  nationwide, 
salutes  the  dedicated  practitioners  in  New  Jersey. 

For  information  about  our  physician  network  in  your  area, 

or  for  an  application, 

please  call  800-989-8113  or  212-242-4220 
or  fax  your  professional  card  to  212-242-4256. 

MultiPlan,  inc. 

17  West  17th  Street 
New  York,  NY  10011 
212-727-9700 

The  fastest-growing  proinder  network  in  the  US.  A 
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Forget  timing  the  market. 
Forget  waiting  for  “hot  tips.” 

More  than  90%  of  actual  investment  result  is 
due  to  Asset  Class  Selection . 


We  believe  that  it's  not  where  or  when  you  invest,  but  which  asset  class 
you  select  that  makes  all  the  difference. 


AMA  Investment  Advisers  offers  serious  investors  assistance  structur- 
ing their  financial  portfolios  according  to  their  own  specific  financial 
concerns.  Each  portfolio  is  custom  designed  according  to  time  horizon, 
risk  comfort  level,  investment  return  expectations  and  asset  class 
preference. 


Our  Financial  Independence  Service  (FIS)  is  a commission-free  pro- 
gram that  is  based  on  Nobel  Prize  winning  economic  thoery.  Experi- 
enced financial  counselors  help  clients  determine  financial  goals  and 
offer  clear,  objective  advice.  AMA  Investment  Advisers  owns  no  pro- 
prietary products,  and  provides  full  disclosure  of  fees. 

For  more  information,  call  us  at  800  523-0864  . Or  complete  and 
mail  the  card  below  to  AMA  Investment  Advisers,  Inc.,  5 Sentry 
Parkway  West,  Suite  120,  P.O.  Box  1111,  Blue  Bell,  PA  19422. 


r 


AMA  Investment  Advisers,  Inc. 


A Subsidiary  of  the 
American  Medical  Association 


Name 


Street  Address 


City /State /ZIP 


Telephone 

i 


I am  interested  in: 

□ Financial  Planning 

□ Retirement  Planning 

□ Estate  Planning 

□ FIS  Program 

□ Mutual  Funds 

□ Other  (please  specify) 


NJM493 


ease  visit  us  at  our  exhibit  booth  at  the 


annual  meeting  of  the  New  Jersey  Medical 
Society  in  Atlantic  City , May  2-5 , 1993 
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Easy  and 

Efficient... 


MEDICAL  OFFICE  MANAGER 


Software  For  Today's  Medical  Practice... 

Today's  physicians'  main  concerns  with  their  practice  involves  tracking  the  complex  aspects  of  caring  for 
patients  and  getting  paid  for  their  services.  Promptly! 

You  need  an  office  management  system  that  is  easy  to  use  and  enables  you  to  do  just  that.  And  much 
more!  M.O.M  is  the  most  complete,  state-  of-the-  art  software  system  available  in  the  medical  industry. 
From  complete  patient  profiles  to  Electronic  Claims  Submission  to  automatic  posting  of  remittances,  M.O.M 
can  do  it  all!  M.O.M  will  allow  you  to  monitor  every  detail  of  every  service 
y*V  and  financial  transaction  for  as  long  as  you  require  and  is  surprisingly 

affordable.  As  a practice  management  system,  it  will  tell  you  more  about 
your  practice  than  you  may  ever  need! 

V Call  Today  for  More  Information. . . 800-227-2360 


1 1 

* 7 

Metropolitan  Information  Services,  Inc. 

70  New  Dutch  Lane,  Fairfield,  NJ  07004 

Medicare  VIP  Vender 
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QUALITY  SLEEP 

Invest  in  your  patient’s  future  and  help 
achieve  optimal  health 

Accurate  diagnosis  and  appropriate  treatment  of  sleep 
disorders  can  help  patients  improve  their  quality  of  life.  Our 
Center  serves  as  an  extension  of  your  practice  where  your 
patients  receive  quality  care  with  the  same  professionalism, 
dedication  and  compassion  that  you  provide  in  your  own 
office. 

We'll  keep  you  up-to-date  with  prompt  evaluation  and 
reporting  of  test  results  by  our  specially-trained  sleep 
physicians.  And  once  a diagnosis  has  been  established, 
you  decide  whether  follow-up  care  is  provided  by  your 
office  or  through  the  Center. 

Your  patients  also  benefit  from  prompt  scheduling  and 
on-site  assistance  with  determining  insurance  reimburse- 
ment. This  letter  is  testimony  to  the  commitment  of  our 
staff  and  exemplifies  their  dedication  to  service  and 
patient  satisfaction. 

Call  (201 ) 97M567  today  to  receive  our  comprehensive 
guide  to  sleep  disorders. 


SLEEP  DISORDER  CENTER  of 


MORRISTOWN  MEMORIAL  HOSPITAL 

A major  teaching  affiliate  of  the  Columbia  University  College  of  Physicians  and  Surgeons 
95  Mt.  Kemble  Avenue,  2nd  floor.  Thebaud  Building,  Morristown,  NJ  07962 
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Once  again, 
the  recognized  leader 

in  hemophilia  care 


Saint  Michael’s  is  the  only  state-designated  hemophilia  center 
in  northern  New  Jersey. 


The  New  Jersey  Department  of 
Health  has  once  again  awarded  Saint 
Michael’s  Medical  Center  a major 
grant  to  provide  comprehensive  care 
to  patients  with  hemophilia  A and  B. 

Under  the  direction  of  Alice  J. 
Cohen,  M.D.,  chief  of  hematology,  the 
center  also  provides  treatment  for 
bleeding  and  clotting  disorders  such  as 
Von  Willebrand’s  disease.  These 
services  include  medical  care, 
psychosocial  services  (including 
support  groups),  diagnostic  laboratory 
services,  patient  education,  home  care/ 


self-infusion  training,  24-hour  on-call 
assistance,  and  coordination  of  other 
necessary  medical  services  such  as 
dental,  orthopedic,  and  infectious 
disease. 

Services  are  available  at  the 
Hemophilia  Center  weekdays 
from  9 a.m.  to  5 p.m.  On-call 
emergency  assistance  is  available 
24  hours  a day. 

For  more  information,  an 
appointment,  or  to  refer  a patient,  call 
the  recognized  leader  in  hemophilia 
care  at  (201)  877-5340. 


The  Nadeene  Brunini 
Comprehensive  Hemophilia  Center 


A service  of  the  Blood  Research  Institute  at 

Saint  Michael ’s  Medical  Center 


’'SuC'-  268  Dr.  Martin  Luther  King,  Jr.  Blvd.,  Newark,  NJ  07102 


VOL.  90-NUMBER  10  OCTOBER  1993 


721 


, .-New  jersey 

Medicine 

THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Contributions 

Benzodiazepines,  addiction,  and  public  policy 

Robert  L.  DuPont,  MD 

823 

Nicotine  dependence:  Intervention  strategies  for  the  physician 

John  Slade,  MD 

831 

Tobacco  control  in  New  Jersey:  A public  forum  on  smoking  and  youth 

Norman  Hymowitz,  PhD 

836 

Medicolegal  aspects  of  treating  drug  and  alcohol  addiction 

Daniel  P.  Greenfield,  MD,  MPH,  MS;  Jeffrey  A.  Brown,  MD,  JD,  MPH 

839 

Addiction  and  the  law:  Confidentiality  to  disclosure 

James  M.  Williams,  JD,  MA 

842 

Adolescent  substance  abuse  prevention 

David  A.  Smelson,  MS 

845 

Methadone  maintenance  treatment:  Dispelling  myths  and  recovering 
truths 

Susan  F.  Neshin,  MD 

850 

The  crisis  of  addictive  gambling  in  New  Jersey 

Harry  J.  Russell,  LMC;  Michael  Leffand,  PhD 

853 

Behavioral  approaches  to  the  treatment  of  addiction 

Barbara  S.  McCrady,  PhD 

856 

Addiction:  The  treatment  of  dual  diagnosis 

Andrew  E.  Slaby,  MD,  PhD,  MPH 

859 

Addiction  disorders  of  New  Jersey  physicians 

David  1.  Canavan,  MD 

861 

Departments 

MSNJ  Newsletter 

805 

Professional  Liability 

809 

Book  Reviews 

813 

Guest  Editorial:  Addiction 

817 

Editor’s  Desk 

819 

MSNJ  Councils  and  Committees 

863 

Statement  of  Ownership 

870 

Notebook 

Trustees  Minutes 

871 

UMDNJ  Notes 

872 

AMNJ  Report 

874 

Placement  File 

874 

Continuing  Education 

876 

In  Memoriam 

878 

The  Cover 

Addictions  contribute  substantially  to  the  health  care  costs  in  New  Jersey.  George 
J Mellendick,  MD,  MPH,  served  as  guest  editor  for  this  special  issue  on  addiction 
medicine. 


...NEft'JERSKY 

Medicine 


Special  Issue: 
Addiction  Medicine 


802 


NEW  JERSEY  MEDICINE 


Grand 
Opening  of 
Decorated 
Model! 


Your  oohs  and  aahs  may  attract  attention... 

„ something  the  residents  of  Tinicum  frown  upon.  You  see,  Tinicum  has  for  years  been  the  well- 
kept  secret  of  some  not-so-secret  people,  including  celebrities,  musicians  and  captains  of  industry. 
Those  who  have  come  to  know  this  pristine  land  - an  hour's  drive  from  Manhattan  - find 
themselves  enraptured  by  its  vistas,  which  extend  for  miles  over  gendy  rolling  hills,  200-year-old 
homesteads  and  protected  parkland.  All  are  adamant  about  preserving  its  unique  character 
while  protecting  its  anonymity.  So  if  need  be,  read  this  ad  alone,  in  a quiet  place. 

Introducing  the  country  estate  homes 


at  Tinicum  Ridge. 


Imagine  building  the  home  of  your  dreams  and 
aspirations  in  this  pristine  setting.  You  would 
undoubtedly  want  a home  with  stately  brick  fire- 
places, a 3-car  garage  and  an  expansive  master 
bath  and  kitchea  You  would  expect  the  finest 
available  amenities;  Heritage  custom  cabinetry,  a 
cedar  deck,  turned  staircase,  whirpool  bath  and  Kohler  fixtures  throughout  And  you  would 
demand  nothing  less  than  perfection  in  building  materials  and 
craftsmanship.  This  is  precisely  the  opportunity  that  is 
Tinicum  Ridge. 


Mum's  the  word! 

Preview  our  decorated  model,  open  Friday  - Monday, 

12  - 5.  For  info  and  directions  call  (215)  847-1038. 


TINICUM  RIDGE 


Magnificent  country  estate  homes  in 
Tinicum  Township,  Bucks  Co.,  PA 
Offered  from  $495,900 
by  Pen  afield  Homes.  . 

Represented  by  Ridge  Realty.  L 
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Sleep 
I Disorders 
Institute 
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Don’t  Your  Patients  Deserve 
A Good  Night’s  Sleep? 

How  often  do  you  hear  complaints  from  your  patients  and  their  loved  ones  of  snoring,  chronic 
fatigue  or  poor  sleep  quality?  Let  the  experts  at  Sleep  Disorders  Institute  help  your  patients  get 
the  good  night's  sleep  they  deserve.  Sleep  Disorders  Institute,  a division  of  The  Breathing 
Center,  will  perform  a comprehensive  sleep  evaluation  to  identify  your  patients’  problems.  We  treat 
all  forms  of  sleep  disorders  — including  sleep  apnea  — utilizing  the  most  experienced  sleep 
specialists  from  the  Tri-State  Area  and  beyond. 

The  Sleep  Disorders  Institute  treats  each  patient  with  the  professional  courtesy  and  compe- 
tence that  is  expected  in  your  own  office. 

Our  prompt  scheduling  and  state-of-the-art  evaluation  techniques  will  have  patients  back  in  your 
care  as  soon  as  possible.  And  Sleep  Disorders  Institute  prides  itself  on  their  communications 
procedure  that  keeps  you  informed  of  all  progress. 

Contact  Sleep  Disorders  Institute  — because  your  patients  deserve  the  best  New  Jersey 
has  to  offer. 


A Division  ol 


For  statewide  appointment  scheduling,  call  1-800-327-5337. 


r Breathing 

CemeSfe 

10th  Anniversary... 

A Decade  of  Caring 


• Morristown  • Edison  • Princeton  • Fort  Lee 
• Bricktown  • Paramus  • Denville/Dover  • Englewood 

John  Penek,  MD,  FCCP,  Medical  Director 
Diplomate  — American  Board  of  Sleep  Medicine 
Fellow  — American  Sleep  Disorders  Association 
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The  Committee  on  Publication, 
the  Editorial  Board, 
and  the  Staff 
of  the  award-winning 
NEW  JERSEY  MEDICINE 

would  like  to  thank 
our  readers  and  advertisers 
for  a successful  1993. 
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WOMAN  OF  VALOR 


Ellen  Chesler.  New  York,  NY, 
Simon  ir  Shuster,  1992.  Ellen 
Chesler  deserves  admiration  for 
having  plowed  through  volumi- 
nous correspondence,  innum- 
erable newspaper  articles,  and 
many  books  by  and  about 
Margaret  Sanger,  a remarkable 
woman  who  worked,  wrote,  and 
traveled  extensively  for  most  of 
her  88  years.  An  enormous 
amount  of  information  has  been 
assembled  into  a biography  and  a 
story  of  the  birth  control  and 
propagation  of  birth  control  enti- 
tled, Woman  of  Valor,  Margaret 
Sanger  and  the  Birth  Control 
Movement  in  America.  Margaret 
Sanger’s  story  immediately  invites 
comparison  with  that  of  Joan  of 
Arc,  also  demonized  by  the  media 
of  her  day  of  which  the  most  en- 
during account  is  found  in  Part  I 
of  Shakespeare’s  Henry  VI. 
Margaret  Sanger,  who  went  to  jail 
for  breaking  laws  now  rescinded, 
might  have  suffered  a fate  similar 
to  that  of  Joan  of  Arc  had  the 
critics  been  more  successful. 
From  this  book,  there  emerges 
even  more  startling  facts — 
possibly  “the  awful  truth”  that 
birth  control  had  been  practiced 
throughout  most  of  the  20th  cen- 
tury by  the  educated  and  wealthy 
and  that  until  Margaret  Sanger 
came  along  the  establishment  had 
succeeded  in  denying  access  to 
birth  control  by  the  uneducated 
poor. 

It  was  not  until  after  Margaret 
Sanger’s  death  that  the  contracep- 
tive pill  achieved  the  popularity 


and  widespread  use  that  her  con- 
traceptive diaphragm  had  failed 
to  achieve;  by  that  time  her  critics 
had  discredited  themselves  by 
persecuting  her  and  attacking  a 
movement  based  largely  upon  an 
unpopular  contraceptive  method. 

Tremendous  opposition  to  the 
concept  that  a woman  should 
have  control  over  her  procreative 
ability  still  is  being  stridently 
proclaimed  by  a vocal  minority 
intent  upon  imposing  their 
personal  beliefs  on  the  majority. 
This  book  tells  the  important 
story  of  a courageous  woman  who 
had  the  courage  of  her  convic- 
tions but,  unlike  Joan  of  Arc,  suc- 
ceeded in  her  struggle  against  the 
establishment  to  gain  acceptance 
for  what  the  majority  of  Ameri- 
cans today  take  for  granted.  The 
book  also  provides  an  excellent 
social  history.  Unfortunately,  this 
book  provides  so  much  detailed 
information  that  many  readers 
will  be  overwhelmed  by  the  effort 
necessary  to  digest  over  a half 
century  of  events  peopled  by 
countless  famous  personalities.  It 
is  understandably  difficult  for  the 
biographer  to  cater  to  the  taste 
and  endurance  of  the  public  by 
eliminating  less  exciting  episodes. 
Although  the  author  deserves 
praise,  it  is  difficult  to  recom- 
mend this  book  to  anyone  but  the 
most  avid  admirer  of  Margaret 
Sanger  and/or  the  most  serious 
student  of  the  birth  control  move- 
ment. □ Jerome  Abrams,  MD, 
MPH 


PROGRESSIVE  HEALTH  CARE  MANAGEMENT  STRATEGIES 


Donald  Lombardi,  PhD.  Chi- 
cago, IL,  American  Hospital 
Publishing,  1992.  This  soft-cov- 
ered book  is  a first  edition.  The 
book  is  for  full-time  executives, 
but  chiefs  of  service  will  rec- 


ognize an  overlap  to  their  in- 
terests. Browse  if  you  plan  a ca- 
reer switch  in  medical  adminis- 
tration or  are  a department  head 
without  business  training  because 
training  starts  here. 
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There  are  371  pages  divided 
into  three  sections;  there  are  five 
appendices  and  a collection  of 
self-tests,  checklists,  and  blank 
spaces  to  complete— challenges 
to  make  yon  think.  The  appen- 
dices include:  organizational 

performance  values;  value-driven 
performance  evaluation  plan; 
progressive  motivational  strate- 
gies; progressive  human  re- 
sources strategies;  and  progres- 
sive business  strategies. 

From  his  experience  and  three 
previous  hooks  on  administration. 
Dr.  Lombardi  has  abstracted 


many  “gold  nuggets”;  an  example 
can  be  found  on  page  211: 
“Respects  every  employee  and 
promotes  a workplace  climate 
where  each  professional  is  treated 
as  the  most  important  asset. 

The  author  intended  this  book 
to  be  a handbook  for  health  care 
management  professionals.  The 
book  is  easy  to  use  as  a reference 
outline  source.  The  tone  is  didac- 
tic, and  the  sentences  relentlessly 
too  long,  but  overall,  the  text  is 
a good  “first”  book.  □ Morris 
Soled,  MD 


MORTON  S MEDICAL  BIBLIOGRAPHY 


Jeremy  M.  Norman.  Scolar 
Press,  1991.  Readers  accustomed 
to  the  size  of  modern  novels,  bi- 
ographies, memoirs,  or  political 
expositions  will  not  be  surprised 
to  find  that  the  fifth  edition  of 
Morion’s  Medical  Bibliography, 
An  Annotated  Checklist  of  Texts 
Illustrating  the  History  of  Medi- 
cine now  has  grown  to  8,927 
items  (listed  in  6,810  individual 
references)  and  that  the  bound 
volume  weighs  close  to  five 
pounds.  The  work  was  based  on 
a checklist  of  approximately  2,000 
milestones  in  the  development  of 
medicine  produced  in  1912  by 
Fielding  H.  Garrison  and  revised 
and  updated  by  Leslie  Morton 
during  World  War  II.  It  was 
published  in  1943,  then  again  in 
1954,  1970,  and  1983,  with  ever- 
larger  numbers  of  references,  and 
has  become  one  of  the  most  im- 
portant sources  of  information  for 
history  of  medicine  scholars, 


librarians,  book  dealers,  book 
buyers,  and  clinicians  interested 
in  learning  how  their  specialties 
evolved. 

The  need  for  knowledgeable 
selectivity  of  the  important  new 
materials  in  the  history  of  the  var- 
ious subjects  encompassed,  as 
well  as  the  grinding  work  of  in- 
dexing and  annotating  each  entry, 
and  the  enormous  amount  of  edit- 
ing and  proofreading  required, 
make  it  very  difficult  to  find 
editors  for  such  a work  as  this. 
The  historical  introduction  to  the 
work  by  Leslie  Morton  and 
Jeremy  Norman  s graceful  list  of 
acknowledgments  tell  of  the 
enormity  of  their  job.  We  owe  a 
debt  of  gratitude  to  Jeremy  M. 
Norman,  a renowned  medical  and 
scientific  book  dealer,  who  has 
taken  on  this  task  and  produced 
so  well  this  important  vade 
mecum  for  the  rest  of  us.  □ 
Estelle  Brodman,  PhD 
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NEW  JERSEY  MEDICINE 


Some 

of  the  finest 
medical 
specialists 
in  New  Jersey 
work  in  our 
lending 
department. 


But  they  specialize  in  treating  doctors,  not  patients.  In  fact,  our  Medical 
Banking  Group  has  effectively  treated  New  Jersey  physicians  to  well  over 
$110  million  in  loans  for  starting  or  expanding  private  practices. 

And  along  with  the  money  it  takes  to  afford  those  practices,  our  Medical 
Banking  Group  has  been  providing  the  financial  advice  it  takes  to  run  them. 
Successfully. 

If  that's  the  way  you'd  like  your  practice  to  run,  call  Tom  Fenis  at 
1-201-646-5858,  or  Norm  Buttaci  at  1-609-987-3561. 


THE  FAST-MOVING  BANK . 


UNITED 


Members  FDIC.  Equal  Opportunity  Lenders.  Members  of  I'JB  Financial  Corp.,  a financial  services  organization  with  over  $13  billion  in  assets 
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LETTERS  AND  VIEWPOINTS 


PRACTICAL  POINTER 


Dr.  William  Carlos  Williams, 
one  of  New  Jersey’s  most  dis- 
tinguished authors,  wrote  a short 
story  about  a housecall  where  he 
examined  the  throat  of  a child 
suspected  of  having  diphtheria.* 1 
The  contest  between  himself,  to 
determine  if  there  was  a mem- 
brane on  the  child’s  tonsils  before 
it  was  too  late,  and  this  frightened 
girl,  determined  to  conceal  her 
symptoms  and  her  fear  of  having 
a tongue  depressor  stuck  in  her 
mouth,  occupies  much  of  the 
story. 

As  his  temper  rises,  he  con- 
fesses, “In  a final  unreasoning  as- 
sault I overpowered  the  child’s 
neck  and  jaws.  I forced  the  heavy 
silver  spoon  back  of  her  teeth  and 
down  her  throat  till  she  gagged. 
And  there  it  was — both  tonsils 
covered  with  membrane.  . . . She 
had  been  hiding  that  sore  throat 


for  three  days  at  least  and  lying 
to  her  parents  in  order  to  escape 
just  such  an  outcome  as  this.  1 

Dr.  Williams  had  seen  several 
cases  of  diphtheria  that  month  in 
school-aged  children.  It  was  im- 
perative to  know  if  this  young  girl 
had  it,  for  the  protection  of  others 
as  well — an  irresistible  force 
against  an  immovable  object.2 

Amidst  my  pile  of  article  tear- 
outs,  I came  across  “Practical 
Pointer  in  Consultant  Magazine 
of  March  1991.  Dr.  Todd  P.  Stitik 
of  New  York,  recommends,  “Try 
asking  him  to  hold  the  tongue 
depressor  —emphasis  on  the  pa- 
tient. I remembered  that  over  the 
years  I had  tried  this  a few  times 
on  older  children  who  fear  gag- 
ging, and  with  good  results.  I pass 
this  along  to  others  who  have  not 
tried  it.  One  of  the  doctor’s  hands 
is  free  to  hold  a flashlight  or  swab, 


or  to  hold  the  depressor  stick  with 
the  patient  so  as  to  position  it 
“just  right  while  the  patient’s 
anxiety  is  reduced  by  retaining 
some  control.  There  are  no 
guarantees,  of  course,  but  a little 
more  hope. 

Excellence  in  seemingly  simple 
matters  adds  satisfaction  to  the 
physician  at  work,  and  we  are 
grateful  to  Drs.  Williams  and 
Stitik  for  this  exposition.  □ 
Morris  Soled,  MD 

REFERENCES 
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SUDDEN  INFANT  DEATH  SYNDROME 


The  September  issue  of  NEW 
Jersey  Medicine  was  dedicated 
to  the  topic  of  sudden  infant 
death  syndrome  (SIDS).  This  sub- 
ject always  has  interested  me.  I 
acted  as  an  assistant  county 
medical  examiner  to  Dr. 
Mutchler  from  1938  to  1942  and 
to  Dr.  William  Costello  from  1946 
to  1950.  During  this  time  I 
performed  90  percent  of  the 
autopsies  that  were  referred  to 
the  medical  examiner’s  office.  In 
1938,  we  had  several  cases  of 
SIDS  in  infants  up  to  nine 
months  of  age.  We  also  had  other 
children  and  babies,  who  died  of 
trauma,  pneumonia,  or  other  dis- 
ease. 

I noted  in  the  children  with 
SIDS  that  the  thymus  glands 
were  larger  than  usual,  measuring 
1 cm  to  lVz  cm  in  thickness  and 
having  deep  bronchotracheal 


markings  on  their  posterior 
aspects.  In  those  children  who 
did  not  die  of  SIDS,  their  thymus 
glands  measured  from  lA  cm  to  V2 
cm  in  thickness  and  very  rarely 
had  bronchotracheal  indications 
on  their  posterior  aspect. 

I talked  to  our  radiologist  at 
that  time  about  routinely  giving 
100  rads  of  x-ray  to  all  newborns. 
He  agreed  that  this  was  possible 
and  we  instituted  this  procedure 
and  continued  it  until  1952.  Dur- 
ing this  time,  the  incidence  of 
SIDS  in  the  area  of  Morris  Coun- 
ty covered  by  Dover  General 
Hospital  dropped  to  zero.  There 
were  SIDS  cases  occurring  in 
other  parts  of  the  county  being 
handled  by  the  county  medical 
examiner. 

The  babies  who  received  this 
small  dose  of  radiation  numbered 
approximately  10,000  infants.  The 


majority  of  these  babies  grew  up 
in  this  area  or  their  families  re- 
mained in  this  area;  there  has 
been  a reasonably  good  followup. 

To  date,  40  years  later,  there 
have  been  no  cases  of  cancer  of 
the  thyroid  that  developed  in  any 
of  these  babies.  The  reason  the 
radiation  was  discontinued  in 
1952  was  based  on  objections  of 
pediatricians  and  because  litera- 
ture reports  suggesting  the  de- 
velopment of  thyroid  cancer  in 
patients  who  had  been  radiated. 

I thought  this  clinical  ex- 
perience might  be  of  value.  In  the 

special  issue  on  SIDS  (89:637- 
716,  1992),  it  was  noted  that  the 
great  majority  of  SIDS  cases  oc- 
curred in  babies  sleeping  on  the 
chest  or  abdomen,  possibly  caus- 
ing some  pressure.  □ Nicholas  A. 
Bertha,  MD 
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NEW  JERSEY  MEDICINE 


West  Jersey 
Cancer  Center: 
Because  you  want 
the  very  best  for 
your  patients. 


There's  a new  option  open  to  you  when  seeking  the 
best  possible  facility  to  send  your  patients  for  radia- 
tion oncology  treatment.  One  that  combines  the 
expertise  of  a metropolitan  teaching  hospital  with 
the  convenience  of  a community  cancer  treatment 
facility.  It's  West  Jersey  Cancer  Center  at  Voorhees, 
and  it's  right  in  your — and  your  patients' — backyard. 

Under  the  direction  of  Luther  W.  Brady,  MD, 
Chairman  of  the  Department  of  Radiation  Oncology 
and  Nuclear  Medicine  at  Hahnemann  University, 
WJCC  has  brought  the  very  finest  in  cancer  treatment 
into  your  community. 

Located  adjacent  to  West  Jersey  Hospital- 
Voorhees,  WJCC  is  linked  by  computer  to 
Hahnemann  Univeristy  Hospital’s  Treatment 
Planning  Center.  We  also  offer  the  most  advanced 
treatment  technology  available,  including  an  on-site 
treatment  simulator  and  a state-of-the-art  Varian 
2100C  linear  accelerator.  In  short,  referring  your 
patients  to  WJCC  means  they  won't  need  to  go  any- 
where else  throughout  the  course  of  their  treat- 
ment— from  initial  consultation,  treatment  planning 
and  simulation  to  actual  treatment  and  a lifetime  of 
follow-up  care. 

We  maintain  excellent  communication  with  our 
referring  physicians,  and  keeping  your  patients’  can- 
cer care  closer  to  home  means  keeping  it  closer  to 
you — making  it  easier  for 
you  to  coordinate  the  role 
we  play  in  your  patients' 
recovery. 

For  information,  or  to  sched- 
ule an  appointment  call  the 
West  Jersey  Cancer  Center  at 
Voorhees  at  609-424-0003. 


I West  Jersey 
Cancer  Center 
I at  Voorhees 

130  Carnie  Boulevard  • Building  B Suite  One 
Voorhees,  N[  • 08043-4521 
Adjacent  to  West  Jersey  Hospital — Voorhees 
Phone:  609-424-0003 
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Sometimes  A Doctor 
Needs  A Specialist  Too! 


At  PHYLUS  KESSEL  ASSOCIATES  we 
have  been  handling  the  marketing  needs  of 
physicians  for  more  than  a dozen  years. . .with 
sensitivity,  confidentiality,  good  taste  and 
astounding  results! 

We  have  been  providing  effective,  high- 
profile  public  relations  and  education  for 
more  than  100  of  your  colleagues,  achieving 
an  impressive  record  of  success  as  evidenced 
by  our  ever-growing  client  list. 

Write  or  call  to  receive  no-obligation  infor- 
mation about  how  our  Medical  Marketing 
Division  can  work  for  you. 


The  Medical  Marketing  Division  of  PHYLLIS 
KESSEL  ASSOCIATES  . . . because  some- 
times a doctor  needs  a specialist  too! 


. a division  of 


ITledical  marketing., 

phyllis  kessel  associates 


780  WEST  PARK  AVENUE  • OAKHURST,  NJ  07755 
908-531-7080 


MEUijl 

Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


IS  BILLING  YOUR  PATIENTS  HARDER  THAN 
GETTING  THEM  TO  TAKE  THEIR  MEDICINE? 

The  solution  is: 
'The  System"  by  MEDIX 


AUTOMATIC  PRODUCTION  OF  EASY-TO-READ 
PATIENT  BILLS,  TRACKING  PAYMENT  RESPON- 
SIBILITY TO  IMPROVE  YOUR  COLLECTIONS 


MANAGEMENT  SYSTEMS  rOR  HEALTH  CARE  PROFESSIONALS 

P.0.  Box  8 • Florham  Park,  N.  J.  07932 

Call  201-966-2710  Ext.  180 


. 

* 4*^ s a registered  trademark  of  the 
<2>°  ^ International  Business  Machines  Corporation 
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If  you're  age  55  or 
younger,  you  stand 
at  least 

a 33%  chance  of: 

A.  hitting  the  lottery 

B.  scoring  a hole  in  one 

C.  suffering  a long-term 
disability  sometime 
before  retirement 

Unfortunately,  the  answer  is  C.*  But  as  a 
PRUCARE  physician,  you’re  eligible  for 
top-quality  disability  income  insurance 
from  Paul  Revere.  At  a generous  1 5% 
discount. 

So  why  push  your  luck?  Call  your  Paul 
Revere  representative  today  for  a free  no- 
obligation disability  needs  analysis  and 
find  out  more  about  the  issues  of  the 
nineties. 

KEITH  ANDREWS 
GAUTAM  SHARMA 

(609)  452-1900 

Paul  Revere 
Insurance  Group 

A subsidiary  of  Textron  Inc. 


TEXTRON 


*Source:  1985  Commissioners  Disability  Table 


MITHANI  & COMPANY 

2301  Evesham  Road,  Suite  303,  Voorhees,  NJ  08043 

Certified  Public  Accountants 

Specialized  services  for  the  medical  profession  in: 

• Assistance  with  selection  and  installation  of  software  and 
hardware  for  medical  billings 

• Assistance  in  office  automation  and  installation  of  computerized 
accounting  systems 

• Payroll  tax  services 

• Tax  planning  and  preparation 

• Pension  and  profit  sharing  plans— establishment  and 
administration 

• Financial  planning 

• Practice  evaluations 

Call  Mike  Mithani,  M.B.A.,  C.M.A.,  C.P.A./P.F.S. 
(609)  772-1373 

Special  for  medical  residents:  $99.00  for  the  preparation  of  1992 
Federal  and  State  tax  returns. 


EXCITING  NEWS!!! 

We  can  computerize  your  business  including  patient  and 
insurance  billings  in  just  $2,995.00  with  things  you  need 
including  Hardware,  Software,  Installation,  and  Technical 
Support. 

486/25  Mhz  Computer  (Leading  Edge/Packard  Bell),  4MG 
Ram,  130  MB  HD,  Dual  Floppy,  28DPI  SVGA  Monitor, 
Modem,  Panasonic  Printer  KX-P2123,  Surge  Arrest,  Medisoft 
Advanced  Patient  Accounting,  installation  of  hardware  and 
software,  technical  support,  and  much  more.  Training  extra. 

If  you  already  have  computer,  ask  for  Medisoft,  training, 
and  technical  support.  Other  hardware  configurations  are 
also  available.  Offer  Expires  January  31,  1993. 

For  further  information,  call: 

PC  Software,  Parsippany 
Ph:  (201)  428-3318  Fax:  (201)  887-7692 
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DORLAND'S 

IVIedical 

DlRECTORY 


fLegal 


Your  Essential 
Physician  Resource 


• Over  12,000  listings 
covering  Eastern  PA 
and  Southern  NJ; 
25%  new  or  updated 
in  the  1993  edition 

• Group  Practices 

• Hospital  Staff 
Rosters 


• Physician  profiles 
including  important 
information  about 
their  practice. 

• Health  Care 
Organizations 

• Products  & Services 


$74.00  (including  tax,  shipping  & handling) 

(800)  722-7670 
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NEW  JERSEY  MEDICINE 


EDITOR’S  DESK 


A NEW  BEGINNING 


Usually,  it  is  not  advisable  to 
discuss  religion,  sex,  or  politics. 
However,  there  are  times  when 
even  the  best  of  advice,  or  at  least 
advice  given  with  the  best  inten- 
tions, can  be  disregarded.  We  feel 
this  is  one  of  those  times. 

Mr.  Bill  Clinton  of  Arkansas, 
Oxford,  and  Yale  will  be  in- 
augurated this  month  as  the  42nd 
president  of  the  United  States. 
He  has  vowed  to  make  a new 
beginning.  Hundreds  of  millions 
of  people  hope  he  is  successful. 
Although  he  was  elected  with  less 
than  a majority  of  the  votes  (not 
unique  in  presidential  elections) 
and  may  not  have  the  technical 
“mandate”  politicians  crave,  he 
was  given  broad-based  support 
from  all  groups  and  backgrounds 
and  received  a large  electoral 
margin.  Even  the  losers  wished 
him  well;  their  concession 
speeches  were  models  of  gra- 
ciousness and  should  set  the  tone 
for  the  rest  of  us.  Some  ascribe 
his  victory  solely  to  the  over- 
whelming desire  of  Americans  for 
change,  because  of  the  economy, 
and  point  to  the  high  percentage 
of  votes  given  to  Ross  Perot  as 
emblematic  of  that  position. 

But  the  desire  for  change  is  not 
the  only  factor  that  influenced  the 
recent  election.  After  all,  those 
incumbents  who  chose  to  run 
were  re-elected  by  the  usual  over- 
whelming margins  and  the  new 
composition  of  the  Congress  will 
differ  only  slightly  from  the 
previous  one,  suggesting  that  the 
vote  for  change  was  exercised 
selectively. 

Arthur  Schlesinger,  Jr  wrote  a 
well-researched  article  in  New 
Yorker  (November  10,  1992) 

about  the  cycles  that  seem  to  exist 
in  American  politics.  He  noted, 
“The  thesis  is  that  American 
politics  alternate  at  roughly  30- 
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Howard  D.  Slobodien,  MD 


year  intervals  between  con- 
servative and  liberal  periods.  My 
father  set  forth  the  argument  in 
a Yale  Review  essay  in  1939  and, 
two  years  later,  in  his  book  Paths 
to  the  Present.’’  Thus,  “the 
Eisenhower  1950s  were  a re- 
enactment of  the  Harding- 
Coolidge-Hoover  1920s”  and 
Theodore  Roosevelt’s  progressive 
era  in  1901  led  to  Franklin 
Roosevelt’s  New  Deal  in  1933 
and  John  Kennedy’s  New  Fron- 
tier in  1961.  “As  Kennedy  and 
Johnson  were  children  of  FDR,  so 
Bill  Clinton  and  Albert  Gore,  Jr 
are  Kennedy’s  children.”  Mr. 
Schlesinger  also  explained  the  ap- 
parent aberrations  of  the  Truman, 
Nixon,  and  Carter  eras,  noting 
that  the  30-year  span  equalled 
that  of  a generation  and  suggested 
“President  Clinton  will  have  one 
salient  advantage:  the  turning  of 
the  cycle  will  coincide  with  his 
own  personal  convictions. 

Mr.  Clinton  and  Mr.  Gore  are 
part  of  the  baby-boom  generation 
and  half  of  the  new  federal 
legislators  will  be  even  younger 


than  Mr.  Clinton.  All  presidents 
since  FDR  have  lived  with  the 
fascism  of  the  German-Italian 
Axis,  Japanese  militarism,  and  the 
Cold  War.  We  shall  now  be  led 
by  those  who  teethed  on  Vietnam, 
civil  rights,  and  the  problems  of 
conflicting  individualistic  life- 
styles. Mr.  Steve  Erickson,  in  The 
New  York  Times  (November  6, 
1992),  wrote  an  essay  on  the  op- 
ed page,  “The  End  of  Cynicism.” 
He  declared,  “Cynicism  always  is 
the  most  bitter  expression  of 
broken  faith.  We  now  are  at  the 
end  of  a generation  of  broken 
faith,  which  began  the  1960s  with 
presidents  who  lied  to  us  and 
ended  in  the  1980s  with  us  lying 
to  ourselves  ...  it  took  only  slight- 
ly more  self-delusion  than  sense 
to  believe  Mr.  Reagan  could  in- 
crease military  spending,  cut 
taxes,  and  balance  the  budget,  as 
he  promised  in  1980  and  for 
which  we  gave  him  a mandate. 

Mr.  Schlesinger  put  it  in  clear 
perspective:  “Bv  1991,  according 
to  public  opinion  polls,  two-thirds 
of  the  American  people  thought 
the  republic  was  on  the  wrong 
track.  . . . There  was  an  especially 
striking  change  in  the  mood  of  the 
young.  Half  a dozen  years  before, 
the  sincerest  ambition  ot  many 
young  people  . . . had  been  to  get 
rich.  By  1992,  that  promise  was 
in  tatters,  and  the  young  were 
open,  if  not  yet  to  idealism,  at 
least  to  the  idea  that  public  as 
well  as  personal  and  private  ef- 
forts might  be  required  if  their 
generation  was  to  have  the  hopes 
of  a better  life. 

These  public,  personal,  and 
private  efforts  must  assuredly  be 
applied  to  health  care  reform,  one 
of  the  top  priorities  of  the  new 
administration  and  of  all  of  us. 
Welch  and  Fisher,  in  a thoughtful 
editorial  in  The  New  England 
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Journal  of  Medicine  (October  29, 
1992)  entitled,  “Let’s  Make  a 
Deal— Negotiating  a Settlement 
between  Physicians  and  Society,” 
delineate  the  need  for  negotia- 
tions to  develop  from  opinions 
that  agree  rather  than  from  those 
that  differ,  while  simultaneously 
conceding  that  some  positions  on 
both  sides  are  irrefutable.  The  ti- 
tles of  their  subsections  are  il- 
luminating: Can  physicians  make 
a deal?  Who  is  there  to  talk  to? 
Avoiding  a drawn-out  fight— prin- 
cipled negotiation.  Cutting  a good 
deal — focus  on  interests,  not  posi- 
tions. Everybody  wins — inventing 
options  for  mutual  gain.  Making 
the  deal  fair— insist  on  objective 
criteria.  Closing  the  deal — what  is 
the  source  of  our  power? 

We  should  emphasize  what 
Welch  and  Fisher  postulate  in 
their  introductory  paragraph, 
“Perhaps  because  we  physicians 
are  both  providers  and  potential 
patients,  we  have  as  large  a stake 
as  anyone  in  the  final  design.  Be- 
cause others  foot  most  of  the  bills, 
however,  we  will  not  get  exactly 
what  we  want.  Indeed,  we 
should  not  aspire  solely  to  getting, 
but  also  to  giving,  as  befits  the 
profession  still  most  admired  by 
the  general  public.  This  reputa- 
tion is  our  strength  and  we  must 
deal  as  professionals,  not  as  en- 
trepreneurs. We  must  convince 
people  that  behavioral  offsets  are 
not  only  insulting  and  demeaning, 
but  demonstrably  unnecessary. 
We  must  find  common  ground 
among  the  American  College  of 
Surgeons  (ACS),  the  American 
College  of  Physicians  (ACP),  the 
American  Academy  of  Family 


Physicians  (AAFP),  the  American 
Medical  Association  (AMA),  and 
other  physician  groups;  if  we  can- 
not negotiate  successfully  among 
ourselves,  how  can  we  influence 
other  groups?  As  we  noted  a de- 
cade ago,  just  as  war  is  too  impor- 
tant not  to  be  left  to  the  generals, 
health  care  is  too  important  not 
to  be  left  to  the  physicians — 
although  others  must  be  factored 
into  the  equation. 

We  can  expect  many  changes 
in  the  months  and  years  ahead. 
The  nation’s  problems  are  clearly 
defined;  the  solutions  are  murky. 
What  may  appear  eminently 
logical  may  not  necessarily  also  be 
politically  feasible.  Voting  blocs 
make  strange  bedfellows. 
Ideologies  also  have  changed  and 
today  Democrats  and  Re- 
publicans bear  only  partial  re- 
semblance to  those  of  the  past. 
Besides,  our  perceptions  of  past 
political  ideologies  and  their  ef- 
fect on  the  practice  of  medicine 
frequently  have  been  blunted  by 
our  failure  to  concede  that  neither 
major  party  is  our  steadfast  cham- 
pion. For  example,  President 
Truman  tried  mightily  and  failed 
to  get  a national  health  scheme  or 
any  substantial  portion  of  it,  but 
Lyndon  Johnson  got  Medicare 
and  Medicaid  as  part  of  his  Great 
Society.  (He  also  gave  a huge 
boon  to  the  physician  when  he 
delayed  the  implementation  of 
Medicare  in  order  to  sign  up 
those  eligible  for  Part  B.)  Richard 
Nixon,  in  the  early  1970s,  im- 
posed wage  controls  on  physi- 
cians and  hospital  workers — the 
prime  reason  why  physicians  be- 
came fee  conscious  on  a continu- 


ing basis  and  why  hospitals  added 
multiple,  expensive  adminis- 
trative layers.  Ronald  Reagan, 
who  said  in  his  first  inaugural  ad- 
dress, “Government  is  not  the 
solution  to  our  problem,  govern- 
ment is  the  problem,”  gave  us, 
among  other  things,  prospective 
payments,  reduced  payments,  and 
reams  of  paperwork.  George  Bush 
credits  include  the  resource- 
based  relative  value  scale  and 
limiting  charges.  We  could  con- 
tinue, but  prefer  to  emphasize 
two  points:  as  previously  noted,  it 
is  foolish  to  think  of  a particular 
political  party  as  a “friend  to 
medicine,”  and  the  input  of  the 
medical  profession  has  been  woe- 
fully inadequate. 

It  is  time  for  us  to  be  both 
donor  and  recipient  at  the 
bargaining  table — for  us  to  give 
the  expertise  and  insight  that  only 
those  who  treat  the  ailing  and  af- 
flicted can  give  and  for  the  prac- 
ticing physician  to  receive  a posi- 
tion of  equality  during  negotia- 
tions. 

But  first  we  must  get  our  own 
act  together.  Are  you  listening — 
ACS,  ACP,  AAFP,  and  AMA?  □ 
Howard  D.  Slobodien,  MD 

If  I am  not  for  myself,  who 
will  be  for  me? 

If  1 am  only  for  myself,  what 
am  I? 

If  not  now,  when? 

Rabbi  Hillel,  1st  century  B.C. 


20 


NEW  JERSEY  MEDICINE 


ENDORSED  BY  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

*V.E.B.A.  PLAN 


FEATURES 


TAX 

DEDUCTIBLE 
CONTRIBUTIONS 
TO  AN 

/.RS.  APPROVED 
TRUST 

EVEN  IF  ... 

• YOUR  PENSION  PLAN  IS  OVER  FUNDED 

• YOUR  PENSION  PLAN  IS  MAXIMUM  FUNDED 

• YOU  HAVE  NO  PENSION  PLAN 


PLEASE  SEND  ME 

NAME 


A copy  of  your  informational  pamphlet  on  the  * V.E.B. A.  program. 
I understand  there  is  no  obligation. 


address 

DATE  OF  BIRTH TELEPHONE  # ( ) 

Mail  to:  THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE,  PA.  19047 

(800)  283-7666 (215)  750-7616 FAX  (215)  750-7791 

‘VOLUNTARY  EMPLOYEE  BENEFITS  ASSOCIATION 
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The  Medical  Inter-Insurance  Exchange  is  available  24-hours  a day,  seven  days  a week,  to 
answer  emergency  calls  about  both  claim  and  policy  situations.  No  other  medical  professional 
liability  insurer  has  this  feature.  It’s  just  one  of  many  services  that  make  Medical  Inter- 
Insurance  Exchange  better  than  the  rest.  Call  today  to  find  out  how  our  Permanent  Protection 
Policy  and  expert  claim  handling  can  give  you  peace  of  mind . . . and  a good  night’s  sleep. 


Medical  Inter-Insurance  Exchange* 

Two  Princess  Road  • Lawrenceville  • NJ  • 08648 

800-257-6288  • 609-896-2404 
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PRESIDENT  S PAGE 


UNCOMPENSATED  CARE:  OLD  PROBLEM,  NEW  SOLUTION 


Passage  of  the  Health  Care  Re- 
form Act  of  1992  occurred  on 
November  30,  1992.  The  law  sets 
in  place  a new  funding 
mechanism  for  financing  uncom- 
pensated care.  But  it  goes  far 
beyond  that  in  requiring  sweep- 
ing health  system  reform. 

If  an  individual  (or  family)  in- 
come is  less  than  or  equal  to  300 
percent  of  the  poverty  level,  he 
shall  be  eligible  for  charity  care. 
Individuals  in  lower  income 
brackets  above  the  charity  level 
will  be  participants  in  the  NJ 
SHIELD  program.  Although  de- 
tails of  the  plan  are  not  finalized, 
the  concept  of  the  program  is  that 
sliding,  reimbursement,  and 
copayment  features  will  enable 
these  individuals  to  purchase 
health  care.  Payment  for  physi- 
cian services  is  included  in  these 
plans. 

Payment  for  these  services 
comes  from  diverting  funds  from 
the  New  Jersey  Unemployment 
Insurance  Fund  (NJUIF).  NJUIF 
is  a reserve  to  cover  payouts  to 
the  unemployed  in  New  Jersey. 
NJUIF  reserves  are  $2.4  to  $2.8 
billion.  The  legislation  diverts 
$600  million  from  NJUIF  to  cover 
uncompensated  care  in  1993  and 
will  have  step  downs  to  the 
following  year,  depending  on  the 
specific  amount  of  charity  care 
rendered.  There  is  a triggering 
mechanism  to  NJUIF  if  reserves 
fall  below  $1.5  million,  ac- 
complished through  a .6  percent 
increase  in  the  unemployment 
contribution  by  employers. 

More  importantly,  we  must 
consider  the  deregulation  of 
hospital  rate  setting  with  discon- 
tinuance of  diagnosis  related 
groups  (DRGs);  with  this  will 
come  the  phasing  out  of  the 
Hospital  Rate-setting  Com- 
mission. Urban  and  inner-city 


hospitals  with  a high  percentage 
of  uncompensated  care  patients, 
as  well  as  Medicare  and  Medicaid 
patients,  feel  they  will  have  to 
raise  charges  on  paying  patients 
to  noncompetitive  levels.  If 
medical  education  programs  are 
not  supported,  many  teaching 
hospitals  fear  their  residency  pro- 
grams cannot  be  preserved. 
However,  suburban  hospitals  in 
affluent  areas  stand  to  be 
significantly  better  off  although 
prior  experience  with  government 
suggests  this  promise  may  be  il- 
lusionary. Perhaps  a mitigating 
factor  will  be  $200  million  in 
Medicare  subsidies  over  three 
years  to  hospitals  with  more 
Medicare  patients. 

Of  critical  importance  is  that 
this  Act  establishes  itself  in  the 
executive  branch  of  state  govern- 
ment with  the  New  Jersey  Essen- 
tial Health  Services  Commission. 
This  Commission  is  a mechanism 
to  allocate  monies  and  payment 
schedules.  It  is  chargeable  to  de- 
velopment of  the  NJ  SHIELD 
program  and  has  other  far- 
reaching  powers.  The  11  mem- 
bers will  consist  of  the  com- 
missioners of  health,  human 
services,  and  insurance  or  their 
designees  and  8 public  members 
appointed  by  the  governor  with 
the  advice  and  consent  of  the 
Senate,  one-fourth  of  each 
political  party.  Three  of  the  public 
members  shall  have  expertise  in 
hospital  financing  and  3 public 
members  shall  have  experience  in 
health  delivery  services.  There 
will  be  2 public  members  who 
shall  not  be  health  care  providers. 
These  members  serve  at  the 
pleasure  of  the  governor. 

This  legislation  is  a mixed  bag 
for  the  Medical  Society  of  New 
Jersey  (MSNJ).  Tort  reform  sug- 
gestions are  not  present.  We  have 


been  assured  that  they  will  ap- 
pear in  a subsequent  bill  to  be 
drafted  shortly. 

The  New  Jersey  Essential 
Health  Services  Commission  was 
an  idea  that  sprang  from  the 
Coalition  debate,  but  it  was  our 
feeling  that  this  should  be  an  in- 
dependent body  not  under  the 
control  of  the  governor.  The 
specifics  of  NJ  SHIELD  have  not 
been  fleshed  out.  In  discussions 
with  the  administration,  the 
legislators,  and  Commissioner  of 
Health  designate  Bruce  Siegel, 
MD,  it  is  certain  that  there  will 
be  reimbursement  to  physicians. 
The  pressure  from  government 
and  the  media  will  be  for  us  to 
support  these  programs  that 
provide  greater  access  for  the 
poor.  At  the  same  time,  we  do 
expect  reasonable  reimburse- 
ment— the  same  as  every  other 
participant  in  the  plan — as  a 
requisite  for  participation. 

We  have  achieved  a plan  that 
deregulates  the  industry  and 
makes  it  more  market  responsive. 
DRGs  will  be  gone  and  some  ad- 
ditional regulatory  burden  will  be 
over. 

We  have  sold  the  philosophy 
that  the  lower  economic  spectrum 
of  patients  should  be  placed  in 
private  insurance  plans,  and  that 
appears  to  be  happening. 

We  should  be  satisfied  that 
there  was  no  provider  tax 
enacted.  Defeating  the  provider 
tax  took  a monumental  effort.  The 
Legislature  and  governor’s  office 
appear  to  be  convinced  that  the 
financing  mechanism  for  uncom- 
pensated care  is  a societal  issue 
and  does  not  belong  to  the 
providers. 

It  behooves  physicians  to  watch 
the  implementation  of  this  legisla- 
tion as  it  affects  us  in  a major  way. 
□ William  E.  Ryan,  MD 
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The  Next  Century  With  Medi-type’s 


TRANSi 


Presenting  a whole  new  era  in  Medical  Transcription — 
Medi-Type's  TRANSCRIPTION  2000  high  tech  digital  dictation 
system.  It's  the  perfect  choice  whether  you're  a single  physician 
office  or  a large  medical  facility. 

Now  a physician  can  dictate  directly  into  our  digital  system 
via  an  ordinary  phone  from  any  location,  any  time  of  day.  Our 
in-house  staff  expedites  this  transcription  immediately,  and 
we  remote  print  it  back  to  the  location  of  your  choice  within 
hours.  Once  it  is  dictated  into  our  system,  anyone  with  an 
authorized  code  can  access  the  information  instantly  by 
telephone. 

No  more  cassettes!  No  more  backlog  of  dictation! 

No  more  in-house  staff  problems!  Just  fast,  reliable, 
professional,  hassle-free  medical  transcription  from  the 
convenience  of  your  office  or  home. 

Call  Medi-Type  today,  and  get  your  transcription 
out  of  the  dark  ages  with  TRANSCRIPTION  2000. 


MD  dictates  into 
any  phone 


MEDI- 
TYPE 

NC0R  PQ^RATE^D 

124  North  Main  Street 
Forked  River,  New  Jersey  08731 
(609)  971-6474  • FAX  (609)  693-4794 


Myron  J.  Shapiro,  MD 


Voice  prosthesis  in 

laryngectomee 

rehabilitation 


The  use  of  a voice  prosthesis  is  an  acceptable  option  for  the 
postlaryngectomy  patient.  Establishing  criteria  for  patient 
selection  is  the  most  important  way  to  avoid  complications.  The 
author  describes  a simple  technique  performed  under  local 
anesthesia. 


The  primary  laryngeal 
function  is  valvular,  al- 
lowing respiration  and 
preventing  aspiration  at 
the  crossing  of  air  and  food 
passages.  In  the  laryngectomee, 
this  crossing  is  eliminated. 

Surgical  attempts  at  voice 
restoration  have  been  im- 
aginative, numerous,  and  varied, 
but  have  had  limited  success  with 
unpredictable  results,  complica- 
tions, and  failures.1"6 

Until  15  years  ago,  major  re- 
habilitative efforts  were  directed 
toward  developing  esophageal 
voice,  which  unfortunately  is 
laborious  and  mastered  only  by  a 
small  percentage  of  patients. 
Communication  by  telephone  or 
against  background  noise  is 
almost  impossible. 

The  report  by  Blom  and  Singer 
of  tracheoesophageal  (TE) 
puncture  with  insertion  of  a sim- 
ple valved  silicone  prosthesis  was 
revolutionary.7  Now  TE  puncture 
with  a valved  prosthesis  is  offered 
to  most  laryngectomy  patients. 
Simplicity  and  reversability  make 
this  an  attractive  option. 

Many  different  devices  are 
used,  all  based  on  the  concept  of 
a TE  fistula  in  which  the 
prosthesis  is  used  as  a one-way 
valve. 


Among  our  early  candidates  for 
voice  prostheses  were  two  in- 
dividuals who  failed  to  develop 
esophageal  speech,  were  func- 
tionally illiterate,  were  unable  to 
get  along  with  a handheld  elec- 
tronic larynx,  and  who  had  heavy 
scarring  from  surgery  and  radia- 
tion as  well  as  stomal  stenosis.  By 
attaching  a duckbill  valved 
prosthesis  to  a tracheal  stoma 
vent,  a self-retaining  device  kept 
the  stoma  open  and  was  used  suc- 
cessfully by  both  patients.8 

Failures  and  complications  led 
to  changes  in  patient  selection, 
modifications  in  technique,  and 
new  designs.  The  goals  have  been 
to  establish  proper  criteria,  sim- 
ple technique,  and  an  inex- 
pensive, easily  modified  voice 
prosthesis  that  will  allow  self- 
care. 

PATIENT  SELECTION 

Careful  case  selection  achieves 
high  success  rates  with  almost  any 
of  the  available  voice  prostheses. 
Well-motivated  patients  with 
good  manual  dexterity  who  have 
had  no  radiation  therapy  and  have 
no  heavy  scarring  make  good  can- 
didates. Patients  are  referred 
from  many  sources,  have  had 
surgery  by  various  surgeons,  and 
have  had  previous  failed  attempts 


at  voice  restoration.  It  is  impor- 
tant to  know  the  technique  and 
extent  of  the  surgical  laryngec- 
tomy: How  much  pharynx  was 
sacrificed?  Does  the  patient  have 
difficulty  in  swallowing?  Has  the 
patient  been  successful  in  de- 
veloping esophageal  voice?  Ade- 
quate expiratory  pressure  is  es- 
sential to  activate  the  voice 
prosthesis;  hence,  pulmonary 
function  must  be  assessed. 

A high  rate  of  fistula  leakage 
made  our  original  technique  un- 
acceptable to  patients  with  any 
tendency  to  pharyngoesophageal 
(PE)  segment  stenosis.  A flange 
collar  on  the  periscope  that  held 
the  prosthesis  in  place  and  a snug 
fit  of  the  vent  were  helpful,  but 
it  was  not  until  pressure  estimates 
were  obtained  that  a logical  appli- 
cation of  TE  punctures  was 
established  (Figure  1). 

The  technique  is  individualized 
to  each  patient;  each  prosthesis  is 
custom  made.  The  availability  of 
an  easily  assembled  device  makes 
this  possible  on  an  immediate 
basis.  Patients  with  unusual  dis- 
tortions of  neck  anatomy,  with 
marginally  adequate  PE  segment, 
with  postlaryngopharyngectomy 
flap  reconstructions,  with  gastric 
pullups,  and  with  post-Sisson 
procedures9  for  stomal  recurrence 
have  been  successful.  Those  pa- 
tients who  have  had  full-dose 
radiation  therapy  have  had  the 
most  failures;  where  tissues  are 
very  atrophic,  TE  puncture 
should  not  be  attempted. 

All  patients  undergo  insuffla- 
tion testing  that  can  demonstrate 
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Pharynx 


Pressures 


Pharyngoesophageal  Segment 


Esophagus 


Figure  1.  If  a liquid  bolus  is  thrust  down  the  pharynx  by  the  base  of  the  tongue  and  constrictors,  normally  it  will 
pass  through  a relaxed  cricopharyngeus  into  the  esophagus.  After  laryngectomy,  if  the  pharyngoesophageal  segment 
is  narrowed  by  the  surgery  and  if  there  is  cricopharyngeal  spasm,  an  area  of  high  pressure  will  develop  above  the 
narrowing  and  if  the  fistula  opens  at  this  level  (B),  the  high  pressure  will  force  liquids  through  the  fistula  with  copious 
leaking  and  aspiration.  Voicing,  however,  is  easy.  If  the  stenosis  is  tight,  TE  puncture  below  (at  level  D)  may  not 
allow  any  regurgitation  up  into  the  pharynx  and  voicing  will  be  poor.  A puncture  at  level  C with  a part  of  the  prosthesis 
protruding  into  lumen  may  totally  obstruct  swallowing.  Because  of  low  pressure,  there  is  little  or  no  leakage  at  level 
D but  voicing  is  difficult  or  impossible. 


functional  stenosis  of  the  PE  seg- 
ment, whether  or  not  there  is 
a critical  level  at  which  the  bolus 
of  air  must  be  delivered  to 
produce  good  voicing.  In  ad- 
dition, the  insufflation  test  gives 
patients  a sampling  of  what  can 
be  accomplished  and  what  may 
create  problems.  The  test  is  quite 
simple.  A #14  French  catheter  is 


passed  through  the  anesthetized 
nose  into  the  pharynx  and  the  ex- 
aminer blows  through  the 
catheter  while  it  is  being  moved 
slowly  up  and  down  through  the 
PE  segment.  A rough  estimate  is 
made  of  the  air  pressure  needed 
to  have  the  patient  produce 
sound.  In  those  patients  who 
demonstrate  tightness  of  the  PE 


segment  on  insufflation  testing, 
infiltration  of  the  inferior  constric- 
tor muscle  with  local  anesthetic  is 
done  and  insufflation  testing  is  re- 
peated. If  the  PE  segment  re- 
mains tight,  consideration  must 
be  given  to  pharyngoplasty,  the 
presumption  being  that  scarring  is 
the  major  problem.  If  the  PE  seg- 
ment after  anesthesia  is  more  re- 
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Figure  2.  Technique  for  puncture  using  #14  gauge  needle  passed  cephalad  through  subcutaneous  tissue  before 
penetrating  into  lumen.  Stainless  steel  wire  loop  is  shown  in  place. 


laxed  and  voice  production  easier, 
cricopharyngeal  (inferior  constric- 
tor) myotomy  or  myectomy  is 
recommended.  A careful  contrast 
x-ray  study  of  the  swallowing 
function  in  the  pharynx  and 
upper  esophagus  gives  additional 
information  that  may  establish 
more  precisely  the  nature  and 
location  of  any  narrowing. 

Singer  and  Blom  demonstrated 
PE  spasm  as  an  important  factor 
in  failing  to  acquire  voice.10  This 
has  been  shown  by  others  who 
have  found  that  esophageal 
speakers  do  much  better  when 
their  pharyngeal  muscles  are 
paralyzed  by  local  anesthesia  in- 
jections.12 When  spasm  has  been 
found,  cricopharyngeal  myotomy 
is  performed  at  the  same  time  as 
TE  puncture.  Laryngectomy 
techniques  should  include 
myotomy  through  the  posterior 
midline  raphe  that  is  best  done 
just  prior  to  removal  of  the  larynx 
when  it  is  very  mobile. 

TECHNIQUE 

A trial  fitting  determines  the 
proper  size  stoma  vent.  If  a 
microstoma  is  present,  it  should 
be  dilated  by  using  progressively 
larger  sized  vents  at  weekly  in- 
tervals until  the  appropriate  size 
is  attained.  For  adult  males,  17  to 
20  mm  outside  diameter  (OD)  is 
the  appropriate  size  and  for  adult 
females,  15  to  17  mm  OD  is  the 
appropriate  size.  Topical 
anesthesia  is  used  on  the  mouth, 
pharynx,  and  tracheal  stoma. 
Copious  mouth  irrigations  with 
water  reduces  the  bacterial  count. 


With  general  anesthesia,  a small 
endotracheal  tube  must  be  used 
allowing  access  for  TE  puncture. 
A short  esophagoscope  with  a 
hole  near  the  distal  tip  is  passed 
to  the  level  of  the  stoma.  Alterna- 
tively and  with  local  anesthesia 
using  heavy  sedation,  a thin- 
walled  plastic  chest  tube  is  passed 
to  the  level  of  the  stoma  and  can 
be  seen  and  palpated  through  the 
posterior  tracheal  wall.  A large 
bore  needle  (15  to  16  gauge)  that 
has  been  bent  to  a curve  now  is 
pushed  through  the  posterior  tra- 
cheal wall  into  the  lumen  of  the 
tube.  The  puncture  is  made  close 
to  the  mucocutaneous  junction  so 
as  to  be  easily  visible  through  the 
stoma.  When  using  an 
esophagoscope,  the  needle  is 
pushed  through  the  hole  in  the 
end  of  the  esophagoscope.  An  at- 
tempt is  made  to  puncture  the 
tissues  in  a cephalad  direction. 
(All  fistulas  eventually  become  a 
“straight-in”  opening  even  though 
I always  have  attempted  to  de- 
velop a cephalad  directed  tract.) 
Once  satisfied  that  the  tip  of  the 
needle  is  within  the  lumen  of  the 
tube,  a long,  thin  stainless  steel 
wire,  doubled  on  itself  to  form  a 
loop,  is  passed  wire-ends  first 
through  the  needle  and  up 
through  the  end  of  the  tube  that 
projects  from  the  mouth  (Figure 
2).  The  needle  is  removed,  leav- 
ing the  wire  in  place  with  the 
looped  end  projecting  from  the 
puncture  site.  The  esophagoscope 
or  plastic  tube  now  is  removed 
leaving  the  wire  ends  projecting 
from  the  mouth.  The  cord  on  the 


upper  end  of  the  dummy 
prosthesis  is  tied  to  the  loop  of 
wire  and  pulled  up;  at  the  same 
time,  the  fistula  is  dilated  with  a 
small  curved  hemostat  clamped  to 
the  cord  and  pulled  up  into  the 
puncture  where  it  is  opened.  The 
dummy  probe  is  pulled  into  posi- 
tion in  the  pharynx  and  the  vent 
part  is  inserted  into  the  trachea. 
The  strong  cord  on  the  dummy 
may  be  simply  avulsed. 

Postoperative  care  consists  of 
copious  saline  tracheal  installa- 
tions several  times  daily  to  pre- 
vent crusting,  and  frequent  sips  of 
water  by  mouth.  At  the  end  of  a 
week  or  ten  days,  the  dummy  is 
removed  and  the  prosthesis  is  in- 
serted (Figure  3).  Usually  the  pa- 
tient is  able  to  produce  good 
voice  after  a few  minutes  of  in- 
struction. In  addition  to  stoma 
care  and  care  of  the  prosthesis, 
the  patient  is  told  how  to  change 
the  device.  During  followup  vis- 
its, the  prosthesis  is  modified  to 
the  individual  requirements  of 
the  patient.  Once  a satisfactory  fit 
has  been  achieved,  the  patient  is 
given  two  or  three  duplicates;  in 
three  to  six  months,  the  patient 
returns  for  speech  evaluation  and 
for  replacement  of  the  device. 
The  physician  should  not  become 
so  involved  with  the  prosthesis 
that  he  forgets  to  be  vigilant  about 
recurrence  of  the  cancer. 

COMPLICATIONS 

Patient  selection  is  the  key  to 
avoiding  serious  complications. 
Small  tracheal  stomas  may  be 
dilated  safely  but  a small  PE  seg- 
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Figure  2.  Diagram  of  tracheoesophageal  vent  voice  prosthesis  in  position. 


ment  should  not  be  stretched  in 
an  attempt  to  produce  an  ade- 
quate lumen.  The  most  common 
cause  for  failure  to  produce  voice 
using  this  technique  is  that  the 
periscope  on  the  prosthesis  is  not 
directed  upward. 

Leakage  of  liquids  during 
swallowing  may  be  caused  by  loss 
of  competence  of  the  valve  on  the 
periscope  or  inadequate  closure 
of  the  lumen  of  the  fistula  around 
the  periscope  projecting  up  in- 
side. Cauterizing  the  opening  of 
the  fistula  with  sodium  hydroxide 
often  will  reduce  the  size  of  the 
lumen. 

Mondial  infestation  of  the 
prosthesis  is  a common  occur- 
rence and  produces  an  opaque 
yellowish-tan  coating.  Yogurt 
several  times  a day  and  Nysta- 
tin® oral  suspension  have  been 
helpful.  In  patients  whose  tissues 
have  been  compromised  by  radia- 
tion therapy  or  diabetes,  serious 
infections  and  necrosis  have  oc- 
curred. 

CONCLUSIONS 

The  use  of  a voice  prosthesis  is 
an  acceptable  option  for  the 


postlaryngectomy  patient. 
Establishing  criteria  for  patient 
selection  is  the  most  important 
way  to  avoid  complications.  The 
PE  segment  must  be  adequate. 
Establish  laryngectomy  tech- 
niques that  preserve  as  much 
pharynx  as  possible.  Use  a 
horizontal  rather  than  a T closure 
of  the  pharynx.  Routine  posterior 
midline  raphe  myotomy  should 
be  carried  out  but  recognize  that 
the  muscle  may  reconstitute  itself 
with  healing.  The  tracheal  stoma 
vent  voice  prosthesis  is  appli- 
cable, particularly  where  the  tra- 
cheal stoma  is  small.  It  is  easily 
customized  and  modified. 

The  author  described  a fairly 
simple  technique  that  can  be  per- 
formed under  local  anesthesia.  H 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon15  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 

bottles  of  100's  NDC  53159-001-01  and  1000's  NPC  

53159-001-10. 
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An  American  s perspective 
of  Hungarian 
health  care 

Ann  Gordon  Frommer,  RN,  MA 


As  U.S.  health  care  affordability  becomes  a major  issue,  the 
author  looks  at  the  national  health  care  system  in  Hungary.  The 
statistics  of  Hungary’s  health  care  system  are  daunting:  it  is 
free,  but  not  without  cost  to  the  patient.  The  system  is  being 
expanded  and  improved. 


Recently,  I visisted  my 
husband  s native  coun- 
try, Hungary.  This  was 
his  first  visit  since  he 
was  forced  to  leave  during  the 
revolution  in  1956.  I felt  that  this 
trip,  my  first  visit  to  an  Eastern 
bloc  country,  would  give  me  a 
unique  opportunity  to  survey 
Hungarian  health  care. 

With  the  assistance  of  the  In- 
ternational Hospital  Federation 
(IHF),  I was  able  to  locate  Dr. 
Peter  Lepes,  Secretary  of  the 
Hungarian  Hospital  Federation.  I 
corresponded  with  Dr.  Lepes  in 
English,  with  a Hungarian  trans- 
lation and  introduction  provided 
by  my  husband.  Although  Dr. 
Lepes  is  bilingual,  he  responded 
in  Hungarian.  Having  one’s 
private  translator  to  clarify  the 
cliches  and  fine  tune  the  details 
gave  me  an  incredible  advantage 
(Figures  1 to  6). 

Dr.  Lepes  is  a graduate  of  Sem- 
melweis  Medical  University, 
Budapest;  a specialist  in  internal 
and  social  medicine  and  health 
care  administration;  a lecturer  at 
the  Semmelweis  Medical  Uni- 
versity’s Institute  of  Social 
Medicine;  general  director  of  the 
Tetenyi  Teaching  Hospital,  and  of 
IHF  Council  of  Management;  and 
president  of  Rolicare,  a full  health 


care  service  organization.  Speak- 
ing of  Hungarian  health  care,  he 
stated;  The  political  situation 
dictates  the  present  changing 
health  care  system.  Before  World 
War  II,  Hungary  had  an  in- 
surance system.  Although  the 
concept  changed  in  the  late 
1940s,  it  still  was  called  in- 
surance’ and  there  was  96  percent 
coverage.  In  1972,  the  present 
system  was  established  where 
employers  paid  the  costs.  It  is  a 
right  for  every  Hungarian  citizen 
to  receive  free  health  care.’ 

He  then  described  this  intricate 
system:  “Starting  at  the  top, 

Parliament  is  the  highest 


legislative  body  in  the  country.  It 
contains  the  Cabinet,  the  highest 
administrative  body  that  manages 
and  controls  the  work  of  the 
Ministries.  The  Ministry  of  Social 
Affairs  and  Health  formulates  and 
oversees  the  implementation  of 
the  country’s  health  care  policy. 
Hungarian  health  care  is 
performed  through  a 19-county 
institutional  system,  consisting  of 
154  hospitals,  totaling  13,000 
beds  that  services  the  population 
of  10.5  million  people.  This 
system  has  an  established  cycle 
where  a patient  progresses 
logically  from  a basic  focus  of 
medical  problems  to  one  of  a 
highly  specialized  nature.’’ 

Dr.  Lepes  continued,  “The 
multitiered  system  of  health  care 
is  as  follows;  Clinics  and  preven- 
tive medical  facilities  available  for 
those  residents  living  in  a district 
provide  level  one  of  care  for  pa- 
tients. If  hospitalization  is  war- 


Figure  1.  The  front  of  Tetenyi  Hospital. 
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ranted,  the  patient  is  referred  to 
the  municipal  or  level  one  institu- 
tion. General  hospitals,  containing 
400  to  800  beds,  provide  care  for 
inhabitants  of  a town  and  its  en- 
virons in  basic  medical  special- 
ties. When  admitted  to  this  level 
hospital,  treatment  is  provided 
only  by  resident  physicians 
employed  by  the  hospitals.  Coun- 
ty or  specialized  care  hospitals 
with  1,500  to  2,000  beds  comprise 
the  level  two  facilities.  All 
specialties  are  provided  and  pa- 
tients can  opt  to  bypass  a level 
one  hospital  going  directly  to  a 
special  care  facility.  Finally,  level 
three,  regional  or  university 
centers,  equipped  with  high-tech- 
nology machinery,  affords  more 
sophisticated  services  such  as 
dialysis  or  cardiac  surgery.” 

Dr.  Lepes  discussed  some 
problems  of  the  current  health 
care  system:  Funding  is  inade- 
quate and  care  is  not  uniform 
throughout  the  system,  with  poor 
patients  receiving  lower  quality 
care  than  medical  care  received 
by  those  of  average  or  higher  in- 
comes. Care  also  is  uneven  be- 
cause of  the  lack  of  qualified 
physicians,  and  because  of  a lack 
of  incentive  associated  with  the 
low  salaries  received  by 
Hungarian  physicians.  However, 
one  of  the  most  critical  problems 
is  created  by  a population  that 
always  is  short  of  funds  and  uses 
hospitals  as  hotels,  babysitters, 
and  rest  areas. 


Figure  2.  A typical  ten-bed  ward  at 
Tetenyi  Hospital. 


From  the  patient’s  point  of 
view,  problems  arise  for  several 
reasons:  A new  physician  is  in 
charge  each  time;  tests  are  unnec- 
essarily repeated,  and  a physician/ 
patient  relationship  cannot  be 
established.  The  shortage  of  high- 
technology  equipment  and  poor 
bureaucratic  distribution  of  what 
equipment  is  available,  jeopar- 
dizes patients  recovery.  Finally, 
corruption  abounds  and  anything 
above  minimum  level  care  must 
be  paid  by  the  patient.  Tipping  to 
receive  better  care  is  accepted  in 
Hungarian  hospitals,  therefore, 
the  poor  receive  less  care. 

Because  current  funding  prac- 
tices are  negotiated  by  the  gov- 
ernment based  on  hospital  costs 
without  considering  the  variety  of 
services  provided  or  the  number 
of  patients  involved,  the  situation 
worsens  annually.  Parliament  is 
attempting  to  alleviate  the 
problem  by  changing  the  system. 
Under  the  new  system,  insurance 
costs  will  be  borne  by  employers 
and  employees,  with  employers 
paying  the  larger  amount.  The  10 
percent  annual  cost  to  employees 
(through  payroll  deductions)  for 
social  care  will  be  applied  to  other 


special  services.  Employers  will 
pay  43  percent  of  retirement, 
pension,  social,  and  medical  ben- 
efits. 

Dr.  Lepes  explained  that  the 
new  system  of  funding  will  be 
based  on  performance  and  is 
similar  to  the  point  system  cur- 
rently used  in  Germany.  Each 
procedure  has  a point  allowance: 
the  more  points  earned  (the  more 
services  performed),  the  higher  a 
physician’s  salary. 

In  addition,  Hungarian 
hospitals  will  work  with  a system 
similar  to  our  New  Jersey 
diagnosis  related  group  (DRG) 
system,  fine  tuned  to  meet  their 
needs.  Thus,  the  DRG-like 
system,  by  forcing  efficiency,  is 
expected  to  provide  the  incentive 
to  excel  and  to  change. 

Dr.  Lepes  cited  problems  that 
could  arise  from  the  proposed 
changes.  He  is  concerned  that  by 
delegating  responsibility  to  all 
physicians,  there  would  be  no 
way  of  determining  excellence;  as 
a result,  some  physicians  could  be 
relieved  of  duty  even  if  they  are 
good  at  their  work  while  others, 
who  are  incompetent,  might  be 
retained. 


Figure  3.  The  lobby  at  Tetenyi  Hospital. 
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Dr.  Lepes  concluded  with  a 
brief  discussion  of  the  problems 
of  the  elderly.  The  elderly  often 
live  in  multigeneration  housing 
that  is  too  small  and  allows  no 
privacy.  Since  the  average  two- 
room  apartment  is  cramped  for 
parents  and  children,  adding 
grandparents  makes  life  extreme- 
ly difficult.  The  problems  of  the 
elderly  become  even  more  acute 
if  they  live  alone  and  are  unable 
to  provide  for  themselves. 

Because  nursing  homes  have 
negative  connotations,  it  is  con- 
sidered shameful  by  Hungarians 
to  send  an  aged  parent  to  a nurs- 
ing home.  However,  hospitals  are 
considered  to  be  an  acceptable 
place  to  send  the  elderly  while 
the  rest  of  the  family  goes  on  a 
holiday  or  when  the  parent  no 
longer  can  care  for  himself.  This 
situation  adds  to  the  problems  in- 
herent in  the  present  health  care 
system. 

To  see  specifics  of  a hospital 
functioning  under  Hungary’s 
present  health  care  system.  Dr. 
Lepes  arranged  a visit  to  Tetenyi 
Hospital.  This  1,134-bed  facility  is 
the  only  hospital  in  the  area  serv- 
ing two  districts  with  a population 
of  300,000  people.  A level  two 
hospital,  it  includes  services  to  all 
patients  except  obstetrics-gyne- 
cology, urology,  and  dermatology 
patients  and  cardiac  and  neuro- 
logic surgery  patients. 

I was  welcomed  by  Dr.  Jozsef 
Horvath,  chief  physician  of  one  of 
the  five  internal  medicine  depart- 
ments. Since  Dr.  Horvath  is  an 
administrator,  he  was  an  excellent 
source  of  information  on  the  pro- 
grams provided  as  well  as  the 
social  problems. 

The  13.2-day  average  length  of 
stay  at  Tetenyi  Hospital  was  a 
reflection  of  the  bureaucracy  in- 
herent in  the  government  and  to 
the  dearth  of  support  institutions. 
He  stressed  that  blood  and 
medicines  are  not  in  short  supply, 
but  the  lack  of  funds  causes  a 
scarcity  of  technical  equipment  to 
diagnose  and  treat  patients. 

When  questioned  about  re- 
habilitation programs,  Dr. 


Figure  4.  Ann  Gordon  Frommer  with  Dr.  Peter  Lepes,  Secretary  of  the 
Hungarian  Health  Care  Federation. 


Figure  5.  Dr.  Horvath  explaining  the  programs  at  Tetenyi  Hospital  to  Ann 
Gordon  Frommer. 


Figure  6.  Dr.  Judit  Major,  a cardiologist  at  Tetenyi  Hospital. 
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Horvath  replied  that  most  of  the 
people  who  use  the  rehabilitation 
program  are  workers  who  statis- 
tically do  not  show  enough  of  an 
improvement  to  return  to  work 
(80  percent  claim  disability). 
Although  these  disability  claims 
often  are  questionable,  they  are 
difficult  to  fight,  and  the  suc- 
cessful claimant  collects  75  per- 
cent of  his  salary  while  working 
at  another  job. 

Dr.  Horvath  introduced  me  to 
Dr.  Judit  Major,  a cardiologist. 
She  gave  me  a tour  of  her  as- 
signed area  that  included  several 
ten-bed  wards  of  cardiology  pa- 
tients. 

Questioning  Dr.  Major  about 
the  plight  of  the  Hungarian  work- 
ing woman,  she  responded:  “We 
constantly  see  the  effects  of  in- 
creased stress  on  women;  of 
course,  they  all  work,  but  with  an 
increase  of  the  divorce  rate,  we 
see  many  mothers  as  single- 
parent heads  of  families.  Heart 
attacks  are  seen  in  women  in  their 
early  30s.  Besides  their  stressful 
lives,  most  women  smoke  and  eat 


a diet  high  in  animal  fat.  Fresh 
vegetables  cost  too  much.  Many 
women  also  live  without  many 
household  conveniences  enjoyed 
by  most  American  women. 

As  I ended  my  interview.  Dr. 
Horvath  asked  a final  question, 
“Have  you  ever  seen  such  poverty 
before?"  I silently  recalled  what 
I had  just  seen:  the  ten-bed 
wards;  the  suffering  etched  on  the 
sad,  lonely  faces  of  the  elderly; 
the  archaic  equipment  or  the  lack 
of  equipment  taken  for  granted  in 
the  United  States;  and  the  dark 
and  somber  halls.  Swallowing 
slowly,  I responded,  “No,  I have 
not.” 

The  statistics  of  Hungary’s 
health  care  system  are  daunting. 
For  a population  of  10.5  million 
persons,  there  are  33,000  physi- 
cians, 300,000  health  care  work- 
ers, 100,000  hospital  beds  (1  bed/ 
100  people  compared  to  the 
United  States  that  has  1 bed/250 
people),  and  154  hospitals  and 
clinics.  Hungarians  make  150 
million  doctor-visits  per  year,  the 
average  person  visiting  a doctor 


one  or  more  times  a month;  and, 
2 million  persons  are  hospitalized 
per  year.  The  average  acute 
length  of  stay  is  ten  days. 

Imagine  what  effect  properly 
enforced  utilization  and  quality 
assurance  standards  could  have 
on  the  Hungarian  health  system 
as  it  strives  to  expand  and  im- 
prove. H 
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Premium 
On  High 
Quality  Care, 

At  The  Same 
Competitive  Cost. 


For  the  third  consecutive  renewal,  the  MSNJ  Health  Care  Plan 
has  been  renewed  with  no  increase  in  premiums, 
in  spite  of  rising  health  care  costs.  The  MSNJ  plan 
offers  superior  coverage  and  service  to  match, 
at  a premium  that  works  to  your  benefit. 

Your  choice  of  plan  designs,  all  including: 

■ First  dollar  hospitalization  coverage 

■ Full  plan  benefits  for  hospital  admissions  related  to  mental 
or  nervous  disorders  and  substance  dependency. 

■ Full  coverage  while  traveling  at  home  or  abroad 

■ Comprehensive  major  medical  coverage 

■ Full  coverage  for  dependent  children  to  age  23 

■ Continuance  of  coverage  for  retirees,  widows  and  widowers 

■ Coverage  may  be  extended  to  employees 

For  more  information,  please  call 
Jean  Wasielczyk,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895-1616 -(800)  227-6484 

(DONALD  K SMITH  (^ASSOCIATES) 
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examinations  under 
the  Americans  with 
Disabilities  Act 


John  H.  Geaney,  JD 


Title  I of  the  Americans  with  Disabilities  Act,  effective  July  26, 
1992,  established  new  guidelines  for  physicians  who  perform 
medical  examinations  of  job  applicants  and  existing  employees 
with  confidentiality  requirements.  These  guidelines  have  a 
broad  impact  on  physicians  and  employers. 


Title  I of  the  Americans 
with  Disabilities  Act 
(ADA)  went  into  effect 
on  July  26,  1992.  The 
new  rules  for  medical  examina- 
tions have  a broad  impact  on 
physicians  and  employers. 

One  of  the  most  significant 
changes  under  Title  I is  that  an 
employer  may  not  require  a job 
applicant  to  submit  to  a medical 
examination,  to  respond  to 
medical  inquiries,  or  to  provide 
information  about  prior  workers 
compensation  claims  before  the 
employer  makes  a job  offer.  After 
an  offer  has  been  tendered  to  an 
applicant,  the  employer  may  in- 
itiate medical  inquiries.  Hence, 
ADA  uses  the  term  “post-offer 
medical  examination,”  rather  than 
“pre-employment  medical  ex- 
amination,” since  the  latter  term 
commonly  refers  to  an  examina- 
tion of  a medical  nature  before  a 
job  offer  to  an  applicant. 

Physicians  who  perform  med- 
ical examinations  of  job  applicants 
for  employers,  or  fitness  for  duty 
examinations  of  existing 
employees,  will  routinely  face  is- 
sues covered  by  Title  I of  ADA. 

EXAMINATIONS 

An  employer  does  not  need  to 
justify  the  requirement  of  a post- 


offer medical  examination.  An 
employer  can  compel  a medical 
examination  as  long  as  it  compels 
all  entering  employees  in  the 
same  job  category  to  submit  to  a 
medical  examination.  This  post- 
offer  medical  examination  can  be 
broad  in  scope.  Physicians  are 
permitted  to  ask  questions  regard- 
ing prior  injuries  and  general 
health  issues.  This  broad  scope  is 
distinguished  from  a medical  ex- 
amination of  an  existing  employee 
for  fitness  for  duty,  in  which  the 
examination  must  be  job-related 
and  consistent  with  business 
necessity. 

Physicians  do  not  have  to  dis- 
card all  of  the  medical  question- 
naire forms  used  in  the  past  for 
pre-employment  physicals  given 
the  broad  nature  of  a post-offer 
medical  examination.  On  the 
other  hand,  the  focus  of  the  physi- 
cian doing  the  examination  should 
be  on  the  question  of  whether  the 
individual  currently  is  able  to 
perform  the  specific  job  offered 
with  or  without  an  accommo- 
dation. While  the  examination  can 
be  broad  in  scope,  any  decision 
by  an  employer  based  on  a 
medical  examination  to  revoke  an 
offer  to  an  applicant  must  meet 
the  test  of  job-related  and  consis- 
tent with  business  necessity. 


A physical  agility  test  is  not 
considered  a medical  examina- 
tion. Applicants  can  be  required 
to  perform  physical  agility  tests, 
if  job-related,  prior  to  any  offer 
being  made.  Applicants  also  may 
be  asked  to  describe  or  de- 
monstrate how,  with  or  without 
reasonable  accommodation,  the 
applicant  will  be  able  to  perform 
job-related  functions. 

JOB  PERFORMANCE 

One  of  the  policies  behind  the 
ADA  is  to  facilitate  the  safe  entry 
of  disabled  individuals  into  the 
workplace.  In  light  of  the  con- 
gressional intent  behind  ADA,  the 
decision  of  an  employer  to  revoke 
a job  offer  based  on  a post-offer 
medical  examination  must  meet  a 
fairly  stringent  test:  showing  that 
the  individual  cannot  perform  the 
essential  functions  of  the  job  in 
question  with  or  without  re- 
asonable accommodation. 

Before  conducting  a post-offer 
medical  examination,  a physician 
should  inquire  whether  he  has 
adequate  information  to  evaluate 
the  job  at  issue.  If  the  employer 
has  not  yet  provided  detailed  in- 
formation to  the  physician 

describing  the  job  function,  it  is 
unreasonable  to  expect  the  physi- 
cian to  be  able  to  address  the 
ADA  standard.  A physician 

should  not  only  receive  currently 
written  job  descriptions,  but  he 
should  be  given  an  opportunity  to 
visit  the  work  site,  if  desired,  and 
review  videotapes  of  the  job.  The 
medical  analysis  will  be  more 
complete  when  a physician  is 
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given  accurate  and  detailed  in- 
formation from  the  employer. 

After  performing  the  post-offer 
medical  examination,  the  physi- 
cian should  indicate  in  writing 
whether  the  applicant  can  or  can- 
not perform  the  essential  func- 
tions of  the  job  with  or  without 
reasonable  accommodation.  If  the 
physician  believes  the  applicant’s 
performing  the  job  function  poses 
a direct  threat  to  safety,  the  physi- 
cian should  address  the  relevant 
ADA  standard  of  whether  there  is 
a ‘ high  probability  of  substantial 
harm”  if  the  individual  in  ques- 
tion performs  the  functions  of  the 
job  at  issue.  A mere  possibility  of 
harm  will  not  be  sufficient  basis 
to  revoke  an  offer.  The  analysis 
must  be  particularized.  The 
EEOC  Technical  Advisory 
Manual  states,  “Conclusions  of 
general  medical  studies  about 
work  restrictions  for  people  with 
certain  disabilities  will  not  be  suf- 
ficient evidence,  because  they  do 
not  relate  to  a particular  in- 
dividual and  do  not  consider 
reasonable  accommodation.” 

ROLE  OF  THE  PHYSICIAN 

Titles  I and  II,  covering 
employment  in  private  and  public 
sectors,  make  clear  that  the  ques- 
tion under  ADA  is  whether  a dis- 
abled individual  is  qualified  to 
perform  a certain  job,  with  or 
without  accommodation.  While 
the  ADA  does  not  compel  a physi- 
cian to  suggest  possible  accom- 
modations in  connection  with  a 
post-offer  medical  examination,  as 
a practical  matter,  an  employer 
often  will  rely  on  a physician  for 
advice  on  this  issue.  It  is  ap- 
propriate for  a physician  to  con- 
sider possible  accommodations 
that  might  render  an  otherwise 
unqualified  individual  qualified 
for  a certain  job.  While  the  ulti- 
mate decision  on  reasonable  ac- 
commodation rests  with  the 
employer,  the  advice  of  the  physi- 
cian will  be  given  weight. 

FITNESS  FOR  DUTY 

The  most  common  cause  of  ac- 
tion under  Title  I of  ADA  will  be 


situations  in  which  an  existing 
employee,  who  becomes  disabled, 
due  to  a work-  or  non-work-con- 
nected  incident,  is  terminated 
based  on  the  employer’s  belief 
that  the  employee  no  longer  can 
perform  certain  job  functions. 
When  a physician  evaluates  in 
this  context,  the  scope  is  much 
more  narrow  than  a post-offer 
medical  examination. 

Title  I of  ADA  states  that 
medical  examinations  and  in- 
quiries of  employees  must  be  job- 
related  and  consistent  with  busi- 
ness necessity.  The  EEOC  Tech- 
nical Assistance  Manual  suggests, 
for  example,  that  an  attorney  who 
loses  a leg  by  amputation  could 
not  be  compelled  to  submit  to  a 
medical  examination  because  the 
essential  functions  of  an  attorney  s 
job  do  not  require  use  of  both 
legs.  Therefore,  such  a medical 
examination  would  not  be  job  re- 
lated. Physicians  who  perform  fit- 
ness for  duty  examinations  ac- 
cordingly must  restrict  the  ex- 
amination to  the  narrow  issue  of 
whether  the  employee’s  injury  or 
illness  renders  the  employee  no 
longer  qualified  to  perform  job 
functions,  with  or  without  a 
reasonable  accommodation. 

CONFIDENTIALITY 

ADA  requires  medical  informa- 
tion obtained  by  a physician  in 
connection  with  a medical  ex- 
amination to  be  kept  strictly  con- 
fidential. Information  about  a 
medical  condition  or  a history  of 
a job  applicant  must  be  collected 
and  maintained  on  separate  fonns 
and  in  separate  files  and  treated 
as  confidential,  with  limited  ex- 
ceptions. For  this  reason,  a physi- 
cian is  well  advised  to  direct  com- 
ment in  reporting  on  medical  ex- 
aminations to  an  employer  about 
only  those  specific  conditions  that 
bear  on  essential  job  functions. 
This  practice  will  not  only  be  con- 
sistent with  ADA,  but  will  serve 
to  avoid  potential  claims  concern- 
ing invasion  of  privacy. 

As  a result  of  the  emphasis  on 
confidentiality  in  ADA  and  in 
other  federal  acts,  increased  care 


should  be  taken  by  a physician  in 
the  release  of  medical  informa- 
tion. Hospitals,  physicians,  and  at- 
torneys, whose  medical  files  often 
are  subpoenaed,  should  insist  on 
strict  adherence  to  the  rules  of 
service  and  drafting  of  subpoenas 
so  as  to  avoid  invasion  of  privacy 
claims  or  violations  of  ADA.  ■ 

Editorial  comment.  Doctors 
routinely  receive  subpoenas  that 
indicate  that  they  should  forward 
records  to  a given  attorney.  A 
subpoena  duces  tecum  frequently 
is  used.  Many  times  it  is  not 
properly  served  and  not  infre- 
quently it  will  offer  a doctor  the 
improper  option  of  not  appearing 
but  forwarding  a copy  of  the 
records.  The  following  concepts 
may  be  helpful: 

1.  A subpoena  to  a nonparty  in 
our  state  courts  is  not  enforceable 
unless  personally  served  at  the 
home  or  business  of  the  person  to 
whom  it  is  directed. 

2.  A subpoena  commanding  a 
person  to  produce  evidence  for 
discovery  purposes  may  be  issued 
only  to  a person  whose  attend- 
ance at  a designated  time  and 
place  for  the  taking  of  his  deposi- 
tion is  instantaneously  compelled. 

The  party  subpoenaing  a wit- 
ness shall  reimburse  him  for  out- 
of-pocket  expenses  and  loss  of 
pay,  if  any,  incurred  in  attending 
at  the  taking  of  the  depositions. 
(This  language  is  taken  from  the 
text  of  the  Rules  of  Court  4:14-7.) 

It  is  obvious  from  the  forego- 
ing, therefore,  that  under  our 
Court  Rules  it  is  improper  for  the 
attorney  to  subpoena  records 
without  compelling  the  witness  to 
attend  and  that  witness  must  be 
compensated. 

The  physician  is  well  advised  to 
consider  the  following  course  of 
action  for  all  requests  for  patient 
records: 

1.  Do  not  release  a patient 
record  when  you  have  received  a 
subpoena  duces  tecum. 

2.  Do  release  a record  when 
you  have  the  written  authori- 
zation of  the  patient  or  a court 
order  issued  by  a judge.  □ Vin- 
cent A.  Maressa,  JD 


VOL.  90-NUMBER  1 JANUARY  1993 


37 


Early  women  physicians 
in  New  Jersey 


Christine  E.  Haycock,  MD 


Dr.  Madana  DeHart  was  the  first  female  graduate  physician  to 
practice  in  New  Jersey.  She  was  soon  followed  by  Drs.  Sarah 
DeHart,  Florence  DeHart,  and  Clara  Krans.  They  had  many 
barriers  to  overcome  in  their  practices,  but  they  succeeded. 
These  women  sen/e  as  role  models  to  all  physicians. 


It  is  only  in  recent  years, 
with  the  advent  of  the  civil 
rights’  movement  and  the 
women’s  liberation  efforts, 
that  interest  in  the  history  of 
women  physicians  in  New  Jersey 
began.  Books  published  in  earlier 
years  seldom,  if  ever,  mentioned 
the  activities  of  practicing  women 
physicians  nor  did  their  efforts 
warrant  much  notice  in  local 
newspapers.1  It  was  difficult  for 
women  to  rent  office  space  to 
establish  a practice,  as  it  was  con- 
sidered an  unseemly  task  for 
women.  This  was  true  even  in  the 
early  1900s  when  almost  200 
women  physicians  were  practic- 
ing in  New  Jersey.1 

Many  of  the  early  women 
physicians  were  not  famous 
physicians  in  the  usual  sense  of 
the  word,  but  they  deserve  a 
place  in  the  history  of  New  Jersey 
medicine  for  their  courage  and 
determination.  These  women 
were  true  role  models  for  those 
physicians  who  followed  in  their 
footsteps. 

LUCY  DEHART,  MD 

Lucy  Madana  Batcheller  Fuller 
was  bom  on  September  4,  1840, 
to  Levi  and  Lydia  Fuller  of 
Northbridge,  Massachusetts.  She 
was  named  after  her  mother’s  sis- 


ter; she  preferred  to  be  called 
Madana  or  Dana.  Her  father, 
Levi,  was  in  the  shoe  manufactur- 
ing business,  and  he  and  his  wife 
were  abolitionists.  They  also  be- 
lieved in  women’s  suffrage.2'5 

Madana’s  father  died  in  1844, 
leaving  his  wife  to  support  six 
young  children;6''  she  did  so  by 
assembling  shoes.  Lydia  taught 
her  children  to  read  using  Gar- 
rison’s weekly  paper,  The 
Liberator.  Later,  all  her  children 
were  able  to  attend  a local  one- 
room  school.  Madana  attended 
school  at  Fergusonville,  New 
York,  beginning  in  1855.  While  at 
school,  she  met  Sarah  DeHart, 
with  whom  she  later  practiced 
medicine,  and  whose  brother  she 
married.  Madana  left  school  at  the 
age  of  20  and  taught  for  a short 
time.  At  the  urging  of  her 
brothers,  Austin  and  Augustus, 
Madana  began  her  medical  ca- 
reer; Augustus  felt  a family 
member  should  become  a physi- 
cian, and  he  persuaded  Madana  to 
do  so  despite  some  misgivings  on 
her  part  (Figure  1). 

Madana  graduated  in  1868 
from  New  York  Medical  College 
and  Hospital  for  Women,  a 
homeopathic  school  headed  by 
Dr.  Clarence  Lozier.  She  com- 
pleted an  internship  at  New 


England  Hospital  for  Women  and 
Children  in  Boston.  In  1869, 
Madana  married  John  DeHart,  an 
attorney,  who  earned  a degree 
from  Princeton  University  Law 
School  in  1860.  He  said  that 
Madana  was  the  only  woman  with 
whom  he  could  discuss  philoso- 
phy and  religion.  In  1869,  he 
began  his  law  practice  and 
Madana,  the  first  woman  graduate 
physician  in  New  Jersey,  started 
her  practice  in  Jersey  City.  She 
continued  to  practice  for  40  years, 
taking  off  only  a month’s  “vaca- 
tion” for  the  birth  of  each  of  her 
five  children.8 

It  was  difficult  for  Dr.  DeHart 
to  practice  medicine.  Several 
times  she  was  asked  to  move 
when  the  landlord  realized  she 
was  practicing  medicine  from  his 
office  building.  The  landlord  con- 
sidered this  to  be  an  “unladylike” 
occupation.  Finally,  her  hus- 
band’s legal  intervention  helped 
to  establish  her  office.9 

Dr.  DeHart  founded  a free  dis- 
pensary for  women  in  Jersey  City, 
and  was  a strong  believer  in 
preventive  medicine.  She  was  ac- 
tive in  women’s  causes  such  as 
suffrage,  education,  and  preven- 
tive hygiene,  often  giving  public 
lectures  on  these  subjects,  much 
to  the  consternation  of  some  of 
her  colleagues.  Dr.  DeHart  re- 
tired in  1909  and  spent  the  re- 
mainder of  her  life  in  Mount 
Freedom,  often  visiting  her  chil- 
dren and  their  families,  until  her 
death  in  1911.  She  was  a highly 
respected  and  beloved  physician 
in  her  community.10 
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SARAH  E.  DEHART,  MD 

Sarah  E.  DeHart  was  born  on 
April  29,  1844,  and  attended 
Fergusonville  Academy  in  New 
York  in  the  1850s.  She  studied 
medicine  in  New  York,  and  be- 
gan her  practice  with  Madana 
DeHart  in  Jersey  City  about 
1871.  Sarah  directed  the  dis- 
pensary Madana  founded,  and 
practiced  with  her  for  20  years.  In 
1887,  she  married  Alexander  B. 
Fernald  at  the  family  home- 
stead in  Jersey  City;  Sarah  had  no 
children.  After  her  mother’s  death 
in  1897,  Sarah  inherited  the 
homestead  and  lived  and  prac- 
ticed there  until  her  death  on 
September  20,  1924.  Dr.  Sarah 
DeHart  probably  was  the  second 
woman  to  practice  medicine  in 
New  Jersey.  Unlike  Madana, 
Sarah  preferred  to  practice  quiet- 
ly; she  was  a devoted  and  com- 
passionate physician.  Little  else  is 
known  of  her  medical  career. 

FLORENCE  DEHART,  MD 

Florence  DeHart  was  born  in 
Jersey  City  on  August  30,  1871, 
the  second  child  of  Madana  and 
John  DeHart.  She  graduated  from 
the  Women’s  Medical  College  of 
the  New  York  Infirmary  in  1893, 
and  interned  at  New  England 
Hospital  for  Women  and  Chil- 
dren in  Boston,  from  1893  to 
1894.  She  joined  her  mother’s 
Jersey  City  practice,  and  later  was 
employed  by  the  New  Jersey 
State  Home  for  Girls  in  Trenton. 
Florence  remarked  on  several  oc- 
casions that  she  should  not  have 
gone  into  the  practice  of  medicine 
as  she  was  not  happy  in  the  pro- 
fession. Her  sister,  Clara,  felt  it 
was  her  mother’s  pressure  that 
influenced  her  to  become  a physi- 
cian. Dr.  DeHart  committed  sui- 
cide on  February  12,  1906,  while 
working  at  the  state  institution. 
She  was  the  first  woman  member 
of  the  Hudson  County  Medical 
Society.12 

CLARA  KRANS,  MD 

Clara  Madana  DeHart  Krans 
was  born  in  Jersey  City  on  April 


Figure  1.  Madana  DeHart,  MD. 
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17,  1873,  the  third  child  of 
Madana  and  John  DeHart.  Clara 
attended  the  Women’s  Medical 
College  of  the  New  York  In- 
firmary, graduating  in  1894;  she 
completed  an  internship  at  that 
same  institution.  Clara  held 
several  positions  during  the 
following  years:  as  a physician  at 
St.  John’s  Children’s  Hospital, 
New  York,  and  then  as  resident 
physician  at  Winthrop  Normal 
and  Industrial  College,  South 
Carolina  (1898-1899).  While 
there,  she  had  so  little  work  to  do 
that  she  busied  herself  with  read- 
ing, learning  German,  and  sew- 
ing. Clara  wrote  to  her  mother  in 
September  1898  saying  that  her 
medical  work  was  not  very 
hopeful,  but  that  she  would  gain 
what  she  could  from  the  year. 
“The  girls  have  mostly  hysterics 
(accent  on  the  first  syllable)  and 
nervous  headaches  and  come  to 
me  for  excuses  from  church  be- 
cause of  corns  and  toothaches;  the 
actual  pain  of  which  I cannot 
deny  and  yet  I feel  they  make 
such  of  little.” 

Much  to  the  consternation  of 
her  employer,  she  played  whist  in 
the  infirmary  with  friends.  She 
justified  breaking  the  rules  of  the 
institution  against  card  playing  on 
the  campus  by  saying  that  since 
the  infirmary  was  not  the  campus, 
she  was  only  breaking  the  spirit 
and  not  the  letter  of  the  law. 
Clara  was  considered  by  her 
friends  to  be  a “strong-minded 


person,  and  considered  by  her 
daughter-in-law  to  be  a dominat- 
ing individual. 

Clara,  a gregarious  individual, 
missed  her  family,  so  to  be  close 
to  her  younger  sister,  Louise,  she 
became  the  resident  physician  at 
a private  institution,  Cromwell 
Sanitarium,  in  Connecticut  in 
August  1899.  Clara’s  salary  at  th( 
Sanitarium  was  $800  per  year 
Part  of  her  duties  at  Cromwell 
Sanitarium  included  playing  golf 
with  the  patients,  a sport  she  en- 
joyed and  continued  to  play  later 
in  life.  While  at  Cromwell 
Sanitarium,  she  met  Ned  Krans, 
MD,  a 1897  graduate  of  Columbia 
University  College  of  Physicians, 
New  York. 

Clara  and  Ned  were  married  in 
1907.  They  opened  a practice  to- 
gether in  Plainfield;  Clara  was  a 
gynecologist  and  Ned  was  an  in- 
ternist. Their  offices  were  located 
in  their  home  where  the  front  liv- 
ing room  doubled  as  a waiting 
room,  a common  practice  at  the 
time.  There  were  two  offices  next 
to  the  waiting  room,  and  they 
employed  a secretary. 

According  to  the  records  of 
Muhlenburg  Hospital  in  Plain- 
field,  Dr.  Krans  was  assigned  to 
the  genitourinary  service  in  1921, 
and  was  chief  of  the  Venereal 
Disease  Clinic  in  1923. 13 

Family  gatherings  were  fre- 
quent, as  Dr.  Clara  Krans  liked  to 
entertain.  This  may  have  been  the 
driving  force  behind  her  founding 
the  New  Jersey  American 
Medical  Women’s  Association 
(JAMWA).  She  felt  women  physi- 
cians needed  to  become  ac- 
quainted for  their  mutual  benefit. 
On  June  16,  1924,  she  gathered 
together  women  physicians  in  At- 
lantic City  to  promote  friendship. 
Drs.  Eva  Brodkin,  Frances 
Arthur,  Lydia  Hauck,  Olga 
Haller,  and  Mabel  Haines  were 
among  the  attendees.  Dues  of  $2 
each  were  collected  to  cover  mail- 
ing expenses.  Minutes  of  the 
meeting  were  kept,  but  unfortu- 
nately destroyed  by  fire  in  the 
early  1960s.  A history  of  the  As- 
sociation, which  became  Branch 
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Four  of  the  American  Medical 
Women’s  Association  in  1930,  was 
published  in  1957. 14  ih  Under  Dr. 
Krans’s  leadership,  JAMWA  had 
an  active  role  in  obtaining 
medical  supplies  for  Europe 
following  World  War  II  and  in 
gaining  recognition  for  women 
physicians  in  the  armed  forces  to 
be  commissioned  officers. 

Two  years  later,  the  Association 
established  a fund  for  research, 
and  $5  was  collected.  This  fund 
grew  gradually  over  the  years  by 
donations  from  the  members  and 
by  benefit  events.  When  Dr. 
Ki  •ans  died,  the  fund  was  named 
in  her  honor  and  managed  by  Dr. 
Carye  Belle  Henle,  the  first 
woman  radiologist  in  the  state. 
Upon  Dr.  Henle  s death  in  1977, 
her  name  was  added  to  the  fund, 
and  it  became  a scholarship  fund 
for  women  medical  students.  A 
substantial  annual  award  is  given 
to  a woman  medical  student,  a 
New  Jersey  resident,  based  on 
scholarship  and  need. 

Clara  and  Ned  had  two  sons, 
Sheafe  Wentworth,  killed  in  a rac- 
ing car  accident,  and  Edward  De- 
Hart, who  graduated  from 
Dartmouth  College  and  Cornell 
University  Medical  School,  New 
York.  He  specialized  in  internal 
medicine.  When  Edward  left 
home  he  wanted  his  mother  to 
avoid  the  “empty  nest  syndrome,” 
so  he  bought  her  a pet  monkey. 
Clara  obviously  had  a sense  of 
humor,  despite  her  stern  attitude, 
since  she  managed  to  cope  with 
the  monkey  even  though  it  tore 
all  the  wallpaper  off  the  room  in 
which  it  was  kept  (Figure  2). 

Dr.  Krans’s  standards  were 
high,  for  herself  and  for  others.  As 
a result,  there  were  times  when 
family  members  had  difficulty  liv- 
ing up  to  her  expectations.  Her 
caring  attitude  frequently  came 
across  as  criticism,  but  despite 
this  she  kept  in  close  contact  with 
her  brothers  and  sisters,  bought 
presents  for  their  children,  and 
unsuccessfully  tried  to  act  as  a 
matchmaker  for  the  younger 
generations.  Also,  she  functioned 
as  the  family  physician. 


Dr.  DeHart  gradually  began  to 
lose  her  hearing.  Because  of  this, 
she  became  very  interested  in  the 
problems  faced  by  the  deaf,  and 
founded  the  League  of  Hard  of 
Hearing  in  Plainfield  that  she 
directed  for  years  before  her  re- 
tirement. In  the  early  1950s,  she 
retired  with  her  husband  to  Tal- 
lahassee, Florida,  to  be  near 
Edward.  In  1955,  she  suffered  a 
severe  stroke  from  which  she 
never  fullv  recovered.  She  died 
on  October  13,  1957. 1718 

CONCLUSIONS 

It  is  difficult  for  the  modern 
woman  physician  to  imagine  the 
harassment,  innuendos,  and  pure 
malice  often  directed  at  these  first 
women  physicians  by  the  public 
and  by  their  colleagues.  For  ex- 
ample, it  was  considered  an  im- 
proper procedure  for  a male 
physician  to  refer  a patient  to  a 
female  physician.  Women  physi- 
cians were  denied  membership  in 
local  and  national  medical 
societies,  and  their  medical 
papers  submitted  to  journals  of 
that  time  usually  were  rejected. 

As  more  and  more  women 
enter  the  field  of  medicine  and 
begin  to  gain  leadership  positions, 
it  is  important  that  their  role 
models  be  recognized  for  their 
pioneers  efforts,  the  difficulties 
they  faced,  and  the  distinguished 
manner  in  which  they  coped.  I 
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Laparoscopic 
cholecystectomy  in  a 
community  hospital 

R.V.  Ballem,  MD 


The  article  reviews  400  laparoscopic  cholecystectomies 
performed  by  the  author  in  a community  hospital,  including 
patient  profiles,  workups,  complications,  and  outcomes.  The 
results  indicate  the  benefits  of  laparoscopic  cholecystectomy, 
including  reduced  morbidity  and  rapid  recovery. 


Since  January  1990,  there 
has  been  an  explosion  of 
laparoscopic  procedures. 
Appendectomy,  adhesio- 
lysis,  pelvic  lymphadenectomy, 
colon  resection,  vagotomy, 
pyloroplasty,  and  suturing  of 
perforated  viscus  are  becoming 
everyday  procedures.  The  most 
common  general  surgical 
laparoscopic  procedure  is  the 
laparoscopic  cholecystectomy. 
This  article  reviews  400  cases, 
and  the  results  indicate  the  ben- 
efits of  this  procedure,  including 
reduced  morbidity  and  rapid  re- 
covery. 

PATIENT  PROFILE 

The  patient  profile  was  as 
follows:  The  age  range  was  15  to 
80  years  of  age.  The  weight  range 
was  90  to  330  pounds.  The  male 
to  female  ratio  was  2:5.  Forty-five 
percent  of  the  patients  had  pre- 
vious surgery  including  hysterec- 
tomy, appendectomy,  colon  resec- 
tion, and  aortofemoral  bypass.  Pa- 
tients referring  symptoms  in- 
cluded recurrent  attacks  of  ab- 
dominal pain,  nausea,  vomiting, 
jaundice,  indigestion,  and  flatu- 
lence. Workups  included  sono- 
gram, oral  cholecystogram,  Hida 
scan,  endoscopic  retrograde 
cholangiopancreatography,  and 


computed  tomography.  Fifteen 
percent  of  the  patients  had  acute 
cholecystitis  at  surgery. 

Surgery  was  performed  under 
general  anesthesia.  The  operative 
time  averaged  90  minutes  for  the 
first  100  cases  and  averaged  45 
minutes  for  the  next  300  cases; 
the  range  was  20  minutes  to  150 
minutes.  Conversion  to  open  case 
rate  was  4 percent.  No  con- 
versions were  performed  because 
of  complications;  all  conversions 
were  performed  because  of  ex- 
tensive adhesions  from  previous 
surgery  (9  cases),  4 cases  of 
gangrenous  cholecystitis,  and  3 
cases  of  common  duct  stones. 
Cholangiography  was  performed 
in  30  percent  of  the  cases. 

TECHNIQUE 

The  procedures  were  per- 
formed using  general  anesthesia 
with  the  patient  in  the  supine 
position.  Pneumoperitoneum  was 
obtained  using  the  Veress  needle 
technique  for  the  first  150  cases 
and  the  Hasson  open  technique  in 
the  next  250  cases.  The  primary 
10  mm  cannula  was  introduced 
into  the  peritoneal  cavity  through 
the  umbilicus  followed  by  the  10 
mm  laparoscope  connected  to  the 
video  camera  and  television 
monitor.  After  thorough  inspec- 


tion of  the  abdomen,  the  patient 
was  placed  in  reverse  Trendel- 
enburg position.  A 10  mm  can- 
nula was  inserted  in  the  epigastric 
region.  Two  5 mm  cannulas  were 
inserted — at  midclavicular  line  1 
cm  below  the  costal  margin  and 
at  the  anterior  axillary  line  6 cm 
below  the  costal  margin.  Two 
grasping  instruments  were  in- 
serted through  lateral  cannulas  to 
grasp  the  fundus  and  infun- 
dibulum of  the  gallbladder.  The 
fundus  clamp  was  pushed 
cephalad  while  the  infundibulum 
clamp  was  pulled  anteriorly, 
thereby  exposing  the  Hartmann 
pouch.  With  the  help  of  a dissect- 
ing forceps  both  the  cystic  duct 
and  cystic  artery  were  dissected 
free  of  omental  tissue.  The  junc- 
tion of  the  cystic  duct  with  the 
common  duct  then  was  identified 
and  it  was  determined  to  perform 
a cystic  duct  cholangiogram. 
When  the  cholangiogram  was 
performed,  the  cholangiogram 
catheter  was  introduced  percu- 
taneously  through  an  angiocath. 
The  cystic  duct  was  clamped  with 
a clip  near  its  origin  on  the 
gallbladder.  A small  incision  was 
made  into  the  cystic  duct  and  the 
duct  was  cannulated  with  the 
cholangiogram  catheter.  After 
completion  of  the  cholangio- 
grams,  the  clip  and  catheter  were 
removed  and  the  cystic  duct  and 
artery  were  doubly  clamped  and 
divided  between  the  clips  with 
hook  scissors.  The  gallbladder 
then  was  dissected  off  the  liver 
bed  with  a cautery  or  laser.  When 
the  gallbladder  was  completely 
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free,  the  laparoscope  was  trans- 
ferred into  the  epigastric  cannula. 
An  alligator  forceps  was  in- 
troduced toward  the  liver  under 
direct  vision.  The  neck  of  the 
gallbladder  was  grasped  and  the 
gallbladder  was  delivered  through 
the  umbilical  incision.  The  umbil- 
ical incision  was  closed  with  0- 
vicryl  sutures  for  fascial  approx- 
imation. Skin  wounds  closed  with 
3-0  plain  subcuticular  closure. 
Puncture  sites  were  infiltrated 
with  0.25  percent  marcaine  for 
postoperative  analgesia. 

RESULTS 

Our  complication  rate  was  low 
with  an  incidence  of  major  com- 
plications less  than  1 percent. 
There  were  no  deaths,  no  trans- 
fusions, and  no  bile  duct  injuries. 
Only  three  major  complications 
were  sustained  in  the  series.  A 
small  bowel  perforation  was  sus- 
tained on  insertion  of  umbilical 
main  trochar.  The  laceration  was 
recognized  and  repaired  through 
the  laparoscope.  One  patient  de- 
veloped a bile  leak  from  the  cystic 
duct,  requiring  a second  proce- 
dure. During  cholangiography, 
the  catheter  became  stuck  in  the 
duct  and  became  difficult  to  re- 
move. Manipulation  avulsed  the 
duct  from  the  gallbladder.  Clips 
applied  to  the  duct  were  not 
secure.  Although  a hemovac  drain 
was  inserted  at  the  time  of 


surgery,  the  patient  had  to  be  re- 
operated for  repair.  One  patient 
was  admitted  with  small  bowel 
obstruction  secondary  to  in- 
carcerated umbilical  hernia  fol- 
lowing laparoscopic  cholecystec- 
tomy and  required  a second 
surgical  procedure  to  repair  the 
hernia. 

Three  patients  had  delayed 
complications;  they  developed 
umbilical  hernias.  After  16 
months  followup,  one  patient  re- 
quired surgical  correction.  Minor 
complications  were  listed  as 
atelectasis,  ileus,  atrial  fibrillation, 
urinary  retention,  and  wound  in- 
fection. Incidence  of  these  minor 
complications  was  5 percent.  Five 
patients  required  readmission  to 
the  hospital  with  nonspecific  find- 
ings treated  conservatively. 

The  hospital  stay  averaged  1.5 
days  ranging  from  same-day 
surgery  to  13  days  in  the  hospital, 
and  an  average  return  to  work  in 
eight  days. 

Because  of  the  low  morbidity  of 
the  procedure,  the  shortened 
hospital  stay,  and  the  rapid  return 
to  normal  activity,  this  series  de- 
monstrates the  value  of  the 
procedure  to  the  surgeon  and  to 
the  patient. 

These  results  are  comparable  to 
similar  series  presented  by  other 
authors.  B 

Editor  s note.  This  paper  adds 

some  of  New  Jersey’s  experience 


to  the  mounting  body  of 
laparoscopic  work.  The  results  are 
impressive,  but  they  do  not 
negate  the  need  for  proper 
credentialling  in  order  to  obtain 
such  results. 
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Technologic  cornucopias, 
the  Bill  of  Rights,  ana 
slippery  slopes 

Donald  B.  Louria,  MD 


Drug  testing  at  the  worksite  is  controversial.  Drug  testing  offers 
the  potential  for  massive  erosion  of  Fourth  Amendment  rights. 
There  are  no  easy  answers  to  this  dilemma,  but  the  author 
provides  some  personal  insight.  Drug  use  testing  should  be 
balanced  between  societal  needs  and  individual  privacy  rights. 


The  Fourth  Amendment 
to  the  Constitution 
states:  “The  rights  of  the 
people  to  be  secure  in 
their  persons,  houses,  papers,  and 
effects  against  unreasonable 
searches  and  seizures  shall  not  be 
violated.” 

Those  who  framed  the  Con- 
stitution and  the  Bill  of  Rights 
could  not  have  anticipated  threats 
to  the  Fourth  Amendment  that 
technologic  advances  would 
create.  In  medicine  and  science, 
the  current  proficiency  in  detect- 
ing drug  use  by  body  fluid 
analysis  and  the  imminent  de- 
ciphering of  the  human  genome 
pose  particular  threats  to  the 
privacy  and  protection  from 
search  provisions  of  the  Constitu- 
tion. 

In  the  1960s,  the  Supreme 
Court  delivered  a series  of  de- 
cisions clarifying  the  rights  of 
society  to  encroach  on  what 
previously  had  been  considered 
the  privacy  rights  of  individuals. 
In  1989,  the  most  important 
Supreme  Court  decisions  related 
to  drug  testing  at  the  worksite. 
Although  limited  in  scope,  these 
decisions  have  been  widely  in- 
terpreted as  providing  the  legal 
underpinning  for  widespread 
worksite  testing  for  drug  use. 


In  Skinner  versus  Railway 
Labor  Executive  Association,  the 
Supreme  Court  upheld  regula- 
tions promulgated  by  the  Federal 
Railroad  Administration  that  re- 
quired railroad  companies  to  con- 
duct blood  and  urine  tests  of 
railroad  employees  involved  in  ac- 
cidents resulting  in  death,  injury, 
or  property  damage,  and 
authorized  railroads  to  conduct 
breath  or  urine  tests  when  an 
employee  violated  certain  rules, 
or  a supervisor  had  a reasonable 
suspicion  to  believe  an 
employee  s acts  or  omissions  con- 
tributed to  a reportable  accident 
or  incident.  The  regulations  also 
permitted  railroad  companies  to 
require  breath  tests  when  a 
supervisor  had  a reasonable  suspi- 
cion that  an  employee  was  under 
the  influence  of  alcohol  at  work.1 

In  National  Treasury  Employ- 
ees Union  versus  Von  Raab,  the 
Supreme  Court  upheld  the 
United  States  Custom  Service 
regulations  requiring  drug  tests  of 
any  United  States  Custom  Service 
employee  who  sought  transfer  or 
promotion  into  a position  that 
directly  involved  the  interdiction 
of  illegal  drugs,  required  the  car- 
rying of  a firearm,  or  placed  the 
employee  in  a position  to  have 
access  to  “classified  material.”1  In 


both  cases,  the  drugs  for  which 
blood  or  urine  were  being  tested 
included  illegal  and  prescription 
drugs. 

In  the  Von  Raab  decision,  the 
Supreme  Court  entered  a new 
area  of  body  searches.  Testing  for 
alcohol  intoxication  has  been 
legally  condoned  since  the 
Schmerber  versus  California  de- 
cision in  the  1960s;  but  in  the 
case  of  alcohol,  testing  was  car- 
ried out  if  there  was  a reasonable 
suspicion  that  the  individual  was 
under  the  influence.  Worksite 
urine  drug  testing  programs  or 
blood-urine  tests  for  drug  use,  in- 
cluding alcohol,  now  being 
proposed  are  tests  of  randomly 
selected  persons  in  which  it  is 
anticipated  that  the  overwhelm- 
ing majority  of  those  tested  will 
be  test-negative.  Thus,  we  are 
progressively  shifting  from  testing 
for  drug  use  in  situations  in  which 
a positive  is  anticipated  to  wide- 
spread, random  testing  by  in- 
vasive techniques  (body  fluid 
analyses)  in  situations  in  which 
the  data  indicate  at  least  80  per- 
cent, often  more  than  90  percent, 
of  those  persons  searched  will 
have  negative  results.  In  1990, 
the  Supreme  Court  permitted 
suspicionless  law  enforcement  al- 
cohol sobriety  checkpoints  in  the 
Michigan  Department  of  State 
Police  versus  Stitz  decision.1 

In  this  country,  it  is  estimated 
that  more  than  10  million  persons 
a year  have  their  urine  tested  at 
the  worksite  using  enzyme  assays 
as  a screen  and  a combination  of 
gas-liquid  chromatography  and 
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mass  spectroscopy  for  confirma- 
tion purposes;  this  number  is  ex- 
pected to  more  than  double  in  the 
next  three  years.2  There  is  neither 
a national  policy  nor  reasonably 
uniform  state  statutes  that  define 
the  permissible  extent  or  the  con- 
ditions under  which  worksite  test- 
ing can  take  place. 

In  January  1990,  a national  ad 
hoc  committee  was  constituted, 
under  the  direction  of  legal  ex- 
perts from  Marshall-Wythe 
School  of  Law  and  the  University 
of  Arizona  College  of  Law.  The 
goal  was  to  develop  a model 
substance  abuse  testing  act  that 
could  be  adopted  at  national  and 
state  levels,  and  would  balance 
society’s  need  to  react  to  a major 
societal  epidemic  and  the  rights 
of  individuals  under  the  Fourth 
Amendment.  The  carefully 
crafted  proposed  law  that  resulted 
from  the  committee’s  delibera- 
tions would  permit  testing  of: 
persons  offered  jobs,  but  prior  to 
actual  employment;  persons  in 
job  categories  in  which  drug-re- 
lated accidents  could  cause 
catastrophies  involving  large 
numbers  of  persons,  e.g.  airplane 
pilots  or  train  engineers;  and 
persons  involved  in  work-related 
accidents.  Testing  also  would  be 
permitted  if  there  was  a re- 
asonable suspicion  (based  on 
legally  defensible  evidence)  that  a 
drug  abuse  problem  at  the  work- 
site existed. 

This  issue  of  pre-employment 
testing  was  controversial.  Three 
arguments  carried  the  day:  The 
first  argument  was  that  employers 
had  a right  not  to  hire  drug-de- 
pendent  applicants  and  that  test- 
ing might  help  eliminate  heavier 
drug  users.  The  second  argument 
was  that  any  bill  that  did  not  in- 
clude pre-employment  testing 
would  be  regarded  as  so  limited 
and  so  unresponsive  to  public 
concerns  that  it  would  be  prompt- 
ly rejected.  The  third  argument 
stated  that  pre-employment  test- 
ing could  be  regarded  as  a form 
of  an  intelligence  test. 

Worksite  drug  testing  is 
performed  for  several  reasons. 


Employers  feel  they  are  entitled 
to  a drug-free  workplace  and 
there  are  pressures  to  react  to  the 
excessive  use  of  legal  and  illegal 
mind-altering  drugs.  The  underly- 
ing goal  may  be  worker  conformi- 
ty with  society’s  and  employers 
desire  for  a drug-free  workplace 
but  the  rationales  for  testing  in- 
clude: the  intention  to  identify 
users  and  to  improve  their  health 
by  insisting  they  undergo  treat- 
ment and  rehabilitation;  the  need 
for  the  workplace  to  be  in  com- 
pliance with  the  law;  the  need  to 
reduce  accident  frequency;  and 
the  desire  to  increase  employee 
productivity  as  evidenced  by 
promotions  and  avoidance  of  ex- 
cessive absenteeism,  disciplinary 
actions,  and  dismissals. 

However,  testing,  purportedly 
done  to  identify  users  in  need  of 
treatment,  actually  does  not  serve 
health  purposes  since  the  over- 
whelming percentage  of  those 
identified  as  illicit  drug  users  by 
urine  testing  will  be  casual  or 
recreational  users  of  marijuana 
and/or  cocaine;  for  such  users, 
there  are  no  clear  data  indicating 
rehabilitation  either  is  effective  or 
necessary.  Even  for  regular  users 
of  such  drugs,  the  data  on  the 
efficacy  of  treatment  are  fragmen- 
tary, preliminary,  or  unpersua- 
sive.45 A recent  summary  of  the 
major  government-supported  na- 
tional treatment  programs 
emphasizes  the  lack  of  data  on 
treatment  of  employed  marijuana 
and  cocaine  users.0  The  heavy 
users  who  do  need  rehabilitation 
or  other  therapy  usually  can  be 
identified  without  resorting  to 
mass  screening. 

The  evidence  that  drug  users 
are  less  productive,  more  often 
absent,  or  more  accident-prone  is 
surprisingly  weak.  There  are  very 
few  studies  that  have  undergone 
peer  review.'  5 The  evidence  that 
casual,  even  daily,  users  of  illicit 
drugs  who  can  be  detected  only 
by  urine  tests  are  more  likely  to 
be  involved  in  accidents,  more 
likely  to  show  increased 
absenteeism,  and  less  likely  to 
merit  promotion  is  unpersuasive. 


To  be  performed  correctly, 
urine  should  be  collected  under 
“discreet”  observation  by  those 
dubbed  “micturition  observers.  ”9 
Some  programs  include  provi- 
sions for  something  less  than 
direct  observation  but  the  option 
always  is  included  for  direct  ob- 
servation if  indicated.  This  raises 
privacy  issues. 

Another  major  issue  is  labora- 
tory quality  control.  The  evidence 
strongly  suggests  that  results  of 
blind  quality  control  tests  (sub- 
mitted as  if  routine  patient  sam- 
ples) are  more  likely  to  be  invalid 
compared  to  unblinded  quality 
control  specimens  for  which  the 
laboratory  is  prepared.10  Both 
sensitivity  and  specificity  suffered 
when  blinded  proficiency  studies 
were  submitted  at  the  same  time 
as  nonblinded  proficiency 
specimens. 

Widespread  testing  of  a low 
prevalence  phenomenon  raises 
the  issue  of  the  consequences  of 
false  positives  due  to  laboratory 
error  or  specimen  mislabeling 
(usually  the  “positive”  person  can 
demand  retesting  of  the  speci- 
men, but  not  submission  of  a 
fresh  specimen,  a necessity  if  the 
problem  is  mislabeling).  The 
estimated  predictive  value  of  a 
specimen  called  positive  for  mari- 
juana or  cocaine  in  low  preva- 
lence groups  may  be  very  low.11 

Drug  testing  at  the  worksite 
could  create  a drug-free  work- 
place and  compel  behavioral  con- 
formity in  the  workplace  and  in 
the  home,  since  a urine  test  can 
detect  drugs  taken  hours,  days,  or 
weeks  prior  to  coming  to  work.  As 
technology  improves,  the  ability 
to  detect  use  of  more  drugs  for 
even  longer  periods  of  time  after 
use  will  progressively  increase. 
Those  persons  who  test  positive 
for  over-the-counter  or 

prescribed  tranquilizers  or 

sedatives  or  other  mind-altering 
drugs  can  anticipate  having  to 
“explain  their  medication-taking, 
even  though  they  may  not  wish 
such  information  to  be  shared 
with  employers  or  employers 
medical  units. 
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The  drug  testing  program  of- 
fers the  potential  for  massive 
erosion  of  Fourth  Amendment 
rights  and  even  the  limited  test- 
ing embodied  in  the  model 
Substance  Abuse  Testing  Act  of 
1991  could  open  the  flood  gates 
for  routinely  gathering  all  sorts  of 
data  on  employees.3  Our  burgeon- 
ing technologic  cornucopia  will 
present  society  with  mindbog- 
gling  and  more  sophisticated  ways 
of  gathering  information  on  in- 
dividuals that  is  stored  in  com- 
puter banks  that  potentially  can 
be  accessed  by  a gallimaufry  of 
individuals  and  groups.  Employ- 
ers could  have  information  on  licit 
and  illicit  drug  use,  as  well  as  on 
an  array  of  biochemical  and 
health  parameters. 

Perhaps  as  early  as  the  turn  of 
the  century,  it  will  be  possible  to 
provide  a blood  specimen  and 
have  one’s  genome  deciphered  at 
a modest  cost.  That  information 
could  be  misused  in  a variety  of 
ways.  Employers  would  find  such 
information  advantageous.  Using 
the  rationalizations  employed  ini- 
tially to  justify  drug  use  testing, 
an  employer  could  insist  on 
genome  analysis  of  prospective  or 
working  employees  to  determine 
susceptibility  to  workplace-in- 
duced disease  (or  other  disease) 
allegedly  in  order  to  effect 
prevention  or  early  detection. 
That  information,  if  available  to 
an  employer,  could  result  in:  re- 
jection for  employment;  reduced 
likelihood  of  promotion;  or  dis- 
missal (disguised  so  the  role  of 
genetic  analysis  can  be  denied). 
There  would  be  perceived  com- 
pelling economic  reasons  for 
employers  to  have  workers  with 
healthy  genomes. 

Once  in  a computer  file,  the 
potential  for  that  genome  analysis 
to  find  its  way  into  other  com- 
puter data  files  is  substantial. 
There  is  nothing  more  personal 
than  one’s  unique  genetic  make- 
up. My  genome  in  somebody 
else’s  computer,  in  a sense,  is  a 
form  of  biopsychosocial  rape. 

That  is  the  slippery  slope.  We 
start  with  intrusive  analysis  of 
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body  fluids  in  the  workplace  and 
potentially  progress  over  a rel- 
atively short  time  period  through 
technologic  advances  to  having 
our  most  private  possession,  our 
genome,  in  computer  databanks. 
If  this  scenario  becomes  a reality, 
the  Fourth  Amendment,  protect- 
ing us  against  unwarranted  search 
and  seizure,  will  be  in  shambles. 

There  are  no  easy  answers  but 
the  following  are  potential  actions 
that  might  be  considered: 

1.  The  medical  profession 
should  not  allow  Fourth  Amend- 
ment privacy  issues  related  to 
biotechnology  advances  to  be  left 
to  lawyers. 

2.  We  must  recognize  that 
every  biotechnology  advance  that 
results  in  invasion  of  privacy  is 
but  a prelude  to  additional  ad- 
vances that  will  erode  privacy 
even  further. 

3.  We  must  frame  the  ethical 
issues  broadly  and  insist  on  a full 
and  open  analysis  prior  to  the 
time  when  major  technologic 
breakthroughs  render  those  dis- 
cussions obsolete  or  ineffective. 

4.  Each  biotechnologic  ad- 
vance that  threatens  to  invade 
privacy  must  be  looked  at 
rigorously  in  the  light  of  the 
Fourth  Amendment  with  a de- 
termination to  enact  whatever 
laws  necessary  to  do  all  we  can 
do  to  preserve  the  sanctity  of  that 
component  of  the  Bill  of  Rights. 

5.  Worksite  drug  use  testing 
should  be  carefully  balanced  be- 
tween societal  needs  and  in- 
dividual privacy  rights.  No  ex- 
pansion of  the  testing  included  in 
the  model  Substance  Abuse  Test- 
ing Act  of  1991  should  be 
permitted  unless  there  are  solid 
epidemiologic  data  to  justify  such 
expansion. 

6.  Medical  schools  should  con- 
sider making  courses  obligatory 
that  cover  ethics  and  the  ramifica- 
tions of  our  burgeoning  technolo- 
gies. The  Bill  of  Rights  would  be 
on  the  mandatory  reading  list.  H 
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Weight  loss  and  OSA 
and  pulmonary  function 

in  obesity  . , 
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Obstructive  sleep  apnea  (OSA),  daytime  hypoxemia,  and 
hypercapnia  complicate  obesity  and  are  alleviated  by  weight 
loss.  The  flow-volume  curve  is  a sensitive  screening  tool  for 
most  patients;  the  curve  can  monitor  therapeutic  efficacy  of 
weight  reduction. 


It  has  been  reported  that  as 
many  as  80  percent  of  pa- 
tients with  obstructive  sleep 
apnea  (OSA)  exhibit  obesity 
that  predisposes  to  upper  airway 
obstruction  (UAO).1  Studies 
primarily  involving  bariatric 
surgery  have  suggested  that 
weight  loss  is  effective  in  alleviat- 
ing OSA.2'6  Caloric  deprivation 
was  thought  to  offer  little  chance 
of  success  in  achieving  significant 
weight  loss  and,  thus,  alleviating 
symptoms  of  OSA.1"  Because  of 
our  interests  in  sleep  disordered 
breathing  and  the  metabolic  con- 
sequences of  obesity  and  weight 
loss,  we  evaluated  the  efficacy  of 
dietary  weight  loss  in  the  treat- 
ment of  OSA  (Table  1).  We  also 
studied  the  relationship  of  weight 
loss  to  alterations  in  pulmonary 
function  and  spirometric  in- 
dicators of  upper  airway  patency. 

METHODS 

Twenty-eight  patients  (24  men 
and  4 women)  ranging  in  age  from 
31  to  68  years  of  age  (mean  age 
was  49.5  years)  with  OSA  were 
evaluated  prior  to  and  after  a 
weight  loss  program  of  their 
choice  (Table  2).  All  patients 
underwent  all-night  polysomnog- 
raphy pre-  and  post-weight  loss. 
All  patients  had  an  initial  apnea 


plus  hypopnea  index  (A  + HI)  de- 
fined as  the  number  of  apneic  and 
hypopneic  episodes/hour  of  total 
sleep  time  (TST),  greater  than  20 
disordered  breathing  events 
(DBE)  per  hour,  with  at  least  95 
percent  of  the  apneic  events 
being  obstructive  or  mixed  in 
character.  All  28  patients  had 
body  weights  of  120  percent  ideal 
body  weight  (IBW)  or  greater;11 
6 patients  were  smokers  but 
otherwise  gave  no  clinical  history 
of  obstructive  lung  disease. 
Seventeen  patients  chose  to  enter 
into  a balanced-deficit  diet  of  ap- 
proximately 1,000  Kcal/d.  Seven 
patients  joined  a very  low-calorie 
(420  Kcal/d)  liquid  formula  diet 
program  (Optifast®). 12,13  Repeat 
polysomnography  was  performed 
following  a weight  loss  of  >5  kg 
at  20  to  76  weeks.  Patients  were 
instructed  not  to  use  their  nasal 
continuous  positive  airway  pres- 
sure (CPAP)  or  nasopharyngeal 
tube  for  two  nights  prior  to  the 
postweight  loss  study.  Polysom- 
nography was  performed  and 
scored  according  to  standard 
criteria  in  30  sec  epochs.15  The 
day  after  polysomnography,  1 1 
patients  had  a four  to  five  nap 
multiple  sleep  latency  tests 
(MSLTs).16  Three  patients  had  a 
repeat  MSLT  after  weight  loss. 


Supine  arterial  blood  samples 
were  obtained  in  15  patients  pre- 
and  post-weight  loss  for  pH, 
Po2,  Pco2,  So2,  and  Hb  de- 
terminations. Fifteen  patients  had 
spirometry  with  maximal  in- 
spiratory and  expiratory  flow  vol- 
ume curves  (WC)  performed  in 
the  upright  posture,  and  12  pa- 
tients repeated  the  maneuver  in 
the  supine  posture,  pre-  and  post- 
weight loss.  The  arterial  blood 
gases  and  WC  were  measured 
the  morning  following  polysom- 
nography. WC  were  examined 
for  indications  of  UAO  (Figure  1) 
using  three  criteria  of  upper  air- 
way narrowing:  sawtoothing,  flat- 
tening of  the  inspiratory  limb  of 
the  WC,  and  FEF50/FIF50 
greater  than  1,  the  mid-maximal 
flow  rate  ratio  (MMFRR). 17-19 

Statistical  comparisons  (paired  t 
tests)  were  made  between  base- 
line and  post-weight  loss  values. 
Differences  with  P values  less 
than  .05  were  considered  signifi- 
cant. Linear  regression  analysis 
was  used  to  correlate  DBE  in- 
dices, weight,  and  pulmonary 
function  changes. 

RESULTS 

The  caloric  restriction  resulted 
in  a mean  weight  loss  of  27.7  Kg, 
with  mean  weight  (±  SEM) 
decreasing  from  122.0  ± 5.8  Kg 
to  99.9  ± 4.8  Kg.  This 

represented  a decrease  in  percent 
IBW  from  155.0  ±7.1  percent  to 
128.6  ± 5.1  percent  (Figure  2A). 
The  mean  apnea  index  (AI) 
decreased  from  35.1  ± 5.2 

apneas/hr  to  9.3  ± 2.9  apneas/hr 
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(P<0. 00001),  while  the  mean 
A + HI  fell  from  56.5  ± 3.1 

DBE/hr  to  17.5  ± 3.4  DBE/hr 
(P<0. 00005)  after  weight  reduc- 
tion (Figure  2B).  The  mean  apnea 
duration  decreased  from  24.2  ± 
2.3  sec  to  18.8  ± 1.7  sec.  Nine- 
teen of  the  patients  were  con- 
sidered cured  by  the  weight  loss, 
i.e.  A + HI  < 15  with  an  overall 
66  percent  reduction  in  A + HI. 
All  except  3 of  the  patients 
achieved  a 50  percent  reduction 
in  the  A + HI.  Only  1 patient  ex- 


perienced no  change  in  DBE  in- 
dices: he  was  marginally  obese  at 
120  percent  IBW  and  had  a very 
low  and  webbed  soft  palate,  caus- 
ing anatomic  narrowing  of  his 
upper  airway.  Otorhinolaryn- 
golatric  pathology  previously  has 
been  reported  to  be  a confound- 
ing factor  in  OSA  treated  with 
weight  loss.20 

Decreased  DBE  from  weight 
loss  resulted  in  improved  oxygen 
saturation  during  sleep  (Figure 
3A),  increased  awake  arterial  ox- 


ygenation (Figure  3B),  and  effec- 
tive alveolar  ventilation  as  re- 
flected by  the  decreased  Paco2 
occurring  as  well  (Figure  3C).  Six 
of  the  nine  patients  with  awake 
alveolar  hypoventilation,  became 
eucapnic  after  weight  loss,  while 
the  remaining  three  hypercapnic 
patients  had  a decrease  in  Paco2 
of  2,  4,  and  21  mmHg,  respective- 
ly (Figure  3C),  with  correspond- 
ing increases  in  the  Pao2.  Mean 
hemoglobin  concentration  de- 
creased after  weight  loss. 

Spirometric  measurements 
before  and  after  weight  loss  re- 
vealed increases  in  forced  ex- 
piratory volume  in  one  second 
(FEVj)  related  to  the  associated 
increase  in  lung  volume  as 
reflected  by  the  vital  capacity 
(r  = 0.93).  The  FVC  increased  but 
correlated  poorlv  with  weight  loss 
(r  = 0.23)  and  DBE  (r  = 0.37)  with 
no  significant  change  in  the 
FEV^  (Table  2).  The  number  of 
WC  criteria  used  for  the  detec- 
tion of  UAO  in  the  upright  and 
supine  posture  diminished  from  a 
score  of  34  to  22  (P<.05)  after 
weight  loss  (Figure  4).  The  most 
significant  change  was  seen  in  the 
MMFRR  (PC. 03). 

There  were  no  changes  in  TST, 
sleep  efficiency,  or  sleep  latency 
(SL)  after  weight  loss.  However, 
there  was  a decrease  in  percen- 
tage stage  1 sleep  and  an  increase 
in  percentage  REM  sleep  after 
weight  reduction  (Figure  5). 

DISCUSSION 

Previous  reports  have  shown 
that  weight  loss  is  an  effective 


Table  1. 

Abbreviations. 

A + HI 

= Apnea  plus  hypopnea  index 

Al 

= Apnea  index  (number  of  apneas/hour) 

CPAP 

= Continuous  positive  airway  pressure 

DBE 

= Disordered  breathing  events 

= Forced  expiratory  flow  rate  at  50  percent  of 
expiratory  vital  capacity 

FEV, 

= Forced  expiratory  volume  in  one  second 

FEV,% 

= FEV, /FVC 

fif50 

= Forced  inspiratory  flow  rate  at  50  percent  of 
inspiratory  vital  capacity 

FRC 

= Functional  residual  capacity 

FVC 

= Forced  vital  capacity 

IBW 

= Ideal  body  weight 

MMFRR 

= Mid-maximal  flow  rate  ratio 

MSLT 

= Multiple  sleep  latency  test 

OSA 

= Obstructive  sleep  apnea 

RV 

= Residual  volume 

SE 

= Total  sleep  time/total  time  in  bed 

SEM 

= Standard  error  of  mean 

SL 

= Sleep  latency 

TST 

= Total  sleep  time 

UAO 

= Upper  airway  obstruction 

WC 

= Flow  volume  curves 

Table  2.  Characteristics  of  the  study  group  (n  = 28).* 


Characteristic 

Initial 

Range 

Weight  loss 

Range 

Time  (months) 

NA 

NA 

9 (2.4) 

4-22 

Weight  loss  (kg) 

NA 

NA 

22  (4.6) 

5-65 

FEV,  (1) 

2.31  (0.25) 

0.64-4.19 

2.63  (0.29)** 

0.67-4.24 

FVC  (1) 

2.94  (0.34) 

1.15-4.19 

3.40  (0.34)*** 

1.31-5.82 

FEV,% 

75.9  (3.0) 

55.0-90.0 

75.7  (3.0) 

51.4-88.2 

Hb  (gm/dl) 

15.6  (0.7) 

11.9-20.1 

14.3  (0.4) 

12.0-15.8 

* Values  are  means 

(±  SEM) 

***P  <.01 

**  P<.005  NA  Nonapplicable 
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Figure  1.  Flow-volume  curve  illustrating  characteristics  of  variable  upper 
airway  obstruction. 


Figure  2.  Individual  changes  in  weight  and  A + HI  following  weight  loss. 
Mean  values  are  indicated  by  solid  diamonds. 


treatment  modality  for  patients 
with  OSA  syndrome.236,21  The 
present  study  does  not  confirm 
the  reported  correlation  between 
the  severity  of  apnea  and  the  per- 
cent of  excessive  weight  (r  = .06), 
although  there  was  an  impressive 
reduction  in  DBE  indices  with 
weight  loss.421  The  exact 
mechanism  for  improvement  of 
the  DBE  in  OSA  following  weight 
loss  remains  unclear.  It  has  been 
suggested  that  this  response  is 
due  to  the  elimination  of  mass 
loading  in  patients  with  an  inade- 
quate compensatory  respiratory 
drive.2223  This  is  in  concordance 
with  the  thesis  that  patients  with 
the  obesity-hypoventilation  syn- 
drome in  contrast  to  those  with 
obesity  alone  have  lower  com- 
pliance of  their  ventilatory  ap- 
paratus and  weaker  respiratory 
muscles22  or  lack  the  appropriate 
increase  in  inspiratory  neuro- 
muscular output  necessary  for  an 
adequate  mechanical  output.24  25 
It  further  has  been  suggested  that 
the  increased  ventilatory  re- 
sponses to  hypercapnia  and 
hypoxia  reported  in  eueapnic 
obesity25  and  the  decreased 
responses  observed  in  the  obesity 
hypoventilation  syndrome26  rep- 
resent successful  and  failed 
responses  to  impaired  musculo- 
ventilatory  transfer.2'  The  ap- 
parent return  of  ehemosensitivity 
toward  normal,  that  is  associated 
with  weight  loss  in  both  groups, 
may  in  part  be  a central  response 
to  a ketogenic  regimen.28 

Nasopharyngeal  collapsibility 
and  pulse  flow  resistance  in  OSA 
patients  have  been  found  to 
decrease  with  weight  loss, 
presumably  reflecting  enhanced 
upper  airway  integrity. ' It  has 
been  difficult  to  distinguish  be- 
tween the  benefits  of  an  increase 
in  the  anatomic  size  and  com- 
pliance of  the  upper  airway  on 
airway  function  since  a less  col- 
lapsible airway  was  not  found  to 
be  uniformly  effective  in  alleviat- 
ing OSA  nor  did  it  correlate  with 
improvement  in  A + HI  or  lung 
volumes  observed  after  weight 
loss.9  In  addition,  the  inspiratory 


50 


NEW  JERSEY  MEDICINE 


force  necessary  to  effect  a tidal 
breath  with  weight  loss  decreases 
as  a result  of  improved  chest  wall 
compliance.  This  allows  for  the 
generation  of  a less  negative  in- 
traluminal or  suction  pressure 
thus  diminishing  the  transmural 
force  promoting  collapse  of  the 
upper  airway. 

Rubenstein  examined  the 
changes  in  the  cross-sectional 
area  of  the  upper  airway  before 
and  after  weight  loss  in  12  pa- 
tients with  OSA.30  He  measured 
pharyngeal  area  at  functional 
residual  capacity  (FRC)  and 
residual  volume  (RV)  and  cal- 
culated its  apparent  volume  de- 
pendence. After  weight  loss,  no 
change  was  found  in  the 
pharyngeal  size  at  either  lung  vol- 
ume, but  volume  dependence 
decreased.  Thus,  while  absolute 
pharyngeal  size  did  not  increase 
with  weight  loss,  collapsibility  of 
the  upper  airway  diminished.  He 
concluded,  as  have  others,29  that 
“with  OSA,  pharyngeal  function, 
rather  than  structure,  is  altered 
after  weight  loss.”30 

Upper  airway  dimensions 
evaluated  by  use  of  WC  have 
been  used  to  infer  the  presence 
of  OSA.19'3132  An  89  percent 
sensitivity  in  determining  UAO  in 
patients  with  documented  OSA 
was  demonstrated,  and  it  further 
was  postulated  that  as  weight  loss 
ensues  there  would  be  a correc- 
tion of  WC  criteria,  i.e.  loss  of 
sawtoothing  and  restoration  of  the 
convexity  of  the  inspiratory  limb 
of  the  WC.32  33  Although  the  utili- 
ty of  these  parameters  has  been 
confirmed,  it  is  not  clear  whether 
these  changes  represent  an 
enlargement  of  the  anatomic 
pharyngeal  area  or  a decrease  in 
the  collapsibility  of  the  upper  air- 
way. However,  WC  remains  an 
inexpensive  tool  to  help  de- 
termine when  a patient  with  OSA, 
who  has  lost  weight,  should  be  re- 
evaluated with  polysomnography. 

Previous  studies  of  weight  loss 
in  obesity,  in  the  absence  of  un- 
derlying lung  disease,  usually 
have  shown  proportional  in- 
creases in  the  mean  FEVt  and 


forced  vital  capacity  (FVC). 23,34-38 
Inconsistent  changes  usually,  but 
not  always,39'42  have  been  seen  in 
the  absence  of  the  obesity- 
hypoventilation  syndrome.22  404344 
These  spirometric  abnormalities 
are  relevant  to  the  postulate  that 
decreased  lung  volumes  secon- 
dary to  obesity  will  render  a 
person  more  susceptible  to  upper 
airway  occlusion  by  a reflex  re- 
duction in  upper  airway  size.43 
The  inverse  relationship  observed 
in  the  present  study  between  vital 
capacity  and  DBE  indices  sup- 
ports this  concept  that  then 
serves  as  the  mechanism  for  the 
observed  improvement  in  OSA 
after  weight  loss. 

The  greater  mean  oxygen 
saturation  sustained  during  sleep 
reflects  the  decreased  number  of 
DBEs  as  well  as  the  higher  awake 


arterial  oxygen  tension  after 
weight  loss.  This  improvement  in 
baseline  oxygenation  that  has 
been  observed  by  others  follow- 
ing weight  loss  in  obesity,  with  or 
without  alveolar  hypoventila- 
tion ,34'37,39,40,43  — as  illustrated  by 
the  efficacy  of  02  therapy  in 
OSA46 — may  be  therapeutic47 
though  an  increase  in  arterial 
oxygenation  is  not  necessary  for 
improvement  in  OSA  with  weight 
loss.21  The  improvement  in  Pao2 
paralleled  the  decrease  in  Paco2, 
and  supports  the  thesis  that 
alveolar  hypoventilation  is  the 
primary  mechanism  causing  the 
hypoxemia  of  the  obesity-hvpo- 
ventilation  syndrome  whereas 
V/Q  aberrations  predominate  in 
obese  individuals  with  normocap- 
nia.35 Resolution  of  hypercapnia/ 
hypoxemia  with  weight  reduction 
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FLATTENING  SAWTOOTH  MMFRR  ALL 

■1  PRE  WT  LOSS  111  POST  WT  LOSS 

Figure  4.  Maximal  flow  volume  curve  criteria  for  UAO  before  and  after 
weight  loss. 


percent 


Figure  5.  Sleep  architecture  before  and  after  weight  loss. 


was  realized  in  two-thirds  of  the 
patients  with  the  obesity-hypo- 
ventilation syndrome.  The  ap- 
parent stimulation  of  the  erythro- 
poietic system  abated  with  weight 
loss  and  a fall  in  hemoglobin  con- 
centration resulted  as  both 
daytime  and  nocturnal  oxygen 
saturation  improvement.  All  five 
patients  who  were  initially 
polycythemic  (Hb  > 16.0  g/dl) 
showed  normalization  of  their 
hemoglobin  concentration  after 
weight  loss. 

All  the  patients  were 
hypersomnolent  prior  to  weight 
loss,  mean  sleep  latency  (SL)  = 
4.1  min,  and  although  MSLTs 
were  repeated  only  in  three  pa- 


tients (patient  1,  SL  increased 
from  4.4  min  to  16  min;  patient 
2,  SL  increased  from  0.6  min  to 
12.0  min;  and  patient  3,  SL  in- 
creased from  2.6  min  to  7.0  min), 
all  reported  as  previously  noted 
improved  alertness.21  Weight  loss 
improves  sleep  quality  with  an  in- 
crease in  stage  2 and  TST  with 
a decrease  in  stage  1 and 
SL  2,3,18,21,48  lgss  fragmented  sleep 
is  attributable  to  the  decrease  in 
number  of  DBEs  causing  arousal. 
Others  have  failed  to  observe  a 
decrease  in  arousals  or  a signifi- 
cant change  in  sleep  architecture 
following  successful  treatment  of 
OSA  with  weight  loss.9  In  our 
study,  no  changes  were  found  on 


analysis  of  sleep  architecture  in 
the  TST,  SE,  or  SL,  although 
percentage  stage  1 sleep  showed 
a decrease  while  percentage 
REM  sleep  was  increased.  H 
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Mammographic  architectural  distortion  occurred  at  the 
operative  site  in  86  percent  of  lumpectomy  patients  and  in  34 
percent  of  biopsy  patients  during  the  first  year  (P  < 0.001 ). 
These  changes  can  mimic  carcinoma  and  may  be  slow  to 
resolve. 


The  phenomena  of  stellate 
architectural  distortion 
and  parenchymal  scar- 
ring at  the  operative  site 
following  biopsy  and  lumpectomy 
have  been  described.13  Skin 
thickening,  scar  retraction,  and 
increased  parenchymal  density 
are  commonly  noted  mammo- 
graphic findings  in  the  breast 
after  radiation  therapy.40  These 
abnormalities  may  persist  for 
years  and  easily  could  be  con- 
fused with  recurrent  disease  if  not 
documented  early  after  surgery. 
Intensification  of  stellate  architec- 
tural changes  and  the  appearance 
of  new  calcifications  may 
represent  ongoing  sequelae  of  the 
process  of  scarring  or,  alterna- 
tively, may  represent  the  first 
signs  of  recurrent  breast  cancer. 

The  natural  history  of  mammo- 
graphic changes  resulting  from 
breast  surgery  has  been  ad- 
dressed in  a few  publications.1'3  6'8 
As  the  number  of  women  treated 
with  breast  conserving  surgery  in- 
creases, so  will  the  number  of 
problematic  interpretations  of 
postoperative  mammograms.  This 
present  study  was  undertaken  to 
document  mammographic 
changes  resulting  from  lumpec- 
tomy-radiation therapy  or  ex- 
cisional  biopsy  after  treatment  of 


malignant  and  benign  breast  dis- 
ease, respectively. 

METHODS 

The  medical  records  of  70 
women  who  underwent  breast 
surgery  at  Robert  Wood  Johnson 
University  Hospital  were  re- 
viewed. Thirty-five  patients  had 
excisional  breast  biopsies  for 
benign  disease  and  35  patients 
had  lumpectomy-breast  irradia- 
tion lor  breast  cancer.  All  patients 
had  a minimum  followup  of  two 
years.  At  least  two  serial 
postoperative  mammograms  were 
required  for  inclusion  in  this 
study.  Twenty-one  biopsy  pa- 
tients and  19  lumpectomy  pa- 
tients had  followup  for  three 
years  and  9 patients  in  each  group 
had  four  or  more  years  of 
followup.  The  pre-  and  postop- 
erative mammograms  were  re- 
viewed by  a single  radiologist. 
The  use  of  staples  in  axillary  dis- 
sections as  well  as  skin  and 
parenchymal  changes  occurring 
with  radiotherapy  precluded  a 
blinded  evaluation  of  mammo- 
grams. The  mammograms  of  the 
operated  breast  were  compared  to 
the  preoperative  study  and  to 
those  of  the  contralateral  breast. 
Mammograms  were  reviewed  se- 
quentially, noting  the  appearance 


of  new  lesions  such  as  calcifica- 
tions, nodules,  or  increased 
architectural  changes  within  the 
operative  site. 

Breast  density  was  arbitrarily 
graded  on  the  scale  of  one  to  five, 
one  representing  a predominantly 
fatty  replaced  breast  and  five 
representing  the  most  dense 
fibroglandular  breast.  Skin  retrac- 
tion and  thickening  were 
qualified  as  mild,  moderate,  or 
marked.  Stellate  architectural  dis- 
tortion was  graded  as  mild, 
moderate,  or  marked.  Figure  1 
represents  marked  stellate  archi- 
tectural distortion  following  a 
benign  breast  biopsy. 

Breast  conservation  was  de- 
fined as  lumpectomy,  level  I and 
level  II  axillary  node  dissection, 
and  definitive  breast  irradiation. 
Lumpectomy  refers  to  a complete 
gross  excision  ol  the  tumor  with 
microscopically  clear  margins. 
Data  on  the  size  of  surgical 
specimens,  the  location  of  the 
operative  incisions,  and  informa- 
tion regarding  margins  of  resec- 
tion were  noted  from  the 
operative  and  pathology  reports. 
For  patients  who  underwent  re- 
excision lumpectomy,  the  size  of 
the  specimen  was  estimated  by 
adding  the  dimensions  of  the 
biopsy  and  re-excision. 

Radiation  therapy  to  the  breast 
was  administered  over  a period  of 
five  weeks,  delivering  at  least 
4,000  to  5,940  cGy  to  the  entire 
breast.  Twenty-four  patients  re- 
ceived electron  beam  boosts  to 
the  tumor  bed  ranging  from  1 ,000 
to  2,000  cGy. 
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Figure  1.  Medical  records  of  70  women  who  underwent  breast  surgery  at 
Robert  Wood  Johnson  University  Hospital  were  reviewed.  This  photograph 
is  from  a patient  with  marked  stellate  architectural  distortion  four  months 
after  benign  breast  biopsy  for  clustered  microcalcifications. 


RESULTS 

The  average  age  of  the  lumpec- 
tomy and  biopsy  patients  was  54.9 
and  53.5  years,  respectively.  In 
both  groups,  52  percent  of  lesions 
were  palpable  and  48  percent 
were  nonpalpable.  Infiltrating 
ductal  carcinoma  was  the 
predominant  histology  in  28  of  35 
malignant  cases.  There  were  four 
invasive  lobular  carcinomas,  one 
colloid  carcinoma,  and  two  ductal 
carcinomas  in  situ.  Twenty-five  of 
these  carcinomas  were  Tt  lesions 


and  8 of  these  carcinomas  were 
T2  lesions.9  Nodal  metastases 
were  present  in  six  patients. 
Benign  pathology  consisted  of 
seven  fibroadenomas,  two  atypical 
hyperplasias,  and  a variety  of 
proliferative  and  nonproliferative 
lesions.  The  differences  in 
specimen  size  among  the  two 
groups  were  significant  ( P < 
0.001).  Sixty  percent  of  benign 
biopsies  measured  less  than  6 cm 
by  greatest  diameter.  Conversely, 
60  percent  of  cancer  specimens 
measured  6 cm  or  greater.  Size 


was  unspecified  in  11  percent  of 
study  patients. 

The  majority  of  surgical  scars 
was  located  in  the  upper  outer 
quadrant  of  the  breast.  Circum- 
areolar  incisions  were  used  in  10 
of  35  benign  biopsies  and  in  only 
1 patient  in  the  lumpectomy 
group  (Figure  2). 

Postoperative  mammograms 
were  performed  within  the  first 
six  months  in  only  40  percent  of 
biopsy  patients  and  49  percent  of 
lumpectomy  patients.  However, 
the  remainder  were  carried  out  in 
the  subsequent  six  months. 
Stellate  architectural  distortion 
was  present  at  the  biopsy  site  of 
86  percent  lumpectomy  cases 
within  the  first  postoperative  year 
(Figure  3).  These  changes 
persisted  in  over  half  the  women 
with  followup  to  three  years.  Con- 
versely, stellate  architectural  dis- 
tortion occurred  in  a significantly 
smaller  number  of  benign  breast 
biopsy  cases.  The  differences  in 
architectural  distortion  were 
statistically  significant  at  one  year 
(P  < 0.001).  Stellate  architec- 
tural distortion  more  often  was 
appreciated  on  two  views  in  the 
lumpectomy  group  (73  percent) 
than  in  the  benign  group  (42  per- 
cent). 

There  were  no  differences  in 
preoperative  breast  density 
among  the  two  groups  (Table  1). 
Seventy-one  percent  of  benign 
breasts  and  78  percent  of  malig- 
nant breasts  presented  with 
radiologic  densities  grade  two  or 
three.  Postoperatively,  increased 
breast  density  was  seen  in  21  of 
35  lumpectomy  patients.  Resolu- 
tion occurred  in  62  percent  of 
patients  by  two  years.  Skin  thick- 
ening was  universal  in  the  ir- 
radiated breast  and  only  two  pa- 
tients experienced  a temporary 
worsening.  No  patient  in  the 
benign  biopsy  group  experienced 
an  increase  in  overall  breast 
density  or  skin  thickening. 

Six  cancer  patients  and  one 
benign  patient  required  a second 
biopsy  during  this  followup 
period.  The  reasons  for  this  are 
shown  in  Table  2.  An  additional 
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Table  1.  Preoperative  breast  density. 

Density 

Benign 

Malignant 

1 

6% 

6% 

2 

37% 

49% 

3 

34% 

29% 

4 

23% 

17% 

5 

0 

0 

*Breast  parenchymal  density.  Scale  of  1 to  5 shows  that  1 
replaced  breast  and  5=  dense  fibroglandular  breast. 

= predominantly  fatty 

Table  2.  Lesions  requiring 

rebiopsy. 

Type 

Benign 

Malignant 

Clustered  calcification 

1 

2 

Architectural  distortion 

0 

1 

Architectural  distortion  and 

microcalcification 

0 

2* 

Palpable  mass 

0 

1 

Total 

1 

6(17%) 

*One  local  recurrence  with  invasive  carcinoma  five  years  post-lumpectomy. 

six  patients  in  the  lumpectomy 
group  developed  coarse  calcifica- 
tions between  the  first  and  second 
postoperative  year  and  none  re- 
quired a rebiopsy.  In  followup 
studies,  these  calcifications  re- 
mained stable.  One  patient  was 
biopsied  at  two  years  and  at  five 
years  after  lumpectomy.  A mam- 
mographic  nodular  density  close 
to  the  operative  site  prompted  the 
first  biopsy  with  a benign  out- 
come. However,  three  years  later, 
clustered  mierocaleifieations  as- 
sociated with  minimal  architec- 
tural distortion  appeared  in  the 
area  of  the  lumpectomy  site  and 
proved  to  be  malignant. 

DISCUSSION 

In  this  study,  we  have  charac- 
terized some  of  the  commonly 
recognized  changes  occurring 
following  breast  surgery.  Scarring 
is  the  most  dramatic  change  dur- 
ing the  first  year  in  patients  with 
benign  disease  and,  more  ex- 
tensively, in  patients  treated  for 
breast  cancer  by  breast  conserva- 
tion. Radiation  therapy  and  larger 
local  excisions  seem  to  act 
synergistieally  in  this  group  of 
lumpectomy  patients  resulting  in 
long-lasting  mammographie 
changes.  Some  investigators  have 
reported  that  the  addition  of  adju- 
vant chemotherapy  aggravates 
stromal  changes  and  affects  the 
cosmetic  results  in  the  conserved 
breast.310  Only  seven  patients  in 
our  study  received  adjuvant 
chemotherapy;  therefore,  we  can- 
not comment  on  this  effect. 

Stellate  architectural  changes 
improve  over  time.  Incomplete 
resolution  occurs  in  a small 
number  of  breasts.  Stellate 
parenchymal  changes  occur  less 
frequently  following  biopsy 
alone.1  In  a study  of  1,049  breasts, 
mammographie  examination  re- 
vealed 45.2  percent  with  skin 
changes,  architectural  distortion, 
spieulated  masses,  calcifications, 
or  fat  necrosis.2  If  these  changes 
were  present  at  three  years,  they 
were  most  likely  to  persist  on 
longer  followup.  Calcifications, 
parenchymal  distortion,  skin 


thickening,  and  retraction  have 
been  documented  following  re- 
duction mammoplasty.11 12  These 
postoperative  consequences  are 
challenging  problems  for  the 
radiologist  who  must  distinguish 
between  new  suspicious  findings 
or  operative  sequelae. 

Our  review  corroborates  the 
findings  of  others  that  stellate 
architectural  distortion  at  the 
operative  site  is  far  more  ex- 
tensive when  the  breast  has  been 
irradiated  than  when  the  breast 
has  undergone  benign  excisional 
biopsy. 

Coarse  appearing,  benign, 
nonclustered  calcifications  often 
are  seen  arising  in  the  operative 
site  after  the  first  year  of  surgery. 
New  clustered  microcalci- 
fications require  rebiopsy.  Ap- 
proximately 11  percent  of  pa- 
tients in  one  series  developed 
these  within  6 to  30  months.13 
Clustered  mierocaleifieations 
were  reported  to  occur  in  7 per- 
cent of  patients  and  appeared  on 
average  later  than  the  coarse  and 
scattered  ones.  The  incidence  of 
recurrent  carcinoma  has  been  re- 


ported in  the  range  of  40  to  58 
percent  following  rebiopsy  for 
new  mierocaleifieations  that  may 
or  may  not  be  in  the  quadrant  of 
the  reference  tumor.1’11 

Less  than  half  of  all  our  pa- 
tients had  mammography  within 
the  first  six  months.  Patients  with 
benign  palpable  lesions  often  are 
referred  for  annual  mammog- 
raphy without  an  interval  study. 
Postbiopsy  mammograms  within 
the  first  six  months  were  ordered 
routinely  if  mierocaleifieations 
prompted  the  operation.  A ma- 
jority of  breast  cancer  patients  did 
not  undergo  a postoperative 
mammogram  until  the  latter  half 
of  the  first  post-therapv  year  due 
to  the  timing  of  breast  irradiation. 
For  patients  receiving  adjuvant 
chemotherapy,  breast  irradiation 
either  followed  or  was  sand- 
wiched between  the  courses  of 
systemic  therapy.  The  delay  in 
obtaining  a baseline  study  in  the 
remainder  of  the  lumpectomy 
cases  probably  was  due  to  lax 
criteria  defining  an  optimal  time 
interval  between  breast  irradia- 
tion and  mammography. 
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Figure  2.  Site  of  surgical  scars  in  70  biopsy  and  lumpectomy  patients. 


Figure  3.  Incidence  of  stellate  architectural  distortion  at  operative  site  following  lumpectomy-breast  irradiation 
and  biopsy. 


A baseline  study  following  the 
completion  of  radiation  therapy  is 
essential  for  future  radiologic 
surveillance.  Local  recurrence 
can  present  as  a mammographie 
increase  in  density,  an  increase  in 
architectural  distortion,  or  the  ap- 
pearance of  new  microcalcifica- 
tions. Fifty  to  90  percent  of  recur- 
rences occur  at  the  site  of  the 
primary  occurrence  or  in  the  area 
adjacent  to  the  boost.10'19  The  area 
of  the  original  tumor  remains  the 
dominant  site  where  recurrences 
appear  within  the  first  10  years.19 
Published  studies  indicate  that 
mammography  detects  61  to  66 
percent  of  recurrent  carci- 


nomas.1920 Although  radiologic 
surveillance  of  the  irradiated 
breast  may  detect  fewer  cancers 
than  screening  mammography  in 
untreated  individuals,  it  still  re- 
mains a valuable  and  sensitive 
tool. 

SUMMARY 

Biopsy  alone  can  cause 
architectural  distortion  at  the 
operative  site  in  about  one-third 
of  patients.  The  addition  of  breast 
irradiation  to  lumpectomy 
markedly  increases  the  extent  of 
architectural  distortion  at  the 
operative  site.  Nearly  all  radiated 
breasts  will  manifest  increased 


parenchymal  density  and  skin 
thickening.  Improvement  of  these 
changes  as  well  as  significant 
architectural  distortion  will  occur 
in  two  to  three  years. 

This  study  contrasts  the  effects 
of  surgery  versus  surgery  plus 
breast  irradiation  on  the  breast. 
Since  these  abnormalities  may  re- 
solve slowly  over  a period  of 
several  years,  careful  monitoring 
of  architectural  changes  may  help 
detect  recurrences  earlier  and 
avoid  rebiopsy  in  others.  H 
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From  UMDNJ-Robert  Wood  Johnson 
Medical  School,  Drs.  Wapnir,  Alden- 
Corbett,  and  Greco  are  affiliated  with 
the  Department  of  Surgery,  and  Dr. 
Zicherman  is  affiliated  with  the  Depart- 
ment of  Radiology.  The  paper  was 
submitted  in  March  1992  and  ac- 
cepted in  April  1992.  Address  reprint 
requests  to  Dr.  Wapnir,  UMDNJ-Robert 
Wood  Johnson  Medical  School,  One 
Robert  Wood  Johnson  Place,  CN  19, 
New  Brunswick,  NJ  08903-0019. 


HOUSING  APPLICATION 


227th  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

May  2 to  May  5,  1993 

TRUMP  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 

RESERVATION  DEPARTMENT  1/800/825-8786 

(Please  Print) 

Name 

Address 

City State Zip 

Home  Phone Business  Phone 

Sharing  With 

Date  of  Arrival Time 

Date  of  Departure Time 

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  cheek  or  money 
order  payable  to  TRUMP  TAJ  MAHAL  CASINO/RESORT  or  complete  the  following: 

Card  # Type Exp.  Date 

SCHEDULE  OF  RATES  SUBJECT  TO  12%  TAX 

□ SINGLE  $115  □ DOUBLE  $115  □ Extra  Person  $25 

(Reservations  must  be  received  prior  to  April  2,  1993) 

□ One  Bedroom  Suite  $275  per  day 

□ One  Bedroom  Hospitality  Suite  $300  per  day 

Check-out  time  is  12  NOON.  Rooms  may  not  be  available  for  check-in  until  after  4 P.M.  Check-in  time  on  Sundays 
is  6 P.M.  FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  is  required  for  a full  refund.  PARKING: 
FREE  PARKING  TO  REGISTERED  GUESTS.  One  car  per  room. 

□ Check  if  Official  Delegate  County 

PLEASE  NOTE:  Effective  March  1,  1992,  Atlantic  City  casino  hotels  must  levy  a $2  per  room,  per  night  hotel  room  use 
as  legislated  by  the  state  of  New  Jersey. 

The  proceeds  from  the  fees  collected  pursuant  to  this  legislation  shall  be  paid  into  a special  fund  that  will  be  established 
and  held  by  the  Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended  by  the  Convention 
Center  Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts,  and  casino  gaming. 

★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★-A** 

MAIL  THIS  APPLICATION  TO: 

Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  NJ  08401 
Tel:  1/800/825-8786 
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DOCTORS’  NOTEBOOK 


TRUSTEES’  MINUTES 


A regular  meeting  of  the  Board 
of  Trustees  was  held  on  Novem- 
ber 15,  1992,  at  the  executive 
offices  in  Lawrenceville.  Detailed 
minutes  are  on  file  with  the 
secretary  of  your  county  society. 
A summary  of  significant  actions 
follows: 

President’s  Report.  Noted  the 
following  new  appointments: 
Carlo  Porcaro,  MD,  Hospital 
Medical  Staff  Section  represen- 
tative and  Yale  C.  Shulman,  MD, 
chairman  of  the  Committee  on 
Membership  Services.  Supplied 
information  about  State  Board  of 
Medical  Examiner  (SBME)  policy 
and  procedures  in  dealing  with 
physicians  who  are  impaired,  in- 
competent, or  disruptive,  from  a 
special  meeting  with  Eric  Munoz, 
MD,  chairman  of  the  SBME  Re- 
view Committee.  Highlighted  the 
recommendations  of  the  Health 
Care  Reform  Coalition. 

Specialty  Reports.  Received 
reports  from  UMDNJ;  New 
Jersey  Hospital  Association;  and 
MSNJ  Auxiliary. 

Report  of  Executive  Director. 

1.  Stewart  (Copeland)  versus 
Sullivan.  Agreed  that  a request  be 
made  to  the  AMA  Office  of 
General  Counsel  to  immediately 
publish  advice  to  physicians  na- 
tionwide based  on  Judge  Politan’s 
decision  [dismissed  the  case  on  a 
jurisdictional  issue  without  in- 
terpreting the  statute  or  making 
a determination  on  the  constitu- 
tional aspects]. 

Council  on  Legislation.  Ap- 
proved the  following  recommen- 
dation concerning  the  Senate/As- 
sembly active  and  monitor  list: 

That  the  Board  of  Trustees  approve 
the  positions  recommended  by  the 
Council  on  Legislation. 


Approved  the  following  recom- 
mendation from  the  Subcommit- 
tee of  the  Special  Committee  on 
AIDS: 

That  members  of  the  Council  on 
Legislation  be  appointed  to  serve  on 
the  Subcommittee  of  the  Special 


Committee  on  AIDS,  to  develop  a 
comprehensive,  proactive  set  of 
legislative  recommendations,  includ- 
ing amendments  to  A-924  and  new 
legislation. 

Council  on  Medical  Services. 

Approved  the  following: 


1993  MSNJ  ANNUAL  MEETING 

SUNDAY,  MAY  2, 1993 

8:00  A.M. 

Registration  Opens 

8:00  A.M. 

Meeting— AMA  Delegation 

9:30  a.m. 

Message  Center  Opens 

10:00  A.M. 

Educational  Program 

11:30  A.M. 

Exhibits  Open 

12:15  P.M. 

Academy  Lecture 

2:00  P.M. 

House  of  Delegates 

3:30  P.M. 

Reference  Committee  Meetings 

MONDAY,  MAY  3, 1993 

7:30  A.M. 

Breakfast  Meeting 

8:00  A.M. 

Registration  Opens 

8:00  A.M. 

Message  Center  Opens 

9:00  A.M. 

House  of  Delegates  (Election) 

12:15  P.M. 

Luncheon  “Women  in  Medicine’’ 

12:30  P.M. 

Golden  Merit  Award  Ceremony  and  Reception 

2:30  P.M. 

Reference  Committee  Meetings 

5:00  P.M. 

JEMPAC  Political  Forum 

5:45  P.M. 

JEMPAC  Wine  and  Cheese  Reception 

7:00  P.M. 

Mercer  County  Medical  Society  Reception  Honoring 
William  E.  Ryan,  MD,  President 

TUESDAY,  MAY  4, 1993 

8:00  a.m. 

Registration  Opens 

8:00  A.M. 

Message  Center  Opens 

8:30  A.M. 

Exhibits  Open 

9:00  A.M. 

House  of  Delegates 

2:00  P.M. 

Exhibits  Close 

6:00  P.M. 

Inaugural  Ceremony 

7:00  P.M. 

Inaugural  Reception  and  Dinner  Honoring 
Joseph  N.  Micale,  MD,  Incoming  President 

WEDNESDAY,  MAY  5, 1993 

8:00  A.M. 

Registration  Opens 

8:00  A.M. 

Message  Center  Opens 

9:00  A.M. 

Educational  Program 

1:00  P.M. 

Board  of  Trustees  Meeting 
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That  MSNJ  support  the  need  for  ad- 
ditional charge  exception  for  licensed 
private  providers  of  aid  in  emergency 
situations. 

Committee  on  Long-Range 
Planning  and  Development. 

Voted  in  favor  of  the  following 
recommendation: 

That  the  Board  of  Trustees  establish 
a mechanism  to  review  and  en- 
courage attendance  by  county 
medical  societies  and  specialty 
societies  at  Board  of  Trustees  meet- 
ings and  the  Annual  Meeting,  with 
appropriate  followup. 

And,  approved  the  following  rec- 
ommendation: 

That  MSNJ  conduct  initial  market 
research  among  employed  physi- 
cians, using  a written  survey  and/or 
focus  groups,  to  determine:  (1)  which 
issues  are  most  important  to 
employed  physicians;  (2)  which 
medical  organizations  hold  the 


UMDNJ  NOTES 


UMDNJ  boosts  New  Jersey 
economy.  A report  released  by 
UMDNJ  shows  that  in  1991  the 
$254  million  UMDNJ  received 
from  New  Jersey  taxpayers  trans- 
lated into  a $1.3  billion  boost  to 
the  state’s  economy.  The  29-page 
report,  “UMDNJ  Economic  Im- 
pact in  the  1990s,”  was  compiled 
by  UMDNJs  Department  of 
Urban  Planning  and  Community 
Relations.  Using  1991  figures  as 
a barometer,  the  report  provides 
an  indepth  look  at  how  UMDNJ 
advances  the  economy  of  its  host 
communities  and  of  the  state. 

UMDNJ  generates  60  percent 


greatest  affinity  for  them;  and  (3) 
what  barriers  prevent  them  from 
joining  MSNJ. 

Committee  on  Membership 
Services.  Approved  the  following 
recommendations: 

That  MSNJ  endorse  the  Financial  In- 
dependence Service  plan  offered  by 
AMA  Investment  Advisors,  Inc.,  as 
an  additional  service  to  the 
membership. 

That  MSNJ  endorse  the  expansion  of 
Physician  Advocacy  Program. 

In  Memoriam.  Voted  unani- 
mously to  recognize  the  outstand- 
ing service  to  MSNJ  and  to  the 
medical  profession  of  John  D. 
Franzoni,  MD,  and  to  com- 
municate MSNJ’s  gratitude  to  the 
family  of  Dr.  Franzoni. 

Committee  on  Biomedical 
Ethics.  Voted  to  support  the 
following  recommendation  (pa- 
rentheses indicate  a minor  change 


of  its  budget  from  nonstate  gov- 
ernment sources,  returning 
dollars  to  the  state  economy  many 
times  over  what  it  receives  in  tax- 
payer support. 

According  to  the  report, 
UMDNJ  s billion  dollar  economic 
impact  on  the  state  is  based  on  a 
“multiplier  formula  that  is  ap- 
plied to  the  University’s  total  an- 
nual funding. 

State  Board  of  Nursing  ap- 
proves UMDNJ/Ramapo  pro- 
gram. The  New  Jersey  State 
Board  of  Nursing  (NJBN)  has  ap- 
proved a new  bachelor  of  science 
in  nursing  (BSN)  program  jointly 


in  wording  made  by  the  Board  of 
Trustees): 

That  MSNJ  (join  with)  The  Citizens 
Committee  on  Biomedical  Ethics, 
Inc.  in  presenting  a proposal  to  The 
Robert  Wood  Johnson  Foundation 
for  approval  of  a grant  that  would  be 
used  to  make  supportive  care  plans 
a working  concept. 

New  Business.  Directed  the 
AMA  Delegation  to  submit  an 
emergency  resolution  at  the  AMA 
Interim  Meeting  in  Nashville, 
challenging  the  Health  Care 
Financing  Administration  policy 
(affecting  surgeons  who  request 
the  patient’s  primary  care  physi- 
cian to  provide  a preoperative 
consultation,  including  a history, 
physical  examination,  and  medical 
evaluation;  HCFA  no  longer  al- 
lows payment  of  a consultation 
fee  for  performance  of  this 
service).  □ 


operated  by  Ramapo  College  of 
New  Jersey,  Mahwah,  and 
UMDNJ-School  of  Health  Re- 
lated Professions,  Newark.  NJBN 
approval  clears  the  way  for  the 
program  to  admit  students  in 
September  1993.  The  joint  BSN 
program  was  approved  by  the 
State  Board  of  Higher  Education. 
The  new  program  will  be  offered 
to  licensed  registered  nurses 
seeking  degrees  at  the  bachelor 
level.  Ramapo  faculty  will  teach 
general  education  courses  and 
UMDNJ  nursing  education  facul- 
ty will  teach  professional  nursing 
courses  on  the  Ramapo  campus. 
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Students  will  perform  their 
clinical  duties  at  UMDNJ  af- 
filiates and  other  health  care 
facilities  in  Bergen  County. 

UMDNJ  receives  $1  million 
grant  to  study  minority  oral 
health.  The  UMDNJ-New  Jersey 
Dental  School  has  received  a 
three-year  $1  million  federal 
grant  to  create  one  of  six  national 
research  centers  to  study  oral  dis- 
eases in  minority  populations. 
The  Newark-based  dental  school 
will  collaborate  with  the  Universi- 
ty of  Connecticut  School  of  Den- 
tal Medicine  to  form  the  North- 
eastern Minority  Oral  Health  Re- 


AMNJ REPORT 


The  Board  of  Trustees  of  the 
Academy  of  Medicine  of  New 
Jersey  (AMNJ)  has  named  the 
1993  recipients  of  the  awards  that 
will  be  presented  at  the  Annual 
Awards  Dinner  on  Wednesday, 
May  26,  1993,  to  be  held  at  the 
Chanticler  in  Short  Hills. 

Benjamin  F.  Rush,  Jr,  MD,  of 
Summit  will  receive  the  Edward 
J.  Ill  Award  presented  annually  to 
that  physician  of  New  Jersey  who 
merits  recognition  by  AMNJ  for 
distinguished  service  as  a leader 
in  the  medical  profession. 


search  Center.  The  program  is 
funded  by  the  National  Institute 
of  Dental  Research,  a branch  of 
the  National  Institutes  of  Health, 
which  awarded  $1  million  to  each 
of  the  six  centers.  Dental  re- 
searchers from  both  schools  will 
collaborate  on  three  main  studies: 
the  prevalence  of  dental  caries  in 
minority  preschool  children;  oral 
disease  in  pediatric  AIDS  pa- 
tients; and  oral  cancer  in  older 
minority  patients. 

UMDNJ  expert  says  AIDS  pro- 
grams must  acknowledge  teen 
sexuality.  A UMDNJ  specialist  in 
adolescent  medicine  told  the  Na- 


Dr. Rush  has  been  chairman  of 
the  Department  of  Surgery  at 
UMDNJ-New  Jersey  Medical 
School  since  1969.  He  has  been 
a leader  in  the  surgical  communi- 
ty nationally  and  in  New  Jersey 
for  many  years.  Dr.  Rush  has 
been  president  of  the  American 
Association  for  Cancer  Education 
(1973  to  1974),  New  Jersey 
Division,  American  Trauma 
Society  (1974  to  1977),  and  New 
Jersey  Chapter,  American  College 
of  Surgeons  (1977  to  1978),  and 
founding  member  and  president 


tional  Commission  on  AIDS  that 
parents  and  educators  will  not 
protect  young  people  from  getting 
AIDS  until  they  “stop  debating 
the  morality  of  teenage  sexuality. 
Dr.  Robert  Johnson,  director  of 
adolescent  and  young  adult 
medicine  at  UMDNJ-New  Jersey 
Medical  School,  was  one  of 
several  witnesses  who  testified 
before  the  Commission  at  a hear- 
ing to  gather  information  for  na- 
tional AIDS  recommendations.  □ 
Stanley  S.  Bergen,  Jr,  MD,  Presi- 
dent 


of  the  Oncology  Society  of  New 
Jersey  (1978  to  1979).  He  also  was 
governor,  New  Jersey  Chapter, 
American  College  of  Surgeons 
(1979  to  1985).  In  addition,  Dr. 
Rush  was  president  of  the  New 
York  Head  and  Neck  Society 
(1986),  Southeastern  Surgical 
Congress  (1987  to  1988),  and 
AMNJ  (1988  to  1989).  His  con- 
tributions to  the  scientific 
literature  in  the  areas  of  shock, 
breast  cancer,  and  head  and  neck 
cancer  have  made  him  a national 
authority  on  these  subjects. 
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AMNJ’s  Citizens  Award  is 
prese  nted  annually  to  that  citizen 
or  group  of  citizens  of  New  Jersey 
who  merit  recognition  by  AMNJ 
for  distinguished  service  in  the 
interest  of  the  health  and  welfare 
of  the  community.  The  1993 
Citizen’s  Award  has  been  granted 
to  H.  Lee  Gladstein,  RP,  of  Pine 
Brook. 

Mr.  Gladstein  is  executive 
director  of  the  New  Jersey  State 
Board  of  Pharmacy.  While  in 
private  practice,  he  became  in- 
volved in  programs  for  the 
prevention  of  drug  abuse.  He 
served  as  chairman  of  his  town’s 
Drug  Abuse  Council  and  de- 


veloped a program  for  community 
leaders.  In  1976,  he  was  ap- 
pointed chairman  of  the  Morris 
County  Drug  and  Alcohol  Coun- 
cil and  in  that  capacity  chaired 
seminars  and  workshops  at  Mor- 
ristown Memorial  Hospital.  In 
1980,  he  was  instrumental  in  the 
development  of  the  first  program 
in  the  state  designed  to  educate 
senior  citizens  about  their 
medications.  Mr.  Gladstein  has 
had  a longstanding  commitment 
to  senior  citizens  medication 
awareness  and  to  the  prevention 
of  drug  abuse,  and  has  been  suc- 
cessful in  fundraising  for  both 
causes. 


The  Sixth  Annual  Governor’s 
Jersey  Pride  Awards  Program  was 
held  on  Friday,  November  20, 
1992,  with  the  presentation  of  14 
awards  to  distinguished  New 
Jerseyans.  The  recipient  of  the 
1992  Clara  Barton  Medical 
Service  Award  was  Lawrence  J. 
Ettinger,  MD,  chief  of  the 
Division  of  Pediatric  Hematology- 
Oncology  and  associate  professor 
of  pediatrics  at  UMDNJ- Robert 
Wood  Johnson  Medical  School. 
AMNJ  and  the  American  Red 
Cross  are  responsible  for  recom- 
mending nominees  for  this 
Award.  □ George  J.  Hill,  MD, 
President 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  we  suggest 
you  make  inquiries  directly  to 
them. 

Allergy 

Tarun  J.  Shah,  MD,  39C  Village  of 
Stoney  Run,  Maple  Shade,  NJ  08052. 
Also,  pediatrics.  Baroda  (India)  1984. 
Board  eligible.  Board  certified 
(PED).  Solo,  partnership,  group. 
Available. 


Emergency  Medicine 
Jayen  Shah,  MD,  P.O.  Box  251, 
Bordentown,  NJ  08505.  Baroda 
Medical  College  1991.  Board  certi- 
fied. Available. 

Gastroenterology 

Steven  Nadler,  MD,  Robert  Wood 
Johnson  University  Hospital,  MEB 
478,  GI  Division,  New  Brunswick, 
NJ  08901.  UMDNJ  1987.  Board 
eligible.  Board  certified  (IM).  Group, 
partnership,  solo.  Available  July 
1993. 

Internal  Medicine 

Gregory  E.  Broslawski,  DO,  57 
Westchester  Terr.,  Annandale,  NJ 


08801.  UMDNJ  1989.  Board  eligible. 
Available  July  1993. 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible. 
Also,  Board  eligible  (PED).  Available 
August  1993. 

Nephrology 

Vinitha  Raghavan,  MD,  7 Over- 
brook Rd.,  Upper  Saddle  River,  NJ 
07458.  Guntur  Medical  College 
(India)  1981.  Board  certified  (IM). 
Group  or  partnership.  Available 
January  1993. 

Occupational/Environmental 

Medicine 

Jan  Lieben,  MD,  2200  Ben  Franklin 
Parkway,  #905  South,  Philadelphia, 
PA  19130.  Liverpool  1943.  Board 
certified.  Part  time,  30  hours/week. 
Available. 

Oncology 

Barry  M.  Yafe,  MD,  107  Forest  St., 
Providence,  RI  02906.  New  York 
University  1984.  Board  certified 
(ONCOL  and  IM).  Group  or 
partnership.  Available. 

Surgery 

Mark  A.  Bartolozzi,  MD,  West- 
chester County  Medical  Center,  P.O. 
Box  17,  Valhalla,  NY  10595.  New 
York  Medical  College  1987.  Board 
eligible.  Partnership.  Available. 

Jayen  C.  Shah,  MD,  P.O.  Box  251, 
Bordentown,  NJ  08505.  Baroda 
Medical  College  1976.  Also, 
emergency  medicine.  Board  eligible. 
Hospital  based  or  office.  Available. 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name__ 

Old  Address  

City State Zip 

New  Address 

City State Zip 


64 


NEW  JERSEY  MEDICINE 


Headache 

in  the  Decade  of  the  Brain 


Saturday,  March  27, 1993, 
8:15  a.m.  to  3:15  p.m. 

The  Eighth  Headache  Symposium  presented  by  the 
Comprehensive  Headache  Center  at  the 
Germantown  Hospital  and  Medical  Center  and 
*Temple  university  School  of  Medicine 


The  1990's  are  "The  Decade  of  the  Brain." 
Join  a panel  of  experts  who  will  explore 
topics  that  will  shape  the  decade. 

Seymour  Solomon,  M.D. 

Montefiore  Medical  Center 

Kathleen  Merikangas,  Ph.D. 

Yale  University 

Marcia  Wilkinson,  M.A.,  D.M.,  F.R.C.P. 

City  of  London  Migraine  Clinic 

Stephen  D.  Silberstein,  M.D. 

The  Germantown  Hospital  and 
Medical  Center 

Register  before  March  6, 1992  by  calling 
(215)  951-8926.  A $25  registration  fee  is 
required  made  payable  to  Tire  Germantown 
Hospital  and  Medical  Center. 


■"Temple  University  School 
of  Medicine  is  accredited 
by  the  Accreditation 
Council  for  Continuing  Medical 
Education  (AAME)  to  sponsor 
Continuing  Education  for 
physicians. 

Temple  University  School  of 
Medicine  designates  this  CME 
activity  for  6 credit  hours  in 
Category  1 of  the  Physicians 
Recognition  Award 
of  the  A.M. A. 


insure  balance,  independence, 
objectivity  and  scientific  rigor  in  all 
its  sponsored  or  jointly  sponsored 
education  programs.  All  faculty 
participating  in  sponsored  or 
jointly  sponsored  programs  by 
Temple  University  School  of 
Medicine  are  expected  to  disclose 
to  the  program  audience  any  real 
or  apparent  conflict^)  of  interest 
related  to  the  content  of  their 
presentation(s). 

-i  Symposium  funding 
1 provided  by  Glaxo,  Inc. 


It  is  the  policy  of  h andSandoz 

Temple  University  * Pharmaceuticals. 

School  of  Medicine,  j ' Additional  funding  by 

Office  for  Continuing  Abbott  Laboratories  and 

Malical  DU  ,LT ! Ll_,  Camrick 

Education  to  COMPREHENSIVE  Laboratories,  Inc. 

HEADACHE  CENTER 


The  Germantown  Hospital  and  Medical  Center 
One  Penn  Boulevard  • Philadelphia,  PA  19144 
(215)  951-8926 
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CONTINUING  EDUCATION 


| DERMATOLOGY  i**  ... 

February 

9 General  Membership  Meeting 

6 P.M.  — Schering  Corporation, 
Kenilworth  ( Dermatological 
Society  ofNJ) 

17  Robert  Wood  Johnson 
Medical  School 
Dermatological  Conference 
6-9  P.M.  — Rutgers  Community 

Health  Plan,  57  U.S.  1,  South, 
New  Brunswick  (UMDNJ,  Div. 
of  Dermatology) 

March 

9 General  Membership  Meeting 

6 P.M.  — Schering  Corporation, 
Kenilworth  (Dermatological 
Society  ofNJ) 

17 

Robert  Wood  Johnson 
Medical  School 
Dermatological  Conference 
6-9  P.M.  — Rutgers  Community 
Health  Plan,  57  U.S.  Highway 
1,  South,  New  Brunswick 
(UMDNJ,  Division  of 
Dermatology) 

1 DIABETES 

1 

February 

March 

Extremity  Amputations 

3 Diabetes  in  Pregnancy 

3 

Prevention  of  Lower 

8-9  A.M.  — Somerset  Medical 

12  NOON-1  P.M. — Southern 

Extremity  Amputations 

Center,  Somerville  (AMNJ  and 

Ocean  County  Hospital, 

9-10  A M — Elizabeth  General 

NJDOH) 

Manahawkin  (AMNJ  and 

Medical  Center,  Elizabeth 

10 

Diabetic  Retinopathy 

NJDOH) 

(AMNJ  and  NJDOH) 

12:30-1:30  P.M. -Kessler 

1 1 Prevention  of  Lower 

5 

Prevention  of  Lower 

Institute  for  Rehabilitation, 

Extremity  Amputations 

Extremity  Amputations 

West  Orange  (AMNJ  and 

12:30-1:30  P.M. -The 

12  NOON-1  P.M.  — South  Jersey 

NJDOH) 

Mountainside  Hospital, 

Hospital  System,  Bridgeton 

24 

Diabetic  Retinopathy 

Montclair  ( AMNJ  and  NJDOH) 

(AMNJ  and  NJDOH) 

and 

12  NOON-1  P.M  — Southern 

24  Diabetes-Related 

10 

Prevention  of  Lower 

31 

Ocean  County  Hospital, 

Cardiovascular  Disease 

Extremity  Amputations 

Manahawkin  (AMNJ  and 

12  NOON-1  P.M.  — Southern 

11:30  A.M.-12:30  P.M  - 

NJDOH) 

Ocean  County  Hospital, 

Rahway  Hospital,  Rahway 

Manahawkin  (AMNJ  and 

(AMNJ  ami  NJDOH) 

NJDOH) 

10 

Prevention  of  Lower 

| INFECTIOUS  DISEASE 

February 

General  Hospital,  Sussex 

Medical  Center,  Toms  River 

1 Identification  and 

(AMNJ  and  NJDOH) 

(AMNJ  ami  NJDOH) 

Management  of  Asymptomatic 

8 

Infection  Control  in  the 

17 

Diabetes-Related 

HIV  Infection 

HIV  Era 

Cardiovascular  Disease 

11:30  A. M. -12:30  P.M  - 

11:30  A.M.-12:30  P.M.— 

10-11  A.M.  — St.  Mary’s 

Columbus  Hospital,  Newark 

Columbus  Hospital,  Newark 

Hospital,  Passaic  (AMNJ  and 

(AMNJ  and  NJDOH) 

(AMNJ  and  NJDOH) 

NJDOH) 

3 Review  of  New  Antibiotics 

8 

Diagnosis  and  Treatment  of 

17 

Identification  and 

10:30-11:30  A.M.  — St.  Mary  s 

AIDS 

Management  of  Asymptomatic 

Hospital,  Passaic  (AMNJ) 

12  NOON-1  P.M  — St.  Mary’s 

HIV  Infection 

3 Identification  and 

Hospital,  Hoboken  (AMNJ  ami 

9-10  A.M.  — Runnells 

Management  of  Asymptomatic 

NJDOH) 

Specialized  Hospital,  Berkeley 

HIV  Infection 

10 

Identification  and 

Heights  (AMNJ  and  NJDOH) 

11:30  A.M.-12:30  P.M- 

Management  of  Asymptomatic 

18 

Identification  and 

Hamilton  Hospital,  Trenton 

HIV  Infection 

Management  of  Asymptomatic 

(AMNJ  and  NJDOH) 

8-9  A.M.  — Somerset  Medical 

HIV  Infection 

4 Psychiatric  Aspects  of  AIDS 

Center,  Somerville  (AMNJ  and 

1:30-2:30  P.M.  — Essex  County 

8-9  A M.  — Bamert  Hospital, 

NJDOH) 

Hospital  Center,  Cedar  Grove 

Paterson  (AMNJ  and  NJDOH) 

16 

Integrating  TB  Management 

(AMNJ  and  NJDOH) 

8 Infection  Control  in  Private 

into  Care  of  the  HIV-Infected 

22 

Integrating  TB  Management 

Office  Settings 

Patient 

into  Care  of  the  HIV-Infected 

7-8  P.M. — Wallkill  Valley 

12  NOON-1  P.M. — Community 

Patient 
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NEW  JERSEY  MEDICINE 


Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


JANUARY  1993 


FEBRUARY  1 993  MARCH  1 993 


JANUARY  6th 

Lupus  Nephritis:  Clinical  Course  and 
Therapy— 1993 

Gerald  B.  Appel , M.D. 

Professor  of  Clinical  Medicine,  Director, 
Clinical  Nephrology, 
Columbia-Presbyterian  Medical  Center, 
New  York,  NY 

JANUARY  13th 

Experimental  Mitral  Regurgitation: 

The  Heart  and  Sarcomere 

James  F.  Spann,  M.D. 

Professor  of  Medicine,  Director,  Division 
of  Cardiology,  Director,  Gazes  Cardiac 
Research  Institute,  Medical  University  of 
South  Carolina,  Charleston 

The  Adrenergic  Nervous  System  in 
Heart  Failure 

Michael  R.  Bristow,  M.D. , Ph.D. 

Professor  of  Medicine,  Head,  Division  of 
Cardiology,  University  of  Colorado  Health 
Center,  Denver 

JANUARY  20th 
Hypercoagulation 

S.  Benham  Kahn,  M.D. 

Professor  and  Vice  Chair  of  Neoplastic 
Diseases,  Hahnemann  University 

JANUARY  27th 

Metabolism  of  Alcohol  and  Associated 
Hepatic  and  Metabolic  Disorders 

Charles  Lieber,  M.D. 

Professor  of  Medicine  & Pathology, 

Mount  Sinai  School  of  Medicine,  Director, 
GI-Liver  Training  Program  and  Alcohol 
Research  & Treatment  Center,  Bronx, 

VA  Medical  Center,  Bronx,  NY 


FEBRUARY  3rd 
Parkinsonism: 

Cognitive  Abnormalities 

David  Roeltgen,  M.D. 

Associate  Professor  of  Neurology 
Department  of  Neurology 
Hahnemann  University 
Present  Pharmacological  Therapy 
Norman  Leopold,  D.O. 

Clinical  Associate  Professor  of  Neurology 

Department  of  Neurology 

Hahnemann  University 

Investigative  Treatments:  Fetal  Tissue 

Transplantation 

Jay  S.  Schneider,  Ph.D. 

Associate  Professor  of  Neurology 
Department  of  Neurology 
Hahnemann  University 

FEBRUARY  10th 

Hypercholesterolemia:  A Second  Opinion 

Sylvan  L.  Weinberg,  M.D. 

Clinical  Professor  of  Medicine,  Wright 
State  University  School  of  Medicine, 
Chairman  of  Cardiology,  Good  Samaritan 
Hospital,  Dayton 

FEBRUARY  17th 

Treatment  of  Human  Immunodeficiency 
Virus  Infection 

Martin  Hirsch,  M.D. 

Professor  of  Medicine,  Harvard  Medical 
School,  Infectious  Diseases  Unit, 
Massachusetts  General  Hospital,  Boston 

FEBRUARY  24th 
Legionella 

Victor  Yu,  M.D. 

Professor  of  Medicine,  University  of 
Pittsburgh  School  of  Medicine 
Chief,  Infectious  Diseases  Section, 

VA  Medical  Center,  Pittsburgh,  PA 


MARCH  3rd 

Critical  Reading  of  the  Medical 
Literature 

Robert  H.  Fletcher,  M.D. 

Editor,  Annals  of  Internal  Medicine, 
Philadelphia 

MARCH  10th 

Review  of  Current  Classification  of 
Pemphigus 

John  R.  Stanley,  M.D. 

Senior  Investigator,  Dermatology  Branch, 
National  Institutes  of  Health,  Bethesda, 
Maryland 

MARCH  17th 

Clinical  Pathological  Case  Presentation 

Brad  B.  Moore,  M.D. 

Sunil  Natrajan,  M.D. 

Savas  Petrides,  M.D. 

W.  Clay  Wamick,  M.D. 

Chief  Medical  Residents,  Hahnemann 
University 

MARCH  24th 

Skeletal  Changes  in  Spaceflight 

Sara  Bond  Amaud,  M.D. 

Research  Scientist,  Life  Science  Division, 
University  of  California/San  Francisco 

MARCH  31st 

Acute  Myocardial  Infarction  in  the  ’90s 

J.  Ward  Kennedy,  M.D. 

Professor  of  Medicine,  Director,  Division 
of  Cardiology,  University  of  Washington 
School  of  Medicine,  Seattle 


Wednesday  Medical  Seminar  Series 


JANUARY  13, 1993 

Mechanisms  and  Treatment  of  Congestive 
Heart  Failure 

James  F.  Spann,  M.D. 

Michael  R.  Bristow,  M.D.,  Ph.D. 
Course  Directors:  Marc  Cohen,  M.D., 
Susan  Brozena,  M.D. 


8:30  a.m.  to  3:30  p.m. 

FEBRUARY  17, 1993 
Treatment  of  HIV  and  HIV-Related 
Opportunistic  Infections 

John  G.  Bartlett,  M.D.,  Martin  Hirsch,  M.D. 
Rob  Roy  MacGregor,  M.D.,  Peter  Selwyn,  M.D. 
Course  Director:  John  Molavi,  M.D. 


MARCH  10, 1993 

Dermatology:  Immunopathologic 
Mechanisms  and  Treatment  of  Selected 
Vesiculobullous  Disorders 

John  R.  Stanley,  M.D. 

Ernst  H.  Beutner,  Ph.D. 

Course  Director:  Richard  Spielvogel,  M.D. 


Seminar  Director:  Allan  B.  Schwartz.  M.D..  Professor  and  Vice  Chan  of  Medicine.  Director. 
Continuing  Medical  Education  for  the  Department  of  Medicine 

Conflict  of  Interest  Statement:  All  faculty  participating  in  continuing  medical  education  pro- 
grams sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real  or 
apparent  conflictls)  of  interest  related  to  the  content  of  their  presentation. 


Statement  of  Accreditation:  As  an  organization  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME).  Hahnemann  University  designates  this  continuing 
medical  education  activ ity  as  Category  I of  the  Phy  sician's  Recognition  Aw  aid  of  the 
American  Medical  Association.  One  credit  hour  may  be  claimed  lor  each  hour  of  participation 
by  the  individual  physician. 
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1:30-2:30  P.M. -Kimball 
Medical  Center,  Lakewood 
(AMNJ  and  NJDOH) 

23  Infection  Control  in  the 
HIV  Era 


2-3  P.M. — New  Jersey  Veterans 
Home,  Paramus  (AMNJ) 

24  Infection  Control  in  the 
HIV  Era 

1:30-2:30  P.M. — Essex  County 


Hospital  Center,  Cedar  Grove 
(AMNJ  and  NJDOH) 


MEDICINE 


February 

1  Medical  Aspects  of  Behavior 
Management 
1-2  P.M.  — New  Lisbon 
Developmental  Center, 

New  Lisbon  (AMNJ) 

3 Medical  Problems  in  the 

Elderly 

9-10  A.M. — Warren  Hospital, 
Phillipsburg  (AMNJ  and 
NJDOH) 

3 Medical  Problems  in  the 

Elderly 

9-10  A M.  — Elizabeth  General 
Medical  Center,  Elizabeth 
(AMNJ  and  NJDOH) 

3 Endocrinology  Grand  Rounds 

11:30  A.M. -1  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

3 Interhospital  Endocrine 
Rounds 

3:30-5  P.M. — Rotating  hospitals 
in  Newark  and  East  Orange 
(AMNJ) 

4 Urinary  Incontinence  in  the 
Elderly 

1:30-2:30  P.M.  — Essex  County 
Hospital  Center,  Cedar  Grove 
(AMNJ) 

8 Ultrasound  in  Obstetrics/ 

Gynecology 

1:30-2:30  P.M. — Woodbridge 


Developmental  Center, 
Woodbridge  (AMNJ) 

10  Laparoscopic 

Cholecystectomy 
10-11  A.M.  — St.  Mary  s 
Hospital,  Passaic  (AMNJ) 

10  Endocrinology  Grand  Rounds 
11:30  A.M. -1  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

10  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Hospitals  in 
Newark  and  East  Orange 
(AMNJ) 

16  Cardiac  Disease  in  the  Renal 
Failure  Patient 

6:30-8  P.M.  — Overlook 
Hospital,  Summit  (Nephrology 
Society  of  NJ) 

17  Endocrinology  Grand  Rounds 
11:30  A. M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

17  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and  East  Orange 
(AMNJ) 

18  Clinical  Significance  of 
Circadian  Variation  in 
Coronary  Artery  Disease 
5-6  P.M.  — Somerset  Medical 
Center,  Somerville  (Somerset 
Medical  Center) 


18  Renal  Sinuses:  Imaging, 
Curios,  and  Caveats 
4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

18  Growth  Hormone  Therapy 
12  NOON-1  P.M  — The 
Hospital  Center  at  Orange, 
Orange  (AMNJ) 

19  Management  of  Abdominal 
Emergencies 

10:30-11:30  A.M.  — Marlboro 
Psychiatric  Hospital,  Marlboro 
(AMNJ) 

24  Endocrinology  Grand  Rounds 
11:30  A. M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

24  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and  East  Orange 
(AMNJ) 

25-  Orthotics:  A Comprehensive 
28  Course 

All  day — Kessler  Conference 
Center,  West  Orange  (Kessler 
Institute  for  Rehabilitation) 

26  Advances  in  Antibiotic 
Therapy 

10:45-11:45  A.M. — Greystone 
Park  Psychiatric  Hospital, 
Greystone  Park  (AMNJ) 

March 

2 Calcium  Absorption 
Abnormalities 

12  NOON-1  P.M  — The 
Hospital  Center  at  Orange, 
Orange  (AMNJ) 

3 Endocrinology  Grand  Rounds 
11:30  A.M. -1  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

3 Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and  East  Orange 
(AMNJ) 

4 Physician  Payment  Reform 

8-9  A.M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 

10  New  Muscle  Relaxant 

8-9  P.M. — West  Jersey 
Hospital,  Voorhees  (AMNJ) 

10  Endocrinology  Grand  Rounds 

11:30  A. M.-l  P.M. — VA  Medical 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name  

Old  Address^ 

City State Zip 

New  Address 

City State Zip 
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Seminar  on 

CURRENT  CONTROVERSIES  IN 
ASSISTED  REPRODUCTIVE 
TECHNOLOGY 

Presented  by 

SETON  HALL  UNIVERSITY 
SCHOOL  OF 

GRADUATE  MEDICAL  EDUCATION 
Thursday,  March  18,  1993 

8:45  a.m. -12:30  p.m. 

Johnson  Auditorium 

St.  Joseph’s  Hospital  & Medical  Center 
Main  Street,  Paterson,  NJ 


Moderator:  Alfredo  Garcia,  M.D. 

Chief,  Division  of  Reproductive 
Endocrinology  & Infertility 
St.  Joseph’s  Hospital  & Medical  Center 
Paterson,  NJ 


New  Advances  in  Assisted  Reproductive  Technology: 

Ekkehard  Kemmann,  M.D. 

UMDNJ  Robert  Wood  Johnson 
Medical  School 
New  Brunswick,  NJ 


Super  Ovulation  & Intrauterine  Insemination  vs  GIFT : 

Gregory  Corson,  M.D. 

UMDNJ  Robert  Wood  Johnson 
Medical  School 
New  Brunswick,  NJ 


Induction  of  Ovulation  in  Patients  Over  Forty: 

Mark  Ransom,  M.D. 

UMDNJ  Robert  Wood  Johnson 
Medical  School 
New  Brunswick,  NJ 


For  additional  information  and  registration  contact: 
Lilliam  Palumbo,  Ph.D. 

Seton  Hall  University 
Presidents  Hall 
So.  Orange,  NJ  07079 
Telephone:  (201)  761-9631 


The  AMERICAN  COLLEGE  OF  OBSTETRICIANS  & 
GYNECOLOGISTS  has  assigned  3 cognates  (Formal 
Learning)  to  this  program. 

Seton  Hall  University  is  accredited  by  the  Medical 
Society  of  New  Jersey  to  sponsor  continuing  Medical 
Education  for  physicians. 

Seton  Hall  University  School  of  Graduate  Medical 
Education  designates  this  continuing  Medical  Educa- 
tion Activity  for  3 credit  hours  in  Category  1 of  the 
Physician’s  Recognition  Award  of  The  American 
Medical  Association. 


JUNE  7-1 1th,  1993 

Update  Your  Medicine  nineteenth  annual 
practical  CME  course  with  Hands-on  work- 
shops. Sponsored  by  Cornell  University  Medical 
College  in  New  York  City  and  the  Association 
of  Practicing  Physicians  of  The  New  York 
Hospital.  39  Category  I AMA-PRA  credit.  Also 
elective  credit  by  AAFP.  Info:  Lila  A.  Wallis,  MD, 
Director  and  Debora  A.  Laan,  Coordinator/445 
East  69th  Street,  Olin  328,  New  York,  NY  10021. 
Telephone:  212-746-4752. 


Hahnemann 

University 

Department  of  Anesthesiology  and 
Office  of  Continuing  Education 

present 

a 2-1/2  day 

ANESTHESIOLOGY 
MINI  REFRESHER  COURSE 

for 

Anesthesiologists,  Anesthesia  Residents, 
and  Nurse  Anesthetists 

•who  are  preparing  for  the  re -certification  examination 
in  anesthesiology  (CDQ) 

•who  have  finished  anesthesia  training  and  are  now 
preparing  for  the  ABA  examination 
•who  are  a practicing  anesthesiologist  or  certified  nurse 
anesthetist  wishing  to  refresh  your  knowledge  in  anesthesia 
•who  are  looking  for  a worthwhile  and  educational  opportunity 
to  earn  21  Category  I CME  or  AANA  credits 

March  5,6,7,  1993 
Holiday  Inn,  City  Line,  Philadelphia 

For  information  call:  215-762-8263 
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Center,  East  Orange  (AMNJ) 

10  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and  East  Orange 
(AMNJ) 

12  Urinary  Tract  Infections 
10:30-11:30  A.M.— Marlboro 
Psychiatric  Hospital,  Marlboro 
(AMNJ) 

13-  34th  Annual  NJ  Postgraduate 
14  Anesthesia  Seminar 

Hyatt,  Cherry  Hill  (AMNJ  and 
NJ  State  Society  of 
Anesthesiologists) 

15-  Review  Course  in  Physical 
16  Medicine  and  Rehabilitation 
8 A.M.-5  P.M.  — Ramada  Hotel, 
East  Hanover  (Kessler  Institute 
for  Rehabilitation) 

16  Extrahematologic 
Consequences  of 


ONCOLOGY  AND  RADIATION 


February 

2 Breast  Cancer 

12  NOON-1  P.M. —The 
Hospital  Center  at  Orange, 
Orange  (AMNJ) 

25  Scientific  Meeting 


Erythropoietin  Therapy 
Overlook  Hospital,  Summit 
(Nephrology  Society  of  NJ) 

17  Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M  — VA  Medical 
Center,  East  Orange  (AMNJ) 

17  Interhospital  Endocrine 
Rounds 

3:30-5  P.M. — Rotating  hospitals 
in  Newark  and  East  Orange 
(AMNJ) 

18  Treatment  of  Acid-Related 
Gastroesophageal  Diseases 
5-6  P.M.  — Somerset  Medical 
Center,  Somerville  (Somerset 
Medical  Center ) 

24-  41st  Annual  Meeting  and 

28  Scientific  Assembly 

Merv  Griffin’s  Resorts  and 
Casino  Hotel,  Atlantic  City 
(NJ  Academy  of  Family 
Physicians) 


6:30-9:30  P.M. — The  Manor, 
West  Orange  (Head  and  Neck 
Oncology  Section,  AMNJ) 

March 

3 Clinical  Abstract  Meeting 


24  Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

24  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and  East  Orange 
(AMNJ) 

26  Emergency  Medicine 

10:45-1 1:45  A M. — Greystone 
Park  Psychiatric  Hospital, 
Greystone  Park 
(AMNJ) 

31  Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

31  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and  East  Orange 
(AMNJ) 


1:30-2:30  P.M. — The  Manor, 
West  Orange  (AMNJ) 

24  Scientific  Meeting 

6:30-9:30  P.M. — The  Manor, 
West  Orange  (Radiation 
Oncology  Section,  AMNJ) 


RADIOLOGY 


February 

18  Radiology  of  the  Bladder 

7:30-10  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 
(Radiological  Society  ofNJ 
and  AMNJ) 

25  Visiting  Professor  Lecture 


1:30-5  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 
(Department  of  Radiology) 

March 

18  Scientific  Meeting 

7:30-10  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 


(Radiological  Society  of  NJ 
and  AMNJ) 

25  Visiting  Professor  Lecture 
1:30-5  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 
(Department  of  Radiology) 
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f-  \ 

PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

I Cardiology 
Update  ^ 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 


Wednesday,  February  3,  1993 

Risk  Factors  for  Coronary  Heart  Disease 

Moderator:  Mariell  Jessup,  M.D. 


3:00-3:30  Modification  and  reduction  of  risk  factors:  A clinical 
reality?— Steven  A.  Silber,  M.D. 

3:30-4:00  What  drugs  reverse  left  ventricular  hypertrophy  in  patients  with 
hypertension?— Diane  Jorkasky,  M.D. 

Case  Presentations —Bennett  D.  Schalet,  D.O. 

Panel  Discussion— Norman  Feinsmith,  M.D., 

Diane  Jorkasky,  M.D.,  Steven  A.  Silber,  M.D. 


■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits * 

■ bio  Registration  Fee 

■ Call  for  Reservations  215-662-8627 


Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  arid  the  Pennsylvania  Medical  Society  Membership 
requirement,  tiine  sessions,  18  credits. 
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IN  MEMORIAM 


MILDRED  T.  BOHNE 


Mildred  Thompson  Bohne, 
MD,  passed  away  on  May  15, 
1992.  Dr.  Bohne  was  born  on 
June  29,  1917,  in  Chicago,  Il- 
linois. Dr.  Bohne  was  an 
anesthesiologist.  She  attended 
Cornell  University  Medical  Col- 
lege, New  York,  and  was  awarded 
a medical  degree  in  1941.  The 
following  year  she  received  a 
New  Jersey  medical  license.  Dr. 
Bohne  completed  an  internship  at 
Jersey  City  Medical  Center  and  a 


residency  at  Presbyterian 
Hospital,  New  York.  Dr.  Bohne 
was  affiliated  with  Overlook 
Hospital,  Summit,  and  Veterans 
Administration  Medical  Center, 
Lyons.  Dr.  Bohne  was  a member 
of  our  Union  County  component 
and  of  the  American  Medical  As- 
sociation, and  a diplomate  of  the 
American  Board  of  Anesthesi- 
ology. She  also  served  as  vice- 
president  of  the  New  Jersey 
Society  of  Anesthesiologists. 


MAURICE  Y.  BYER 


We  received  word  of  the  death 
of  Maurice  Yale  Bver,  MD,  on 
August  13,  1992.  Dr.  Byer  was 
born  on  November  18,  1906,  in 
Trenton.  He  was  a 1934  graduate 
of  Georgetown  University  School 
of  Medicine,  Washington,  DC, 
and  received  his  New  Jersey 
medical  license  in  1935.  Dr.  Byer 
was  a general  practitioner  in 


Trenton,  and  was  affiliated  with 
St.  Francis  Medical  Center,  Tren- 
ton. Dr.  Byer  was  a member  of 
our  Mercer  County  component, 
of  the  American  Medical  Associa- 
tion, and  of  the  Medical  Journal 
Club  of  Trenton,  and  a fellow  of 
the  American  Academy  of  Family 
Practice.  Dr.  Byer  was  a World 
War  II  veteran. 


FRANCIS  A.  DEITMARING 


Seventy-five-year-old  Francis 
Anthony  Deitmaring,  MD,  of 
North  Bergen,  passed  away  on 
July  17,  1992.  He  was  born  in 
Weehawken,  on  October  6,  1916. 
Dr.  Deitmaring,  a 1942  graduate 
of  Jefferson  Medical  College, 
Philadelphia,  practiced  in  North 
Bergen.  He  was  on  staff  at  North 
Hudson  Hospital,  Weehawken; 
Meadowlands  Hospital  Medical 
Center,  Secaucus;  and  Palisades 
General  Hospital,  North  Bergen. 
During  his  medical  career,  Dr. 


Deitmaring  was  a physician  for 
the  Guttenberg  fire  and  police  de- 
partments, for  the  town  of  North 
Bergen,  and  for  Anna  L.  Klein 
School,  Guttenberg.  He  also 
served  as  past-president  of  our 
Hudson  County  component  and 
of  the  North  Bergen  Physician’s 
Society.  Dr.  Dietmaring  was  a 
family  practitioner.  He  was  a 
flight  surgeon  in  the  United 
States  Air  Force  during  the 
Korean  conflict. 


PETER  J.  DULLIGAN,  JR 


We  have  received  word  of  the 
death  of  Peter  James  Dulligan,  Jr, 
MD,  on  July  12,  1992.  Dr. 

Dulligan  was  bom  in  Brooklyn, 
New  York,  on  September  28, 
1915.  After  being  awarded  a 
medical  degree  from  Long  Island 
College  of  Medicine,  New  York, 


in  1941,  Dr.  Dulligan  served  in 
the  United  States  Navy  until 
1946.  An  orthopedic  surgeon,  Dr. 
Dulligan  practiced  in  Teaneck, 
and  was  an  attending  at  Holy 
Name  Hospital,  Teaneck.  Dr. 
Dulligan  was  a member  of  our 
Bergen  County  component;  a 
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fellow  of  the  American  College  of  Surgery.  Dr.  Dulligan  resided  in 
Surgeons;  and  a diplomate  of  the  Tenafly. 

American  Board  of  Orthopedic 


HYMAN  FRIEDMAN 


We  have  received  word  of  the 
death  of  Hyman  Friedman,  MD. 
Born  in  1899  in  New  York  City, 
Dr.  Friedman  passed  away  on 
August  26,  1992.  Dr.  Friedman 
was  awarded  a medical  degree 
from  Chicago  Medical  School,  Il- 
linois, in  1924.  Dr.  Friedman  was 


a radiologist  and  was  on  staff  at 
Irvington  General  Hospital.  He 
was  a member  of  our  Essex  Coun- 
ty component  and  of  the  Ameri- 
can Medical  Association.  Dr. 
Friedman  resided  in  East  Orange 
and  Irvington  and  had  retired  to 
Florida. 


C.  SCOTT  MCKINLEY 


A 1938  graduate  of  the  Univer- 
sity of  Pennsylvania  School  of 
Medicine,  Philadelphia,  C.  Scott 
McKinley,  MD,  died  on  August 
11,  1992.  Dr.  McKinley  was  79 
years  old.  He  was  born  in 
Philadelphia,  on  January  4,  1913, 
and  resided  in  Warren  Township 
and  Harvey  Cedars.  Dr. 
McKinley  completed  an  in- 
ternship and  residency  at  the 
University  of  Pennsylvania, 
Philadelphia.  Dr.  McKinley’s 
medical  career  included  director 
of  the  West  Virginia  Bureau  of 


Industrial  Hygiene,  and  medical 
director  for  Union  Carbide 
Plastic,  Piseataway.  Dr.  McKinley 
was  affiliated  with  Somerset 
Medical  Center,  Somerville.  He 
was  a member  of  our  Somerset 
County  component,  of  the  War- 
ren Board  of  Health,  of  the 
American  Medical  Association,  of 
the  American  Industrial  Medical 
Association,  and  of  the  Industrial 
Medical  Association  of  New 
Jersey.  Dr.  McKinley  also  was  a 
diplomate  of  the  American  Board 
of  Occupational  Medicine. 


ROBERT  A.  MURPHY 


We  regret  to  announce  the 
death  of  Robert  Augustus 
Murphy,  MD,  on  August  30, 
1992.  He  was  born  on  January  29, 
1922,  in  Florence.  Dr.  Murphy 
was  awarded  a medical  degree 
from  Jefferson  Medical  College, 
Philadelphia,  in  1946.  While  serv- 
ing in  the  United  States  Navy 
from  1946  to  1949,  Dr.  Murphy 
completed  an  internship.  He 


completed  a residency  at  Hahne- 
mann University,  Philadelphia, 
from  1949  to  1951.  An  anesthesi- 
ologist, Dr.  Murphy  was  on  staff 
at  Burlington  County  Hospital, 
Mount  Holly,  and  at  Zurbrugg 
Memorial  Hospital,  Riverside. 
Dr.  Murphy  was  treasurer  of  our 
Burlington  County  component, 
and  a diplomate  of  the  American 
Board  of  Anesthesiology. 


CHARLES  L.  QUAGLIERI 


Born  in  Hoboken,  on  March 
24,  1912,  Charles  Louis  Quaglieri, 
MD,  passed  away  on  August  21, 
1992.  Dr.  Quaglieri  was  awarded 
a medical  degree  from  the  Facul- 
ty of  Medicine  University  of  Na- 
ples, Italy,  in  1938.  Dr.  Quaglieri 
completed  a residency  at  St. 
Mary  s Hospital,  Hoboken.  An  in- 
ternist, Dr.  Quaglieri  practiced  in 
Hoboken.  During  his  lengthy 
medical  career.  Dr.  Quaglieri  was 
director  of  medicine  at  St.  Mary’s 


Hospital  from  1960  to  1972  and 
was  chief  of  cardiology  from  1972 
to  1976.  He  also  was  affiliated 
with  Jersey  City  Medical  Center 
and  B.S.  Pollack  Hospital,  Jersey 
City.  Dr.  Quaglieri  was  a member 
of  our  Hudson  County  compo- 
nent and  of  the  American  Medical 
Association,  and  a fellow  of  the 
American  College  of  Cardiology 
and  of  the  American  College  of 
Chest  Physicians. 
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MICHAEL  PIACENTINI 


We  regret  to  announce  the 
death  of  Michael  Piacentini,  MD, 
on  July  10,  1992.  Dr.  Piacentini 
was  bom  in  Barile,  Italy,  on 
August  1,  1924.  He  was  awarded 
a medical  degree  from  the  Uni- 
versity of  Siena,  Italy,  in  1950. 
Dr.  Piacentini  practiced  medicine 
in  Italy  from  1950  to  1958  before 
coming  to  the  United  States.  Dr. 
Piacentini  received  his  New  York 
medical  license  in  1967;  the 
following  year  he  received  his 
New  Jersey  medical  license.  He 
completed  an  internship  at  St. 
Mary’s  Hospital,  Hoboken,  and  at 
Jersey  City  Medical  Center;  a re- 
sidency at  Maimonides  Hospital 
and  at  Long  Island  Jewish 
Hospital,  both  in  New  York;  and 
a fellowship  at  Presbyterian 


Hospital,  Newark.  During  his 
medical  career  as  a thoracic  and 
cardiovascular  surgeon,  Dr. 
Piacentini  practiced  in  Asbury 
Park,  and  was  on  staff  at  Point 
Pleasant  Hospital;  Monmouth 
Medical  Center,  Long  Branch; 
Jersey  Shore  Medical  Center;  and 
Medical  Center  of  Ocean  County, 
Point  Pleasant.  Dr.  Piacentini  re- 
cently was  awarded  the  Medical 
Center  of  Ocean  County’s  Annual 
Physician  Recognition  Award.  He 
was  a member  of  our  Monmouth 
County  component  and  of  the 
Queens  County  Medical  Society, 
and  a diplomate  of  the  American 
Board  of  Surgery  and  of  the 
American  Board  of  Thoracic 
Surgery. 


RAUL  PIETRI 


At  the  grand  age  of  93,  Raul 
Pietri,  MD,  passed  away  on  July 
10,  1992.  Dr.  Pietri  was  born  in 
Puerto  Rico,  on  October  4,  1898. 
He  emigrated  to  the  United 
States  in  1910.  Dr.  Pietri  was 
awarded  a medical  degree  from 
New  York  University  School  of 
Medicine,  New  York,  in  1921.  He 
completed  a residency  at 
Bellevue  Hospital,  New  York. 
Specializing  in  neurology  and 
psychiatry.  Dr.  Pietri  practiced  in 
Asbury  Park.  During  his  medical 
career.  Dr.  Pietri  was  a faculty 
member  at  Columbia-Presby- 
terian  Hospital,  New  York,  and 
was  affiliated  with  the 


Neurological  Institute,  New  York; 
Jersey  Shore  Medical  Center, 
Neptune;  Monmouth  Medical 
Center,  Long  Branch;  and  Kim- 
ball Medical  Center,  Lakewood. 
He  was  a member  of  our  Mon- 
mouth County  component,  of  the 
American  Medical  Association,  of 
the  Association  for  Research  in 
Nervous  and  Mental  Diseases,  of 
the  New  Jersey  Neuro-Psychiatric 
Association,  and  of  the  New  York 
Academy  of  Medicine.  He  also 
was  a diplomate  of  the  American 
Board  of  Psychiatry  and 
Neurology.  Dr.  Pietri  resided  in 
West  End  and  Allenhurst. 


FRANCESCO  A.  RIZZO 


Creskill  resident  Francesco  An- 
tonio Rizzo,  MD,  passed  away  on 
August  22,  1992.  Dr.  Rizzo  was 
bom  in  Italy  on  November  21, 
1928.  He  was  awarded  a medical 
degree  from  the  Faculty  of 
Medicine  University  of  Naples, 
Italy,  in  1956.  He  practiced 
medicine  in  Italy  before  coming 
to  the  United  States  in  1958.  He 
completed  an  internship  at  Christ 
Hospital,  Jersey  City,  in  1959, 
and  a residency  at  Will  Rogers 


Memorial  Hospital,  Saranac  Lake, 
New  York,  at  Westchester  Square 
Medical  Center,  New  York,  and 
at  Hebrew  Home  and  Hospital  of 
New  Jersey,  Jersey  City.  He  re- 
ceived his  New  Jersey  medical 
license  in  1966.  Dr.  Rizzo  was  an 
internist  and  practiced  in  Dumont 
and  was  affiliated  with  Engle- 
wood Hospital.  He  was  a member 
of  our  Essex  County  component. 
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EDITOR  S DESK 


MIND  OVER  MATTER 


Psyche,  in  Greek  mythology, 
was  a princess  so  beautiful  that 
she  incurred  the  jealously  of 
Aphrodite,  mother  of  Eros 
(Cupid).  Aphrodite  ordered  her 
son  to  pierce  Psyche  with  one  of 
his  arrows  so  that  the  unfortunate 
princess  would  fall  in  love  with 
the  next  individual  she  met, 
preferably  someone  quite  unde- 
sirable. Distracted  by  her  charms, 
Eros  accidentally  scratched 
himself  with  an  arrow  and  fell  in 
love  irrevocably.  Apuleius,  writ- 
ing in  the  2nd  century  A.D.,  re- 
lates how  the  Pythian  oracle 
warned  the  king  and  queen  that 
Psyche  would  wed  no  mortal, 
how  Zephyrus,  the  west  wind, 
brought  her  to  the  place  where 
she  wed  Eros,  how  she  lost  him, 
and  how  they  were  reconciled. 
The  tale  suggests  purification  and 
freeing  of  the  soul  through  suffer- 
ing. The  etymologic  dictionary 
lists  psyche  as  a noun  meaning  1) 
the  human  soul;  2)  the  mind,  from 
the  Greek  “breath,  life,  spirit, 
soul,  mind,”  derived  from  “to 
breathe,  blow;  to  make  cold.”  It 
compares  the  word  psyche  with 
the  Latin  spiritus,  meaning 
“breath  of  life,  soul,  mind,  spirit,” 
that  derives  from  spirare,  mean- 
ing “to  breathe.”  The  dictionary 
also  compares  it  with  the  Hebrew 
nephesh  meaning  “soul,  life,  and 
person,”  meaning  “that  which 
breathes,”  and  which  comes  from 
n-ph-sh,  meaning  “to  breathe.” 
Thus,  one  can  easily  understand 
how  psyche  has  come  to 
represent  the  entire  mental  struc- 
ture, not  just  the  “soul”  and  how 
it  gave  birth  to  words  like 
psychiatry,  psychology,  psychotic, 
and  psychosomatic. 

In  prehistoric  and  ancient 
times,  individuals  who  exhibited 
deranged  behavior  were  con- 
sidered to  be  inhabited  by  de- 
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mons,  gods,  spirits,  and  other 
supernatural  forces.  Primitive 
tribes  frequently  believed  that  the 
loss  of  a man’s  soul,  especially 
during  daylight  hours,  led  to  sick- 
ness, insanity,  or  death.  (Many 
cultures  and  tribes  in  today’s 
world  still  adhere  to  some  of 
these  beliefs.)  Afflicted  in- 
dividuals usually  were  treated 
symptomatically,  but  trephining, 
which  goes  back  at  least  10,000 
years,  sometimes  was  done  to  re- 
lease noxious  spirits  or  demons. 
The  supposedly  more  enlightened 
Hippocrates  and  Galen,  who  in- 
fluenced medical  thinking  for  two 
millenia,  felt  that  the  body  was 
affected  by  the  four  humors: 
blood,  phlegm,  yellow  bile,  and 
black  bile.  Disease  and  personali- 
ty were  affected  by  the  proportion 
of  those  elements  and  today  we 
still  recognize  the  sanguine, 
bilious,  and  phlegmatic  in- 
dividuals. If  there  was  too  much 
black  bile  or  dry  phlegm, 
melancholia  resulted  and  was 
treated  by  baths,  diets,  emetics, 
and  the  like. 


In  succeeding  centuries,  men- 
tal illness  occasionally  was  treated 
with  compassion.  The  enlighten- 
ment of  Arab  medicine  shone  in 
the  8th  to  the  13th  centuries  with 
the  establishment  of  asylums  in 
Damascus,  Cairo,  and  Baghdad. 
The  first  true  hospital  for  the  in- 
sane was  established  in  Valencia, 
Spain,  in  1409.  In  Europe  during 
the  Middle  Ages,  the  mentally  ill 
sometimes  were  treated  in 
monasteries,  other  religious 
houses,  or  hospitals  run  by  the 
clergy.  De  Proprietatibus  Rerum, 
written  by  an  English  Franciscan 
friar,  distinguished  between 
physical  and  psychologic  causes 
of  mental  illness  and  prescribed 
rest,  sedation,  and  music  therapy 
for  those  violently  disturbed. 

More  often,  the  afflicted  were 
treated  with  neglect,  by  shameful 
persecution,  and  by  physical 
punishment.  Ordinary  people  re- 
jected psychotics  and  made  them 
social  outcasts  like  lepers.  Be- 
cause unruly  behavior  associated 
with  mental  illness  was  ascribed 
to  demons,  evil  forces,  witchcraft, 
and  even  heresy,  torture,  im- 
prisonment, and  death  were  the 
frequent  results  of  the  misguided 
attempts  to  exorcize  demons,  re- 
move heresy,  and  prevent  con- 
tagion. The  Lunatics  Tower  of 
Vienna,  which  exhibited  its  pa- 
tients like  animal  showpieces,  was 
one  of  the  major  drawing  cards  of 
that  city  and  it  did  not  close  its 
doors  until  1853. 

But  the  prime  example  of  the 
bizarre  practices  of  the  era  was 
the  priory  of  Mary  of  Bethlehem, 
converted  as  a royal  foundation  to 
an  insane  asylum  in  London  in 
1547  and  better  known  as 
Bedlam,  a corruption  of  Bethle- 
hem. The  brutality  considered  ap- 
propriate to  the  inmates  can  be 
understood  from  one  of  the 
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medical  teachings  of  the  day,  1 
do  advertyse  every  man  which  is 
madde  or  lunatycke  or  frantycke 
or  demonyack  to  be  kept  in 
safegarde  in  some  close  house  or 
chamber  where  there  is  lytell 
lights;  and  that  he  have  a keeper 
the  which  the  madde  man  do 
fear.”  It  was  one  of  the  prime 
attractions  in  London  and  was  vis- 
ited by  those  in  all  strata  of  socie- 
ty, including  Steele,  who  wrote 
that  schoolboys  should  see 
“Bedlam,  and  the  other  places 
which  are  entertainment  to  raw 
minds,  because  they  strike 
forcibly  upon  the  imagination. 

The  17th  and  18th  centuries 
showed  remarkable  growth  in  the 
understanding  of  the  scientific 
basis  of  medicine  and  surgery. 
This  advance  was  not  seen  with 
mental  disturbances,  where  it  was 
de  rigueur  to  explain  illness  in 
terms  of  moral  flaws,  failure  to 
control  impulses,  and  the  de- 
terioration of  basic  personalities. 
Purges,  emetics,  and  bleedings 
comprised  the  basics  of  therapy, 
supplemented  by  torture  and  con- 
finement. (Whirling  and  revolving 
cages,  restrictive  tranquilizer 
chairs,  and  plunge  baths  were  uti- 
lized into  the  19th  century.) 

Yet  progress  was  made, 
although  it  was  halting  and  slow. 
Thomas  Willis  (1621-1675),  of 
Circle  of  Willis  fame,  spoke  of 
melancholia  and  hysteria  and 
gave  striking  descriptions  of 
general  paresis.  Joseph  Gall 
(1757-1828)  considered  the  brain 
to  be  composed  of  27  separate 
organs;  he  established,  with  his 
pupil  Johann  Spurzheim 
(1776-1832),  the  science  of 
phrenology,  which  was  popular 
until  the  mid-18th  century  and 
still  has  some  adherents  today.  (It 
also  gave  rise  to  the  expression, 
“Anyone  who  goes  to  a 
phrenologist  should  have  his  head 
examined.’’)  Johann  Reil 
(1759-1813)  is  memorable  for 
many  advances,  including  his 
“Rhapsodies  ’ on  the  humane 
treatment  of  the  insane  and  the 
establishment  of  the  first  journal 
of  psychiatry  in  1805.  William 


Battie,  president  of  the  Royal  Col- 
lege of  Physicians  from  1764  to 
1765,  published  the  first  signifi- 
cant English  text  devoted  to 
psychiatry.  He  warned  against  the 
excessive  use  of  the  accepted 
purgings  and  blood-lettings  and 
recommended  the  aid  of  good 
nursing  care.  William  Tuke 
(1732-1822)  founded  the  York 
retreat,  which  helped  to  influence 
the  more  humane  treatment  of 
the  insane.  And  Benjamin  Rush 
(1745-1813)  is  considered  by 
many  to  be  the  father  of  American 
psychiatry.  Although  he  was  a 
champion  of  bleeding  and  restric- 
tive devices,  he  also  emphasized 
the  need  to  combine  both 
physical  and  psychologic  ex- 
aminations of  the  patient. 

In  1793,  Philippe  Pinel 
(1745-1826)  received  the  approval 
of  the  Legislative  Assembly  of 
Paris,  an  endeavor  not  without 
significant  risks  in  the  unrest 
following  the  Revolution,  to  re- 
move the  chains  from  the  patients 
thus  confined  in  the  Hopital 
Becetre.  He  also  instituted  better 
sanitation,  removed  patients  from 
the  darkness,  and  gave  them  bet- 
ter food.  The  improvement  of 
many  of  his  charges  supported  his 
premise  that  abnormal  behavior 
also  can  be  caused  by  unsuitable 
treatment.  Pinel  also  published 
the  important  Traite  de  la  Man 
in  1801.  Inspired  by  Pinel, 
Dorothea  Dix  (1802-1887)  ex- 
posed the  inhumanity  of  the  exist- 
ing treatment  of  the  insane  in  the 
United  States,  obtained  legisla- 
tion to  improve  their  plight,  and 
helped  to  establish  more  than  30 
asylums  in  the  country. 

Psychiatry,  which  specializes  in 
analyzing,  diagnosing,  and  treat- 
ing behavior  disorders  and  mental 
illnesses,  has  come  a long  way 
and  progress  will  continue. 
Psychiatry  is  established  firmly  as 
a medical  specialty,  classifications 
have  evolved  and  have  been  re- 
fined, and  the  law  has  recognized 
the  rights  of  the  psychiatric  pa- 
tient, although  the  application  of 
laws  varies  according  to  geog- 
raphy. 


Problems  continue.  Many  peo- 
ple believe  that  mental  difficulties 
are  just  punishment  for  previous 
sins.  Some  feel  that  most  of  those 
disturbed  can  “shake  themselves 
out  of  it”  by  self-determination 
and  willpower,  sometimes  aided 
by  self-trained  fringe  practi- 
tioners. Despite  the  opening  of 
institutional  doors  and  the  re- 
moval of  chains  many  years  ago 
and  the  recent  closings  of  mental 
facilities — all  based  on  good 
scientific  evidence — we  now  have 
a clamor  by  some  to  re-establish 
easier  involuntary  commitment; 
the  increasing  numbers  of  the 
homeless,  many  with  mental  ill- 
ness, seem  to  have  stimulated  this 
reaction.  The  term  “shrink”  has  a 
half-humorous,  half-derogating 
connotation  and  the  Hollywood 
portrayal  of  the  psychiatrist  tends 
to  be  denigrating. 

What  does  the  future  hold?  We 
have  not  yet  become  enlightened 
to  the  extent  that  we  treat  mental 
illness  as  thoroughly  or  as  com- 
passionately as  we  do  physical 
woes.  Although  more  than  half  of 
all  physical  ills  are  associated  with 
psychologic  or  psychiatric  ov- 
erlay, this  does  not  improve  the 
role  of  the  psychiatrist.  The  ex- 
tent of  this  association  is  too  great 
for  laypersons  to  understand  and 
yet  too  unimportant  for  them  to 
allocate  precious  health  care 
funds.  As  a result,  cost-benefit 
analysis  makes  it  easy  to  omit, 
attenuate,  or  cancel  psychiatric 
benefits  from  insurance  coverage, 
both  in  basic  and  extended  plans. 
The  tremendous  overlap  of 
“professionals”  dealing  with  men- 
tal illness  also  complicates  the 
ability  of  the  psychiatrist  to  oc- 
cupy the  proper  niche  in  this 
field.  But  new  and  exciting  in- 
novations continue,  as  witnessed 
by  the  articles  in  this  special 
issue.  We  hope  you  enjoy  and 
appreciate  them  and  join  us  in 
thanking  the  authors  and  the 
guest  editors,  Drs.  Lippman, 
Miller,  and  Greenfield.  □ 
Howard  D.  Slobodien,  MD 
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Clinically  speaking, 
we've  given  new  meaning 

to  the  term 
'Jersey  Shoreline.' 


Last  October,  New  Jersey's 
Shoreline  came  to  mean  some- 
thing more  than  sun  and  surf. 
That's  when  Shoreline  Behav- 
ioral Health  became  central  and 
coastal  New  Jersey's 
new,  not-for-profit 
mental  health  and 
chemical  depen- 
dency treatment 
system. 

Shoreline  provides  consultation, 
diagnosis  and  treatment  for 
depression,  chemical  depen- 
dence, obsessive/compulsive 
behavior,  phobias  and  panic  dis- 
order. Marriage,  family,  group 
and  individual  counseling,  cog- 
nitive therapy  and  sex  therapy, 
neurodiagnostic  evaluation  and 
special  services  designed  for 
children,  adolescents  and  older 
adults  are  also  among  the  ser- 
vices Shoreline  offers. 

With  programs  headed  by  psy- 
chiatrists, Shorelines  team  of 
psychologists,  psychiatric 
nurses,  social  workers, 
and  occupational  thera- 
pists offers  treatment  of 
uncompromising  quality 


with  an  emphasis  on  personal 
attention. 

Hospital  programs  are  available 
at  the  new,  100-bed  Shoreline 
Behavioral  Health  Center  in 

Toms  River.  Outpa- 
tient counseling  and 
education  programs 
are  available  at  the 
offices  of  Shoreline 
Behavioral  Health 
Medical  Group,  P.A.  in  Eaton- 
town  and  Toms  River. 

We  encourage  and  welcome 
the  continued  involvement  of 
referring  professionals  whose 
patients  are  admitted  to  Shore- 
line’s care.  If  you're  interested  in 
learning  more  about  Shoreline 
Behavioral  Health  or  would  like 
to  make  a referral,  simply  call 
our  Service  Line,  toll  free,  at 
1-800-300-0628,  24  hours  a day, 

7 days  a week. 

Shoreline  Behavioral  Health. 

It's  what  to  do  next. 


Shoreline  Behavioral  Health 
It’s  what  to  do  next 

1-800-300-0628 


Health  Center-  1691  U.S.  Highway  9,  Toms  River,  NJ 
Medical  Groups  — 368  Lakehurst  Road,  Toms  River,  NJ  • 613  Hope  Road,  Eatontown,  NJ 
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Joseph  A.  Britton  Agency 


As  specialists  in  medical  malpractice 
for  over  20  years,  we  understand  the 
unique  insurance  needs  of  New 
Jersey  physicians.  Our  advantages: 

• Currently  serve  thousands  of  the 
state's  physicians 

• Prompt  premium  quotes 

• Discounts  for  new  practitioners 

• Directly  issue  policies  and 
endorsements 

• Easy  payment  options 

• Prompt  guidance  in  claim  matters 

• Princeton  Insurance  Company’s 
Largest  Agent 

Our  fully  licensed,  knowledgeable  staff 
responds  to  questions  and  special 
requests  promptly  and  professionally. 

Joseph  A Britton  Agency,  Inc. 

855  Mountain  Avenue 
Mountainside,  NJ  07092 
908/654-6464  


Are  You  Ready 
for  CLIA— "88"? 

Have  a qualified  laboratory 
professional  provide  the  help  you 
need. 

• Complete  Physician  Office  Laboratory  (POL) 
Evaluation. 

• Quality  Assurance  and  Quality  Control  Plans. 

• Proficiency  Testing  Enrollment. 

e A.S.C.P.  Accredited  Continuing  Education 
Programs. 

• Laboratory  Procedure  Manuals. 

• Staff  Safety  Training. 

• Compliance  with  N.J.  D.E.P.  Medical 
Waste  Regulations. 

• O.S.H.A.  Compliance. 


P.O.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 

Programs  Serving  Over  300  POL's 
Throughout  New  Jersey 

Kathleen  L.  Voldish,  Director 
National  A.S.C.P.-P.O.L.  Committee 
New  Jersey  State  Advisor— A.S.C.P. 

Over  20  Years  of  P.O.L.  Experience 


ACROTREX  MEDICAL 
BUSINESS  SYSTEMS 


presents 


flN 


|TM 


A Complete  Computerized 
Practice  Management  System 


□ The  ON  Call!  Practice  Management  System 
includes  all  hardware  and  software,  with  no  extra 
charge  for  updates  or  program  modules. 

□ The  initial  cost  covers  the  entire  first  year  of 
hardware  maintenance,  software  support,  train- 
ing, and  practice  trends  analysis  — all  provided 
by  the  On  Call!  team  of  specialists  rather  than 
by  separate  vendors. 


□ Developed  by  a physician,  On  Call!  presents 
a familiar  “ledger  card”  screen  format  with 
common-sense  keystroke  options  — no  need  for 
look-up  lists  or  any  prior  computer  experience. 

□ You  will  meet  with  the  ON  Call!  team’s 
programming  and  practice  mananagement  spe- 
cialists before  and  after  your  purchase  — not 
sales  or  marketing  people. 


Call  (201)  839-7100  To  Arrange  A Presentation 
and  A Thirty  Day  Money-Back  Trial  In  Your  Office 
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PRESIDENT  S PAGE 


-COST  CONTROL  AT  WHAT  PRICE? 


CLINTON  HEALTH  PLAN 


President  Clinton  has  made  it 
clear  that  the  centerpiece  of  his 
economic  recovery  plan  is  his 
proposal  for  American  health 
care.  Philosophically  and  sym- 
bolically, health  care  reform  is  to 
be  the  lynchpin  of  this  economic 
recovery.  It  is  fair  to  expect  that 
we  will  see  legislation  drafted  to 
reflect  this  philosophy. 

Elements  of  President  Clin- 
ton’s health  care  plan  include:  a 
national  cap  on  all  United  States 
health  care  expenditures,  cen- 
tralized price  controls,  mandated 
court  benefits  package,  prohibi- 
tion against  cost  shifting,  play-or- 
pay,  and  universal  coverage. 

President  Clinton’s  approach  to 
health  care  reform  is  based  on  the 
necessity  to  control  costs.  The 
rhetoric  in  the  campaign  and  the 
papers  stated  in  the  September 
10,  1992,  issue  of  The  New 
England  Journal  of  Medicine, 
clearly  set  forth  his  thesis  that 
“health  care  costs  are  increasing 
at  unsustainable  rates,  and  Ameri- 
cans cannot  be  sure  that  they  will 
have  health  care  coverage  when 
they  need  it.’  Pointing  out  that 
“spending  per  person  has  tripled 
in  the  past  12  years  for  health 
care,  making  it  “the  number  one 
cause  of  bankruptcy  and  of  labor 
disputes,”  President  Clinton 
outlines  his  proposal.  His  preoc- 
cupation with  cost  is  the  principal 
reason  for  these  initiatives.  Key  to 
all  this  is  the  national  cap  on  all 
United  States  national  health  care 
expenditures.  Referred  to  as  a 
global  budget,  this  national  ex- 
penditure provision  will  set  up  a 
national  health  board,  which  will 
prepare  budgets  for  each  of  the 
50  states.  Each  state  will  need  to 
have  its  own  budget  ceiling.  The 
governing  principle  is  that  health 
care  expenditures  will  not  be  al- 
lowed to  grow  faster  than  the 


William  E Ryan,  MD 


gross  national  product.  Individual 
state  committees  will  be  in  power 
to  set  statewide  prices  for  health 
care  services.  Pricing  is  deemed 
the  principal  mechanism  to 
ensure  the  budget  ceiling  is  not 
breached.  Insurance  companies 
would  be  given  a fixed  price  to 
charge  per  enrollee.  There  is 
some  question  as  to  whether  state 
committees  could  dictate  prices 
for  hospitals  on  a fee-for-serviee 
basis  or  for  negotiated  physician 
fee  schedules. 

Decisions  concerning  health 
care  spending  would  be  cen- 
tralized and  would  have 
enormous  impact  on  health  care 
delivery  in  the  United  States. 
Items  of  health  care  from  techni- 
cal to  pharmaceutical  would  have 
to  be  budget  listed.  This  would 
have  a stifling  effect  on 
medicine — perhaps  the  intended 
effect  for  cost  control  but  not 
good  for  patient  care  and  physi- 
cian satisfaction. 

Who  will  develop  the  national 
budget  as  related  to  the  50  states? 
The  proposed  national  health 


board  will  be  new  and  none  of  the 
states  have  had  to  formulate  a na- 
tional health  budget.  The 
prospect  for  catastrophe  is 
enormous. 

Clinton’s  proposal  does  not  ad- 
dress what  happens  should  the 
budget  be  exceeded.  Is  the  over- 
run taken  out  of  next  year’s 
budget?  If  this  phenomenon  oc- 
curs in  some  states  and  not  in  all 
states,  is  there  a system  of  re- 
wards and  penalties? 

More  importantly,  the  question 
is,  “How  would  reimbursement 
be  determined?  As  Uwe  E.  Re- 
inhardt wonders  in  The  New 
England  Journal  of  Medicine, 
“Would  the  all-payer  rates  simply 
be  set  by  the  board  (as  Congress 
now  sets  Medicare  fees)  or  would 
they  be  negotiated  with  someone? 
If  so,  with  whom?  And  would  the 
rates  be  national  or  regional?  In 
short,  this  aspect  of  the  proposal 
invites  further  work.”  All  the 
more  reason  why  the  American 
Medical  Association  needs  to  be 
in  a position  to  negotiate  our 
financial  future. 

According  to  President  Clinton, 
a mandated  core  of  benefits  will 
be  available  to  all  insurers  in  all 
sectors.  One  set  of  benefits  for 
one  set  price  would  be  provided 
to  all  Americans.  This  aspect  of 
the  Clinton  plan  is  not  detailed 
and  remains  the  subject  of  dis- 
agreement among  the  Clinton  ad- 
visors. But  the  basic  benefits 
package  apparently  will  set  up  in- 
clusions for  ambulatory  care,  in- 
patient care,  prescription  drugs, 
basic  mental  health  services,  and 
preventative  care.  The  status  of 
supplementary  plans  is  not 
known. 

President  Clinton  is  insistent 
that  there  be  a prohibition  against 
cost  shifting  and  that  hospitals  not 
be  allowed  to  charge  one  group 
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of  payers  more  than  others.  Pric- 
ing of  every  employee  pool  would 
be  the  same  regardless  of  age  or 
past  experience.  Community  rat- 
ing would  be  employed  and  pre- 
existent conditions  would  not  be 
excluded. 

A major  item  of  debate  regard- 
ing the  Clinton  plan  was  the  play- 
or-pay  policy.  President  Clinton 
indicates  that  all  employers  would 
be  required  to  purchase  health 
care  insurance  for  employees  or 
to  contribute  to  a public  health 
care  fund  covering  the  uninsured. 
There  have  been  many  variations 
on  this  theme  and  whether  or  not 


this  is  satisfied  through  a tax  in- 
centive or  whether  there  is 
another  funding  mechanism  such 
as  paying  into  a payroll  tax  or  an 
income  tax,  remains  to  be  seen. 
It  is  argued  that  many  of  the 
uninsured  could  be  insured  in 
other  ways  and  that  many  youn- 
ger individuals  not  covered  by 
their  company  program  could  be 
included  at  a minimal  cost  to  the 
system.  On  the  other  hand,  many 
employers  feel  that  they  would 
be  severely  compromised  eco- 
nomically if  they  picked  up  the 
burden  of  this  benefit. 

The  Clinton  health  plan  is 


revolutionary.  It  is  a radical  de- 
parture of  previous  policy.  It 
emphasizes  cost  control  to  a 
degree  never  seen  in  American 
medicine.  The  plan  also  will 
establish  more  central  planning 
and  control  as  the  venue  for 
health  care  reform  and  it  will 
bring  to  the  forefront  coverage 
options  not  previously  con- 
sidered. 

This  is  all  the  more  reason  why 
physicians  should  be  alert  to  the 
issues  and  should  be  active 
participants  in  state  and  national 
organizations.  □ William  E. 
Ryan,  MD 
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Skill.  Experience.  And  dedication. 

That’s  what  EPA  physicians  bring  to  your 
emergency  department 

Quality  emergency  services  begin  with  quality  physicians. 

At  EPA,  we  seek  out  the  most  qualified  physicians  available.  Help 
them  enhance  their  skills  through  continuing  education.  (We  even  publish 
our  own  medical  journals.)  And  match  those  skills  to  your  needs. 

Founded  by  a practicing  emergency  physician,  EPA  understands  the 
importance  of  giving  close  personal  attention  to  physicians  and  clients  alike. 

Result?  Strong  and  mutually  rewarding  relationships  between  EPA 
and  its  member  physicians.  And  a source  of  highly-qualified  ED 
professionals  for  you. 

Let  us  help  your  ED  perfonn  at  its  peak. 

Just  call  us  at  1-800-848-EPA-l. 


307  S.  Evergreen  Ave.,  P.O.  Box  298 
Woodbury,  NJ  08096 


EMERGENCY  PHYSICIAN  ^ASSOCIATES,  P.A. 

Our  doctors  make  the  difference 


At  the  peak  of 
their  profession 
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the  Financing  Your  Practice  Needs,  See  A Specialist 


BockBank 


The  Preferred  SBA  Lender  Small  Business  Prefers 


In  1 991 , RockBank  made  more  SBA  loans  than  any  other  bank  in  New  Jersey. 

In  1 992,  our  strong  capital  base  means  you’ll  find  the  financing  you  need 
at  the  rates  you  want  from  the  small  business  professionals.. .RockBank. 

■ UP  TO  100%  FINANCING/REFINANCING 
On  Office  Condos  & Buildings  With 
Terms  Up  To  25  Years  When  Owner 
Occupies  At  Least  51  % of  Premises 

■ Equipment,  Furniture  & Fixtures 
Financed  With  Terms  UP  TO  10  YEARS 

■ Commercial  Revolving  Credit  Lines  With 
NO  ANNUAL  CLEANUP  REQUIRED 

1 -800-722-6772  or  908-561  -4600 


Member  FDIC  - An  Equal  Opportunity,  Equal  Housing  Lender 


S3 
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At 
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(b  RAMAPO  RIDGE 

Psychiatric  Hospital 

“ established  1 91 1 * 

(New  80-Bed  Pavilion  Opened  in  1989) 

dolescents  ♦ Adults  ♦ Gero-Psychiatry 
tient  ♦ Outpatient  ♦ Day  Hospitalization 
2dicare  ♦ Medicaid  ♦ JCAHO  Approved 

B01  Si 

1-800-848-2422 

Ramapo  Ridge  Psychiatric  Hospital 
at 

The  Christian  Health  Care  Center 
comae  Avenue  ♦ Wyckoff,  New  Jersey  07481  ♦ (201  )848-5858 
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GUEST  EDITORIAL 


UPDATE  IN  PSYCHIATRY 


The  existence  of  mental  illness 
has  been  evidenced  since  Hip- 
pocrates. And  although  psychiatry 
is  one  of  the  oldest  medical 
specialties,  there  continues  to  be 
a fairly  strong  negative  bias 
against  emotional  illnesses  and 
their  treatments.  Society,  in 
general,  remains  ambivalent  in  its 
view  of  emotional  illness,  alter- 
nating between  compassion  and 
understanding  and  disdain  and 
fear.  The  medical  profession  also 
has  struggled  with  its  acceptance 
of  psychiatry,  its  softer  science 
cousin. 

The  reasons  for  this  situation 
are  complex  and  protean,  includ- 
ing: a fairly  widespread  aversion 
and  fear  of  illnesses  that  affect 
mood,  mind,  and  behavior;  the 
lack  of  quantifiable  physical 
diagnostic  measures  and  the  re- 
lated questions  about  the  cause 
and  validity  of  many  emotional 
problems;  and  the  uncertainty 
about  the  efficacy  of  many 
psychiatric  treatments. 

In  a climate  of  increasing  con- 
cern for  health  care  expenditures, 
it  is  significant  that  one  out  of 
every  four  hospital  beds  is  oc- 
cupied by  a mentally  ill  patient, 
more  than  are  occupied  by  pa- 
tients with  heart  disease,  cancer, 
and  respiratory  diseases  com- 
bined. One  out  of  every  five 
adults  suffers  from  a mental  dis- 
order; mental  illness  costs  the 


American  economy  an  estimated 
$50  to  $100  billion  annually 
through  treatment  costs,  lost 
wages,  social  security  payments, 
and  insurance  costs. 

This  cannot  continue.  Clearly, 
the  need  is  greater  than  ever  for 
psychiatry  and  nonpsychiatric 
medicine  to  work  together  to  im- 
prove overall  medical  care  for  all 
patients. 

The  opportunity  is  available. 
Over  the  past  30  years,  psychiatry 
has  evolved  as  a modern  medical 
specialty,  diagnostically,  with  im- 
proved criteria  that  demonstrate 
reliability  and  treatment  outcome 
predictability,  and  therapeutical- 
ly, with  increasingly  effective  and 
specific  treatment  options  includ- 
ing various  somatic  and  directed 
psychotherapeutic  modalities. 
Now  is  the  time  to  improve  the 
partnership,  with  the  goal  of  im- 
proving overall  treatment,  reduc- 
ing morbidity,  and  enhancing 
overall  cost  effectiveness. 

In  this  special  issue,  we  present 
a number  of  topics  that  are  impor- 
tant to  the  treatment  of  patients 
with  psychiatric  illnesses.  We  are 
presenting  issues  that  enhance 
the  practice  of  nonpsychiatric 
physicians  in  their  inevitable  in- 
terfacing with  patients  who  have 
emotional  problems,  and  their 
dealings  with  the  mental  health 
care  system.  □ David  G.  Miller, 
MD 
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Some 

of  the  finest 
medical 


in  New  Jersey 
work  in  our 
lending 
department. 


But  they  specialize  in  treating  doctors,  not  patients.  In  fact,  our  Medical 
Banking  Group  has  effectively  treated  New  Jersey  physicians  to  well  over 
$110  million  in  loans  for  starting  or  expanding  private  practices. 

And  along  with  the  money  it  takes  to  afford  those  practices,  our  Medical 
Banking  Group  has  been  providing  the  financial  advice  it  takes  to  run  them. 
Successfully. 

If  that’s  the  way  you’d  like  your  practice  to  run,  call  Tom  Ferris  at 
1-201-646-5858,  or  Norm  Buttaci  at  1-609-987-3561. 


THE  FAST-MOVING  BANK. 


UNITED 


Members  FDIC.  Equal  Opportunity  Lenders.  Members  of  UJB  Financial  Corp.,  a financial  services  organization  with  over  $13  billion  in  assets. 
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Introduction: 

Psychiatry  in  a 
changing  world 

As  we  approach  the  21st  century,  and  with  medical  practice  undergoing  important 
evolutionary  changes,  the  specialty  of  psychiatry  is  re-examining  its  perspectives 
in  the  provision  of  mental  health  care. 

Traditionally,  psychiatry  has  dealt  with  variable  success  in  the  management  of 
patients  with  major  dysfunctions  of  thought,  mood,  and  behavior.  This  may  be  based, 
in  part,  on  a limited  scope  of  opportunities  to  address  the  complex  and  challenging 
issues  relative  to  mental  health. 

In  the  past,  there  has  been  a stigma  associated  with  this  area  of  medical  practice, 
among  the  reasons  for  which  may  be  the  practical  limitations  associated  with  the 
management  of  these  disorders.  There  now  exists  a broadened  scope  of  psychiatric 
interventions,  taking  into  consideration  the  psychological  and  behavioral  effects  of 
events  in  a rapidly  changing  world.  In  particular,  consider  the  impact  of  phenomena 
such  as  HIV/AIDS,  pain  control,  mood  disorders,  anxiety,  and  alcohol  and  drug  abuse 
(including  tobacco  consumption — now  acknowledged  by  many  as  a serious  addictive 
disorder). 

Some  psychiatric  disorders  are  proving  amenable  to  specific  pharmacothera- 
peutic  interventions.  A profusion  of  new  and  effective  agents  has  reduced  the  need 
for  prolonged  hospitalization  and  enabled  earlier  restoration  of  patients  to  functional 
and  productive  lives. 

This  special  issue  of  NEW  JERSEY  MEDICINE  is  for  the  purpose  of  exploring  the 
ways  psychiatric  practice  is  evolving  and  maturing,  particularly  in  New  Jersey, 
becoming  better  integrated  with  the  mainstream  of  modem  medical  practice,  and 
promoting  more  effective  mental  health  care,  in  responding  to  the  needs  of  a changing 
world. 

My  coeditors  for  this  special  issue  are  David  Miller,  MD,  and  Daniel  Greenfield, 
MD,  MPH.  They  are  to  be  commended  for  their  efforts  to  help  elucidate  these 
concerns  and  to  assist  us  to  focus  on  the  needs  and  the  solutions  to  the  questions 
raised.  □ Alan  J.  Lippman,  MD,  vice-chairman,  Committee  on  Publication 


Alan  J.  Lippman,  MD  David  Miller,  MD  Daniel  Greenfield,  MD,  MPH 
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Past,  present,  and  future  of 
psychiatry  in  New  Jersey 


Linda  Goldwater  Gochfeld,  MD 
Rena  M.  Nora,  MD 
M.  Nicolai  Nielsen,  MD 


Society  faces  moral  and  practical  choices  of  treatment  for 
mental  illness:  warehousing,  neglect,  or  appropriate  treatment. 
Mental  and  physical  health  care  must  be  available  to  all 
Americans.  There  must  be  a balance  between  cost  containment 
and  patient  needs. 


Psychiatry  in  New  Jersey 
has  undergone  many 
changes.  Although  mental 
illness  now  is  recognized 
as  an  eminently  treatable  medical 
entity,  mental  illness  continues  to 
carry  a stigma  and  a resulting  dis- 
crimination in  funding  for  treat- 
ment, as  compared  with  other 
medical  care. 

In  colonial  times,  the  mentally 
ill  were  cared  for  by  their  families 
or  confined  to  almshouses  and 
jails.  In  1752,  the  first  American 
hospital  to  care  for  psychiatric  pa- 
tients, the  Pennsylvania  Hospital 
in  Philadelphia,  was  founded  by 
Benjamin  Rush,  a physician 
signer  of  the  Declaration  of  In- 
dependence. Like  Pinel  of  France 
and  Tuke  of  England,  Dr.  Rush 
favored  more  humane  treatment 
of  the  insane.  But,  unfortunately, 
this  was  neglected  as  institutions 
became  overcrowded  in  the  early 
19th  century.  Dorothea  Dix,  a 
New  Jersey  schoolteacher,  found- 
ed a national  movement  in  the 
1840s  to  develop  more  equitable 
and  appropriate  care  for  the  men- 
tally ill. 

In  1845,  Trenton  State  Hospital 
was  founded,  the  first  hospital  to 
provide  specialized  treatment  in  a 
rural  environment.  Greystone 
Park  Psychiatric  Hospital  was 


founded  in  1876;  Marlboro 
Psychiatric  Hospital  was  started 
in  1931;  and  Ancora  Psychiatric 
Hospital  opened  in  1955.  County 
psychiatric  hospitals  in  Essex, 
Hudson,  and  Camden  counties 
date  from  the  19th  century.  Thus, 
the  framework  was  established  for 
specialized,  large  facilities, 
funded  by  the  state  or  by  coun- 
ties, with  varying  degrees  of 
humanitarian  or  moral  treatment. 

The  next  important  develop- 
ment in  psychiatry  came  with  the 
work  of  Sigmund  Freud.  In  study- 
ing cases  of  hysteria,  this  Vien- 
nese neurologist  began  to  pursue 
the  “talking  cure,”  finding  that 
the  most  severe  and  disabling 
physical  and  emotional  symptoms 
could  respond  to  verbal  treatment 
alone.  While  psychiatrists  now 
question  some  of  Freud’s  theories 
and  we  have  other  types  of 
psychotherapy  besides  psycho- 
analysis, Freud  gave  us  the  basic 
principles  that  mind  and  body  are 
connected,  and  that  we  must 
listen  in  order  to  carefully  under- 
stand the  sources  of  patients’ 
troubles.  Freud  also  extended  the 
field  of  psychiatry  from  the  in- 
stitution or  hospital  only  to  the 
outpatient  treatment  of  a broad 
range  of  disorders  affecting  all 
strata  of  society. 


During  the  first  half  of  the  20th 
century,  institutional  care  re- 
mained largely  unchanged.  The 
American  state  hospital  popula- 
tion increased  to  a high  of 
553,000  patients  in  1955;  only 
sedative  drugs,  restraints,  and 
shock  treatments  were  available. 
Outpatient  therapies  grew,  and 
psychiatrists  dealt  with  anxiety, 
depression,  and  other  life 
problems  with  psychodynamic, 
humanistic,  supportive,  and  be- 
havioral therapies.  During  and 
after  World  War  II,  psychiatry 
became  highly  respected  for  its 
treatment  of  “shell  shock”  (post- 
traumatic  stress  disorder)  and  re- 
habilitation of  veterans.  Two  Vet- 
erans Administration  hospitals,  at 
Lyons  and  East  Orange,  still 
serve  this  population. 

In  the  1950s  and  1960s,  pro- 
found changes  occurred  in  the 
mental  health  system.  The  dis- 
covery of  antipsychotic  and  anti- 
depressant medications  made  it 
possible  to  control  dangerous  and 
disabling  symptoms  to  avoid  long- 
term hospitalization.  The  process 
of  “deinstitutionalization”  started 
slowly;  many  patients  had  made 
their  lifelong  home  in  the  large 
hospitals,  which  had  become  self- 
sustaining  communities,  often  oc- 
cupying patients  in  the  day-to-day 
operations  of  the  facility.  The 
New  Jersey  Community  Health 
Services  Act  of  1957  encouraged 
the  development  of  community- 
based  services,  and  was  followed 
in  1963  with  the  federal  law  fund- 
ing community  mental  health 
centers  (CMHC)  throughout  the 
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country.  This  enabled  services  to 
be  set  up  to  care  for  the  mental 
health  needs  of  the  population  of 
each  “catchment  area”;  services 
were  to  include  inpatient,  outpa- 
tient, and  partial  hospitalization. 
New  Jersey’s  most  comprehen- 
sive program  now  is  the  second 
largest  CMHC  in  the  United 
States:  UMDNJ-Community 

Mental  Health  Center,  with  its 
medical  school  affiliation,  has 
facilities  centered  in  Piscataway, 
Newark,  and  Camden. 

The  other  tremendous  change 
in  the  1960s  was  the  development 
of  federal  funding  for  health  care 
through  Medicare  and  Medicaid, 
and  the  growth  of  Social  Security 
and  SSI  disability  payments  to  the 
chronically  mentally  ill.  This 
funding  enabled  chronic  psychia- 
tric patients  to  receive  financial 
support  outside  the  hospital. 
Many  chronically  mentally  ill  pa- 
tients then  were  discharged  to 
nursing  homes,  to  boarding 
homes,  or  inadequate  housing  and 
care.  The  state  hospital  popula- 
tion nationwide  was  reduced  from 

553.000  patients  in  1955  to 

110.000  patients  today.  Deinstitu- 
tionalization has  been  called  “one 
of  the  era’s  most  stunning  public 
policy  failures.”  The  community 
often  did  not  welcome  these  peo- 
ple, and  mentally  ill  patients 
began  to  congregate  in  parts  of 
the  state  with  large  amounts  of 
single  room  housing  or  became 
homeless  when  support  was  de- 
nied. The  need  for  case  manage- 
ment, coordinating  housing, 
medication,  social  support,  and 
rehabilitation  needs  too  often  has 
been  neglected  in  planning  for 
deinstitutionalization.  Studies 
have  indicated  that  at  least  30  to 
45  percent  of  the  homeless  have 
a history  of  hospitalization  for 
psychiatric  disorder  or  substance 
abuse. 

THE  CURRENT  SITUATION 

As  the  state  and  county  hospital 
population  continues  to  decrease, 
from  9,129  patients  in  1975  to 
3,575  patients  in  1991,  funds,  un- 
fortunately, have  not  followed  the 


patients  into  the  community. 
While  80  percent  of  patients  are 
served  in  the  community,  less 
than  30  percent  of  funds  are  al- 
located for  their  treatment.  Out- 
patient treatment  for  the  seriously 
mentally  ill  must  include  support 
services  as  well  as  clinical 
psychiatric  services.  Federal 
funds  have  been  decreasing 
through  this  decade,  and  state 
funds  cannot  fill  the  gap.  The 
burden,  then,  falls  on  families  and 
communities. 

A new  development  affecting 
psychiatric  hospitalization  is  the 
Screening  and  Commitment  Law 
of  1987.  This  law  provides  for  a 
screening  center  in  each  county, 
usually  in  a hospital  emergency 
room,  where  state-certified 
outreach  staff  work  with  a 
psychiatrist  to  determine  whether 
a patient  needs  involuntary 
hospitalization,  and  to  make 
alternative  arrangements  if 
possible.  The  plan  is  to  have 
closed,  acute  psychiatric  units  in 
general  hospitals  (short-term  care 
facilities),  as  well  as  some  in- 
termediate-term units,  to  handle 
patients  who  otherwise  would  go 
to  state  hospitals.  Funding  for  the 
screening  centers  has  been  de- 
layed, so  that  only  one-third  of 
the  needed  300  beds  are  avail- 
able. With  plans  just  announced 
to  close  one  state  hospital,  it  is 
essential  that  the  funds  saved  be 
transferred  to  community  facili- 
ties to  care  for  patients. 

Recent  changes  in  private 
psychiatric  practice  also  have 
been  driven  by  funding  exigen- 
cies. Health  insurance  has  dis- 
criminated against  psychiatric 
treatment,  as  opposed  to  medical 
and  surgical  care.  In  particular, 
inpatient  treatment  has  been 
favored  over  outpatient  services, 
which  has  led  to  some  abuses  by 
for-profit  hospital  chains.  In  the 
last  few  years,  managed  care  has 
made  tremendous  inroads  in  New 
Jersey,  with  companies  carving 
out  the  mental  health  benefits  of 
many  employers  policies.  There 
have  been  questions  about  the  ef- 
fects on  the  quality  of  care. 


Stringent  utilization  review  may 
deny  needed  hospitalization,  and 
outpatient  treatment  usually  is 
restricted  to  short-term  therapy, 
which  is  adequate  for  some  con- 
ditions, but  not  for  more  chronic 
or  serious  psychiatric  disorders. 
Legislation  is  being  promulgated 
by  MSNJ,  the  New  Jersey 
Psychiatric  Association,  and  other 
groups,  to  regulate  utilization  re- 
view companies  and  prevent  in- 
appropriate denial  of  care.  As 
more  of  the  population  lacks 
health  insurance  or  has  stringent 
managed  care,  the  situation  in 
psychiatry  may  be  a harbinger  of 
future  problems  in  medicine. 

FUTURE  TRENDS 

While  the  future  for  psychiatry 
looks  hopeful,  it  is  linked  to  the 
doubtful  future  of  medical  care.  It 
is  clear  that  psychiatric  illness  will 
be  more  widely  recognized  as  a 
medical  disorder.  The  stigma  of 
mental  illness  has  been  reduced 
by  more  people  speaking  out 
about  their  experience,  and  by 
the  activism  of  family  groups  such 
as  the  National  Alliance  for  the 
Mentally  111,  which  supports  in- 
creased funding  for  social  sup- 
ports and  psychiatric  treatment 
and  research. 

In  psychiatry,  as  in  all  of 
medicine,  there  will  be  a trend 
toward  practice  guidelines  and 
data  proving  the  effectiveness  of 
treatment  modalities.  There  must 
be  a balance  between  cost  con- 
tainment and  patient  needs. 
Public  support  always  will  be 
needed  for  those  persons  disabled 
by  serious  mental  illness  and  cer- 
tain groups  such  as  children,  the 
elderly,  and  the  mentally  ill 
chemical  abusers.  H 
Dr.  Gochfeld  is  clinical  associate 
professor,  Department  of  Psychiatry, 
UMDNJ-Robert  Wood  Johnson 
Medical  School.  Dr.  Nora  is  chief, 
Psychiatry  Services,  Veterans  Adminis- 
tration Medical  Center,  Lyons.  Dr. 
Nielsen  is  director  and  chief 
psychiatrist,  Center  for  Mental  Health, 
Newton  Memorial  Hospital.  Address 
reprint  requests  to  Dr.  Gochfeld, 
UMDNJ-Community  Health  Center, 
267  Amboy  Avenue,  Metuchen,  NJ 
08840. 
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Psychiatry  in  the  21st  century: 
Evolving  diagnostic  and 
therapeutic  strategies 

David  G.  Miller,  MD 
Virginia  Attanasio,  PhD 


Psychiatry  has  advanced  rapidly  in  the  past  two  decades,  with 
many  exciting  new  developments  on  the  horizon.  Today, 
psychiatry  offers  more  precise  diagnoses  and  an  extensive 
range  of  effective  treatment  options.  Newer  treatment 
approaches  focus  on  all  aspects  of  psychiatric  illness. 


In  the  past,  psychiatric 
diagnoses  were  criticized 
for  not  having  the  same 
degree  of  validity  and  utility 
as  diagnoses  in  other  areas  of 
medicine.  A major  criticism  was 
that  psychiatric  diagnoses  were 
reflective  of  a soft  science;  that 
they  were  more  descriptive  than 
empirically  or  etiologically  based; 
and  that  they  did  not  convey 
specific  treatment  outcome  im- 
plications. 

While  this  was  true  of  the 
earlier  classification  systems  uti- 
lized in  psychiatry,  i.e.  DSM-I 
and  DSM-I1,  the  criteria  that 
were  developed  in  the  late  1970s 
(. DSM-lll ) and  updated  in  the 
mid-1980s  ( DSM-II1R ) are  much 
more  specific  about  symptoms 
and  course  of  illnesses,  e.g.  major 
depression  versus  dysthymia. 
Furthermore,  the  new  diagnostic 
criteria  are  more  objective,  allow- 
ing for  greater  inter-rater  re- 
liability, and  are  based  on  an 
ever-increasing  empiric  base  that 
demonstrates  improved  validity 
and  treatment  outcome  specifici- 
ty. Today,  most  psychiatric  ill- 
nesses can  be  diagnosed  and 
treated  with  response  rates  com- 
parable or  exceeding  those  found 
for  many  other  multifaetorally  de- 
termined medical  illnesses,  e.g. 


hypertension,  coronary  artery  dis- 
ease, diabetes  mellitis. 

While  information  indicates 
that  an  increasing  number  of 
psychiatric  disorders  have  sub- 
stantial biological  components,  re- 
search and  clinical  experience 
clearly  indicate  that  most,  if  not 
all,  psychiatric  illnesses  are  not 
well  described  by  simplistic,  one- 
dimensional causal  models.  Ill- 
nesses that  affect  human  thought, 
emotion,  and  behavior  are  com- 
plex in  etiologies,  and  almost 
always  involve  several  factors. 
Thus,  diagnostic  criteria  need  to 
account  for  biological  features  and 
for  emotional  and  interpersonal 
factors. 

As  research  and  technology 
progressed,  scientists  uncovered 
information  on  the  roles  biological 
factors  played  in  psychiatric  dis- 
orders. At  one  time,  physicians 
were  only  able  to  imply  biological 
etiologies  based  upon  family  or 
twin  cohort  studies.  Now,  new 
technologies  are  beginning  to  ac- 
cumulate data  that  substantiate 
and  elucidate  the  understanding 
of  biological  roles  in  psychiatric 
illnesses.  Unfortunately,  while  re- 
search advances,  clinical  psychia- 
try continues  to  suffer  from  the 
absence  of  physical  and  laboratory 
diagnostic  tests  or  procedures. 


This  absence  of  “hard  tools  or 
measures  leads  many  physicians 
to  undervalue  the  validity  of 
psychiatric  diagnoses. 

Today,  psychiatric  diagnoses 
allow  for  more  precise  methods  of 
identifying  and  evaluating  pa- 
tients, for  predicting  illness  pro- 
gression, for  comparing  popula- 
tions of  patients,  and  for  examin- 
ing the  efficacy  of  specific  treat- 
ments for  specific  disorders.  The 
resulting  increased  specificity  of 
treatments  has  vastly  improved 
the  prognosis  for  many  psychi- 
atric disorders. 

PSYCHIATRIC  TREATMENT 
CAPABILITIES 

Over  the  past  20  years,  physi- 
cians and  scientists  have  de- 
veloped specific  psychothera- 
peutic and  pharmacologic  treat- 
ment approaches,  with  a greater 
range  of  treatment  alternatives. 
However,  since  the  etiology  and 
impact  of  most  emotional  prob- 
lems usually  are  complex,  involv- 
ing biologic  elements  as  well  as 
emotional,  social,  and  environ- 
mental factors,  treatment  ap- 
proaches have  had  to  become 
more  inclusive.  Physicians  rec- 
ognize that  to  effectively  treat  a 
patient’s  emotional  problems, 
they  have  to  account  for  many 
different  aspects  of  illnesses,  in- 
cluding a patient’s  family,  work, 
self-esteem,  and  interpersonal  re- 
lationships. Thus,  more  focused 
psychotherapeutic  and  pharma- 
cologic tools  must  be  used  by 
physicians.  For  example,  to  treat 
a patient’s  depressive  symptoms 
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with  antidepressant  medication 
while  ignoring  some  of  the  factors 
that  have  contributed  to  the  de- 
velopment of  the  episode,  fre- 
quently is  inadequate  and  ineffi- 
cient. 

PSYCHOTHERAPEUTIC 

APPROACHES 

Today,  there  are  many  forms  of 
psychotherapy  being  offered; 
however,  there  are  certain  trends 
that  are  common  to  most  of  these 
approaches,  including:  a tendency 
to  be  more  focused,  objective,  and 
problem  solving;  a tendency  to 
be  less  intensive  than  psycho- 
analysis, i.e.  usually  once  per 
week;  shorter  term  treatment 
with  more  focused  goals;  and 
more  active  treatment,  frequently 
utilizing  collaborative  processes 
for  establishing  treatment  goals 
and  implementing  treatment. 

These  briefer  forms  of  psycho- 
therapy include:  short-term  psy- 
chodynamic therapy,  cognitive 
psychotherapy,  interpersonal  psy- 
chotherapy, and  behavioral  thera- 
py. These  methods  are  utilized  to 
treat  individuals,  couples,  fami- 
lies, and  groups. 

At  present,  the  trend  is  for  con- 
trolled outcome  evaluations  that 
provide  evidence  about  the  ef- 
ficacy and  cost  effectiveness  of 
psychotherapy.  There  have  been 
numerous  studies  demonstrating 
the  efficaciousness  of  psycho- 
therapy, and  its  ability  to  reduce 
morbidity  and  excessive  health 
care  utilization.  Further,  several 
studies  have  favorably  compared 
psychotherapy  to  pharmacother- 
apy. Hopefully,  future  research 
will  provide  additional  informa- 
tion about  the  indications  for 
psychotherapy,  and  an  improved 
understanding  of  the  factors  that 
make  the  different  forms  of  psy- 
chotherapy effective  for  particular 
problems  or  situations. 

BIOLOGICAL  THERAPIES 

The  past  30  years  have  seen  the 
development  of  an  entirely  new 
area  of  psychiatry — biological 
treatment.  Prior  to  the  mid-1950s, 
somatic  treatments  for  emotional 


problems  were  limited  to  insulin 
coma  therapy,  its  successor,  elec- 
troconvulsive therapy,  loboto- 
mies,  and  relatively  nonspecific 
pharmacologic  treatments.  With 
the  discovery  of  neuroleptic  and 
tricyclic  antidepressant  medica- 
tions in  the  mid-1950s,  the  de- 
velopment of  benzodiazepines  in 
the  late  1960s,  and  the  use  of 
lithium  in  the  early  1970s,  there 
has  been  a revolution  in  the 
number  of  psychiatric  problems 
that  can  be  treated.  Many 
previously  untreatable  and  grossly 
disabling  disorders  now  can  be 
effectively  controlled,  treated,  or 
reversed. 

While  in  the  past  20  years 
there  essentially  has  been  no  new 
major  classes  of  psychotropic 
medications  discovered,  there 
have  been  tremendous  advances 
in  overall  treatment  capabilities. 
More  specifically,  there  have 
been  many  new  medications  dis- 
covered within  all  the  major 
classes.  These  new  medications 
have  expanded  treatment  re- 
sponse capabilities,  and  offer  im- 
proved side  effect  profiles. 
Furthermore,  new  and  effective 
treatment  protocols  for  improving 
treatment  response  are  available 
as  well  as  several  classes  of 
nonpsychiatric  medications  for 
treating  emotional  problems,  i.e. 
calcium  channel  blockers,  beta 
blockers,  anticonvulsant  medica- 
tions. Additionally,  there  has 
been  significant  expansion  of 
knowledge  in  the  treatment  of 
many  disorders  that  previously 
had  not  been  treatable,  e.g.  ob- 
sessive-compulsive disorders, 
panic  attacks,  social  phobias. 

More  specifically,  in  the  treat- 
ment of  depression  there  is  a 
significantly  expanded  range  of 
antidepressant  medications  avail- 
able, some  of  which  have  more 
specific  sites  of  action.  There  is  a 
variety  of  first-generation  and 
second-generation  tricyclic  and 
heterocyclic  antidepressant  medi- 
cations, the  newer  serotonergic- 
acting  medications,  monoamine 
oxidase  inhibitor  medications,  and 
additional  atypical  agents.  Fur- 


thermore, there  are  strategies  for 
enhancing  the  effectiveness  of 
these  medications,  such  as  the  use 
of  adjunctive  medications,  e.g. 
lithium,  thyroid  hormones,  stimu- 
lants; the  appropriate  use  of  blood 
levels;  and  the  combination  of 
medications  (MAOIs  + TCAs).  In 
addition,  electroconvulsive  thera- 
py has  been  refined  and  im- 
proved, and  for  disorders  with 
seasonal  components,  photo- 
therapy has  been  demonstrated  to 
be  effective. 

For  bipolar  disorders,  there 
exists  several  alternative  phar- 
macologic interventions  when 
lithium  proves  ineffective: 
carbamazepine,  valproic  acid, 
verapamil,  and  clonazepam. 

The  various  anxiety  disorders 
are  being  treated  by  various 
pharmacologic  agents,  including: 
benzodiazepines,  monoamine  ox- 
idase inhibitors,  antidepressant 
medications,  and  beta  blockers. 
Also,  patients  with  obsessive- 
compulsive  disorders  frequently 
are  responding  to  treatment  with 
the  newer  serotonergic  agents. 

For  treating  psychotic  dis- 
orders, a novel  neuroleptic  med- 
ication, clozapine,  with  sig- 
nificantly reduced  risk  for  produc- 
ing tardive  dyskinesia,  has  been 
available  for  several  years. 

SUMMARY 

Psychiatric  treatment  has 
changed  over  the  past  two  de- 
cades. Diagnoses  have  evolved  to 
become  increasingly  specific  and 
objective,  allowing  more  focused 
treatments  with  improved  prog- 
noses. Additionally,  the  etiologies 
of  many  psychiatric  disorders,  like 
virtually  all  medical  problems, 
have  been  recognized  to  be  ex- 
tremely complex.  Newer  treat- 
ment approaches  now  focus  on  all 
aspects  of  psychiatric  illnesses.  H 

Dr.  Miller  is  director,  Summit 
Psychiatric  & Counseling  Associates. 
Dr.  Attanasio  is  clinical  assistant  pro- 
fessor, UMDNJ-New  Jersey  Medical 
School,  Newark.  Address  reprint  re- 
quests to  Dr.  Miller,  Summit  Psychi- 
atric & Counseling  Associates,  47 
Maple  Street,  Suite  401,  Summit,  NJ 
07901. 
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MEVi/L 

Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


IS  POOR  CASH  FLOW  A PROBLEM? 

The  solution  is: 
'The  System"  by  MEDIX 

INDUSTRY  "LEADER"  IN 
ELECTRONIC  CLAIMS  TECHNOLOGY 


#3 


P.O.  Box  8 • Florham  Park,  N.  J.  07932 

Call  201-966-2710  Ext.  180 


IBM  s a registered  trademark  of  the 
International  Business  Machines  Corporation 


Sleep  Diagnostics  at 


The 

^Breathing 
Center 


Don’t  Your  Patients  Deserve 
A Good  Night’s  Sleep? 

How  often  do  you  hear  complaints  from  your  patients  and  their  loved  ones  of  snoring,  chronic 
fatigue  or  poor  sleep  quality7  Let  the  experts  at  Sleep  Diagnostics  help  your  patients  get  the  good 
night's  sleep  they  deserve  Sleep  Diagnostics,  a division  of  The  Breathing  Center,  will 
perform  a comprehensive  sleep  evaluation  to  identify  your  patients’  problems.  We  treat  all  forms  of 
sleep  disorders  — including  sleep  apnea  — utilizing  the  most  experienced  sleep  specialists  from 
the  Tri-State  Area  and  beyond. 

Sleep  Diagnostics  has  successfully  worked  with  hundreds  of  referring  medical  professionals 
like  you,  treating  each  patient  with  the  professional  courtesy  and  competence  that  is  expected  inyour 
own  office. 

Our  prompt  scheduling  and  state-of-the-art  evaluation  techniques  will  have  patients  back  in  your 
care  as  soon  as  possible.  And  Sleep  Diagnostics  prides  itself  on  their  communications  proce- 
dure that  keeps  you  informed  of  all  progress. 

For  statewide  appointment  scheduling,  call  1-800-634-5864. 

• Morristown:  (201)539-5330  • Edison:  (908)  417-9339  • Princeton:  (609)  683-1800 

• Bricktown:  (908)458-3800  • Paramus:  (201)368-0202 


John  Penek,  MD,  FCCP,  Medical  Director 
Diplomate  — American  Board  of  Sleep  Medicine 
Fellow  — American  Sleep  Disorders  Association 
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The  psychiatric  aspects 
of  HIV/AIDS 


Cheryl  Ann  Kennedy,  MD 


The  human  immunodeficiency  virus  (HIV)  that  causes  acquired 
immunodeficiency  syndrome  (AIDS)  induces  a multiplicity  of 
neuropsychiatric  symptoms.  While  some  symptoms  manifest 
before  acquisition  of  infection,  others  become  apparent  after 
acquisition  of  infection. 


Some  observers  have  com- 
pared the  current 
pandemic  of  human  im- 
munodeficiency virus 
(HIV)  infection  to  the  bubonic 
plague  (Y ersinia  pestis)  of  the 
Middle  Ages.  In  certain  locales, 
the  comparison  is  striking  for  its 
similarity,  while  elsewhere,  it  still 
may  seem  a remote  happening 
with  little  impact  on  reality. 
Nonetheless,  most  medical  practi- 
tioners and  health  care  workers 
have  seen  the  face  of  HIV  infec- 
tion and  know  well  the  conse- 
quences of  acquired  immunodefi- 
ciency syndrome  (AIDS):  its  de- 
bilitating morbidity  and  seem- 
ingly relentless  and  inevitable 
mortality.  HIV/AIDS  provides  a 
formidable  challenge  to  all  who 
interface  with  it. 

STATISTICS 

As  of  summer  1992,  New 
Jersey  had  the  fifth  highest  one- 
year  national  case  rate  for  AIDS: 
28.4  cases  per  100,000  persons. 
Certain  New  Jersey  metropolitan 
areas  (500,000  people  or  more) 
had  even  higher  rates;  Jersey  City 
had  a rate  of  65.5  cases  per 
100,000  persons  and  the  Newark 
metropolitan  area  had  a rate  of 
50.6  cases  per  100,000  persons.1 
Although  injecting  drug  users  and 


homosexual  men  still  account  for 
most  cases  of  AIDS,  heterosex- 
uals, particularly  women  and 
adolescents,  are  fast-rising 
groups.1  In  New  Jersey,  the 
percentage  of  females  contracting 
HIV  by  heterosexual  contact  has 
risen  from  15.4  percent  in  1984 
to  43.7  percent  in  1991  and  the 
overall  rate  for  heterosexual  con- 
tact transmission  (adolescents 
usually  are  grouped  with  adults 
for  exposure  category  reporting) 
has  risen  from  5.3  percent  to  16.5 
percent  in  the  same  time  period.2 

Nationwide,  the  AIDS  annual 
rates  per  100,000  persons  for 
cases  reported  from  July  1991 
through  June  1992  show  some 
startling  numbers:  the  District  of 
Columbia,  132.5;  Puerto  Rico, 
50.9;  New  York  State,  44.8; 
Florida,  38.8;  New  Jersey,  28.4; 
and  California,  27.5  (top  six  rates). 
The  overall  trend  shows  a gradual 
shifting  of  percentage  of  cases 
from  homosexual  men  to  in- 
creased numbers  of  cases  from  in- 
jecting drug  use  and  heterosexual 
contact.1 

NEUROPSYCHIATRIC 

CONTINUUM 

Neuropsychiatric  complications 
of  HIV/AIDS  encompass  a wide 
continuum  with  the  distress  of  the 


“worried  well”  at  one  end. 
Psychological  concerns  range 
from  social  isolation,  depression, 
anxiety,  guilt  about  past  behavior, 
confidentiality  and  secrecy  issues, 
dependency  fears,  fear  or  guilt 
about  transmission,  anxiety  about 
disfigurement,  changes  in  body 
image  and  fear  of  overt  signs  of 
disease,  and  loss  of  financial  in- 
dependence to  sexual  issues,  a 
sense  of  helplessness,  and  fear  of 
abandonment  and  death  and 
dying. 

Other  complications  can  arise 
from  direct  viral  infection  in  the 
central  nervous  system  (CNS), 
opportunistic  infections,  or  side 
effects  from  medications  and 
treatments.  Usually,  one  sees  a 
complex  symptom  picture  involv- 
ing a combination  of  etiologies 
unique  to  each  patient,  thus,  plac- 
ing new  and  alien  demands  on  the 
physician  and  patient  alike. 

WORRIED  WELL 

Given  the  relatively  slow  rate 
of  progression  from  HIV  infection 
to  the  development  of  AIDS,  it  is 
well  known  that  there  are  many 
more  persons  infected  with  the 
virus  than  there  are  current  AIDS 
cases.  The  World  Health  Or- 
ganization (WHO)  estimates  that 
eight  to  ten  million  persons 
worldwide  were  HIV  infected  as 
of  early  1991. 3 

It  is  not  surprising  then  that 
the  phenomenon  of  the  worried 
well  exists.4  These  are  persons 
who,  without  knowledge  of  their 
serostatus,  are  concerned  about 
their  past  or  present  high-risk  be- 
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New  Jersey  State  Department  of  Health  (NJDOH) -sponsored  HIV  counseling  and  testing 


Table. 
sites. 

NJDOH  provides  confidential  or  anonymous  (by  re- 
quest) testing  for  anyone  concerned  about  ex- 
posure to  the  AIDS  virus  and  the  service  is  free.  The 
blood  test  is  a simple  procedure  that  takes  about 

Atlantic  City  area 

Atlantic  City  Health  Department 
1/609/347-6456 

Bergen  County  area 

Department  of  Health,  C & T Site,  Hackensack 
1/201/487-3243 

(A  $10  fee  is  requested.  This  fee  will  be  adjusted 
or  waived  upon  request.) 

Burlington  County  area 

Burlington  County  Health  Department 
1/800/232-0165 

Camden  County  area 

East  Camden  Health  Center 
1 /609/365-AIDS 

Cape  May  County  area 

Cape  May  County  Health  Department 
1/609/465-1194  or 
Burdette  Tomlin  Hospital 
1/609/463-2255 

Essex  County  area 

East  Orange  Health  Department 
1/201/266-5454 

Gloucester  County  area 

Gloucester  County  Health  Department 
1/609/853-3429 

Hunterdon  County  area 

Hunterdon  County  Health  Department 
1/908/806-4893 

Jersey  City  area 

Jersey  City  Medical  Center 
1/201/451-2607 

Monmouth  County  area 

Monmouth  Regional  Screening  Center 
1/908/774-0151 


20  minutes.  The  results  are  available  one  to  three 
weeks  after  testing.  The  hotline  number  is  1/800/ 
624-2377.  The  following  is  a list  of  NJDOH- 
sponsored  counseling  and  testing  sites: 

Morristown  area 

Morristown  Memorial  Hospital 
1/201/993-8910 

Newark  area 

Saint  Michael’s  Medical  Center 
1/201/877-5525 

Newark  Community  Health  Center 
1/201/483-1300 

(Anonymous  testing  is  not  available  at  this  site.) 

New  Brunswick  area 

Robert  Wood  Johnson  Medical  School 
1/908/418-8061 

Ocean  County  area 

Board  of  Health,  HIV  C&T  Site,  Toms  River 
1/908/341-9700 

Paterson  area 

Saint  Joseph’s  Hospital  & Medical  Center 
1/201/977-2010 

Plainfield  area 

Hyacinth  Foundation 
1/908/755-0021 

Salem  County  area 

Salem  County  Health  Department 
1/609/935-7510 

Trenton  area 

Henry  J.  Austin  Health  Center 
1/609/989-3335 

Union  County  area 

Elizabeth  C&T  Center 
1/908/352-8282 

Vineland  area 

Newcomb  Medical  Center 
Vineland  Health  Department 
1/609/794-4273 


haviors.  They  may  be  preoc- 
cupied about  the  possibility  of 
their  own  infection  and  are 
unable  to  decide  whether  or 
when  to  be  tested.  Often,  these 
patients  will  arrange  for  full 
physical  examinations  without  any 
presenting  symptoms  and  the 
physician  may  be  at  a loss  to  dis- 
cover the  real  reason  behind  the 
request.  The  physician  must  be 
prepared  to  test  or  to  refer  pa- 


tients to  appropriate  testing  sites 
where  confidential  counseling 
and  testing  can  be  done  (Table). 

SEROSTATUS 
NOTIFICATION  CRISIS 

The  acute  response  of  patients 
who  receive  a positive  test  result 
for  HIV  antibodies  parallels  that 
found  in  other  life-threatening  ill- 
nesses, such  as  cancer.5  The  do- 
mains of  medical,  psychological, 


and  sociocultural  factors  affect  an 
individual’s  adaptation  to  any  life- 
threatening  illness;6  almost  all 
persons  have  immediate  re- 
sponses that  run  the  gamut  from 
denial,  disbelief,  anger,  depres- 
sion, anxiety,  and  suicidal  idea- 
tion.7 

Patients  who  are  in  suicidal 
crisis  require  careful,  expert 
assessment  and  appropriate  in- 
tervention. Suicide  has  been 
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documented  in  the  context  of 
HIV  antibody  testing  without 
counseling.8  Some  researchers 
have  reported  higher  relative  risk 
of  suicide  in  men  with  AIDS.9 
Predisposing  factors  that  increase 
the  risk  for  suicide  include  multi- 
ple external  losses  including 
personal  losses  of  occupation, 
friends,  bodily  function  or  form, 
severe  social  stigma,  withdrawal 
of  family  support,  dementia,  de- 
lirium, or  psychiatric  disorders. 

In  many  patients  the  denial  and 
disbelief  run  into  the  anger  and 
bargaining  described  by  Kiibler- 
Ross.10  Some  patients  pursue 
alternate,  unconventional,  and 
questionable  therapies  with  pas- 
sionate hope  and  religious-like 
fervor.  Patients  with  moderate  or 
severe  anger,  depression,  panic, 
or  anxiety  should  be  referred  to 
a psychiatrist  for  active  treatment. 
It  is  not  uncommon  for  initial  re- 
actions to  include  an  increase  in 
or  relapse  of  substance  use  and 
physicians  need  to  be  alert  to  sub- 
tle signs  and  symptoms.  The 
severity  of  alcohol  and  other  drug 
problems  often  is  the  best  predic- 
tor of  psychiatric  disorders.  The 
likelihood  of  a patient  having  a 
coexisting  psychiatric  disorder  in- 
creases with  the  increasing 
severity  of  alcohol  and  other  drug 
problems.11 

Often  the  initial  reaction  dis- 
sipates and  an  individual’s  coping 
skills  will  take  over,  but  this  can 
be  highly  variable  and  may  be 
dependent  on  many  other  issues 
including:  availability  of  social 
support,  need  to  keep  serostatus 
secret,  state  of  medical  health, 
financial  needs,  and  emotional  de- 
mands from  dependent  family 
members. 

NOT  SICK,  BUT  INFECTED 

Primary  care  physicians  may  be 
confronted  with  a variety  of 
problems  and  issues  in  patients 
who  are  asymptomatic.  Often, 
lifestyle  changes  take  place;  some 
people  are  able  to  modify  risk- 
taking behavior,  while  others 
need  constant  reassurance,  educa- 
tion, and  information  updates 


from  their  physicians  and  still  do 
not  change  dangerous  practices. 
Some  patients  will  be  over- 
whelmed with  guilt,  regrets,  and 
recriminations  and  still  other  pa- 
tients will  become  hypochondriac 
or  develop  obsessions,  com- 
pulsions, or  phobias.  Frequently, 
seropositive  patients  will  require 
extensive  counseling  around  is- 
sues of  disclosure  to  sexual  or 
needle-sharing  partners.  The 
AIDS  Policy  Guidelines  for  Out- 
patient Psychiatric  Services  and 
Guidelines  for  Inpatient  Units 
from  the  American  Psychiatric  As- 
sociation advises,  “If  a patient  re- 
fuses to  agree  to  change  behavior 
or  to  notify  the  person(s)  at  ongo- 
ing risk  or  if  the  psychiatrist  has 
good  reason  to  believe  that  the 
patient  has  failed  to  or  is  unable 
to  comply  with  this  agreement,  it 
is  ethically  permissible  for  the 
psychiatrist  to  notify  identifiable 
persons  who  the  psychiatrist  be- 
lieves to  be  in  danger  of  contract- 
ing the  virus,  or  to  arrange  for 
public  health  authorities  to  do 
so.” 

The  AIDS  Policy  Guidelines  for 
Outpatient  Psychiatric  Services 
and  Guidelines  for  Inpatient  Units 
further  states  the  importance  of 
confidentiality  and  rights  of  HIV- 
positive patients  and  advises 
psychiatrists  to  be  aware  of  re- 
gional legislation  or  statutory  re- 
gulations regarding  disclosure.12 

SYMPTOMATIC  PATIENTS 

The  HIV-positive  patient  who 
develops  symptoms  presents  a 
different  set  of  challenges  for  the 
practitioner.  Not  only  must  the 
physician  have  the  medical  ex- 
pertise to  discriminate  between 
somatic  manifestations  of  fear  and 
anxiety  and  real  threats  to  health, 
but  also  must  be  able  to  deal  with 
a patient  who  continually  faces 
the  unknown  in  the  probable 
progression  of  the  illness.  The  pa- 
tient endures  the  rigors  of  fre- 
quent trips  to  doctors’  offices, 
long  clinic  waits,  recurrent 
hospitalizations,  numerous  bouts 
with  life-threatening  infections, 
and  the  tremendous  ongoing 


stress  of  fighting  to  maintain  an 
immune  system  that  breaks  down 
from  excessive  stress. 

NEUROPSYCHIATRIC 

COMPLICATIONS 

Whenever  a HIV-positive  per- 
son presents  with  any  type  of 
mental  status  change,  a full  dif- 
ferential diagnosis  of  the  central 
nervous  system  (CNS)  must  be 
considered.  Special  attention 
must  be  given  to  substance  use, 
infections,  metabolic  derange- 
ment, malignancy,  history  of  prior 
head  injury,  previous  infection,  or 
age  greater  than  50  years.  Un- 
characteristic change  or  deteriora- 
tion in  social  functioning  can 
herald  the  onset  of  delirium  or 
dementia.  Those  who  are  most 
highly  cognitively  taxed  in  the 
performance  of  their  normal, 
daily  duties  may  discover  subtle 
problems  that  are  not  yet  dis- 
cemable  on  objective  cogni- 
tive measures. 

Often,  patients  take  a variety  of 
complex  medications.  Drug  in- 
teractions and,  indeed,  single 
drug  side  effects  must  be  careful- 
ly assessed  for  potential  contribu- 
tions to  mental  status  aberrations 
and  neuropsychiatric  changes. 
Radiation  therapy  used  to  treat 
Kaposi’s  sarcoma  or  primary  CNS 
lymphoma  may  acutely  exacer- 
bate an  existing  neuropsychiatric 
condition,  interact  adversely  with 
psychoactive  medications,  or  have 
long-term  or  delayed  effects  on 
brain  function.13 

Psychosocial  stressors  can  com- 
plicate the  effects  of  any  brain 
disorder;  in  turn,  this  presents 
further  difficulties  in  evaluation 
and  treatment.  Stressors  may  in- 
terfere with  a person’s  ability  to 
adapt  to  a neuropsychiatric 
problem  and  compliance  with 
medical  recommendations  may  be 
compromised.  An  AIDS  patient 
frequently  is  stigmatized  and  dis- 
criminated against  and  finds 
himself  in  a state  of  emotional  and 
social  isolation.  Without  expert 
help,  he  may  not  come  forward 
with  complaints  and  deny 
symptoms  that  would  respond  to 
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treatment. 

An  individual’s  anxiety  and  that 
of  the  family  can  be  greatly  re- 
duced if  the  person  can  learn  to 
compensate  and  function  as  much 
as  possible  with  a disability.  Pa- 
tients need  to  exercise  choice  in 
treatment  options  and  retain  as 
much  personal  control  as 
possible.  Early  interaction  with 
social  service  agencies  and  dis- 
covery of  various  levels  of  finan- 
cial support  available  to  the  ill 
and  disabled  can  be  very  comfort- 
ing and  assist  a person  and  family 
affected  by  HIV/AIDS  in  retain- 
ing control. 

The  most  common  CNS  com- 
plication in  HIV-infected  persons 
is  the  AIDS  dementia  complex 
(ADC).  Probably  caused  by  infec- 
tion of  the  brain,  ADC  is  a dis- 
tinct clinical  syndrome  with 
characteristic  underlying 
pathology.  Retrospective  autopsy 
data  estimate  that  70  to  90  per- 
cent of  HIV-positive  patients  ulti- 
mately show  histological  evidence 
of  subacute  encephalitis,  the 
pathological  finding  connected 
with  ADC.13 

The  clinical  presentation  in- 
cludes an  eventually  disabling 
cognitive  impairment  along  with 
motor  and  behavioral  distur- 
bances. A progressive  myelo- 
pathic paraparesis  causes  weak- 
ness with  slowed,  uncoordinated, 
and  poorly  balanced  movements. 
Some  patients  have  spasticity, 
dyskinesias,  parkinsonism,  or 
myoclonus.  Sluggish  mentation, 
forgetfulness,  and  poor  concentra- 
tion may  be  reported  by  patients 
with  preserved  insight.  Dominant 
and  nondominant  parietal  lobe 
signs  along  with  social  withdrawal 
and  lack  of  spontaneity  with  a 
quiet  apathy  are  the  behavioral 
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features.  As  the  complex  pro- 
gresses, a patient  will  endure  a 
more  global,  nonambulatory,  veg- 
etative dementia  and  will  become 
mute  and  incontinent,  and  may 
experience  organic  psychosis.13 

HEALTH  CARE  WORKERS 

Health  care  providers  have  a 
special  obligation  and  responsi- 
bility to  treat  all  patients  without 
a discriminating  attitude. 

Ancillary  resources  and  com- 
munity agencies,  many  that  have 
specifically  developed  around  the 
needs  of  HIV-infected  persons, 
are  indispensable  in  the  manage- 
ment of  the  arduous  problems 
that  accompany  this  illness. 
Psychosocial  interventions  have 
evolved  into  a complex  array  of 
strategies  targeted  to  different  is- 
sues that  arise  at  different  stages 
of  disease. 

While  health  care  providers  re- 
main vulnerable  to  psychosocial 
morbidity  themselves,  they  also 
serve  as  the  ‘Tiridging  group”  in 
providing  the  most  effective 
model  for  the  best  treatments 
known  for  those  with  HIV.8 
Wolcott  described  AIDS  as 
psychosocially  malignant5  and 
until  the  pandemic  is  halted  and/ 
or  a curative  approach  is  found, 
it  is  apt  to  remain  that  way.  Thus, 
it  is  essential  for  physicians  to 
recognize  their  role  and  the  pro- 
found impact  they  can  have,  even 
if  they  do  not  directly  treat  these 
patients.  H 
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Somatoform  disorders  are  a group  of  syndromes  in  which 
patients  focus  on  and  complain  of  physical  symptoms  when 
there  is  no  demonstrable  underlying  organic  pathology  or  when 
complaints  are  in  excess  of  what  is  expected.  Medical  and 
psychiatric  physicians  must  seek  better  treatment  and 
diagnosis. 


Somatoform  disorders  are  a 
group  of  syndromes  in 
which  patients  focus  on 
and  complain  of  physical 
symptoms  when  there  is  no  de- 
monstrable underlying  organic 
pathology  or  when  the  complaints 
are  far  in  excess  of  what  would  be 
expected  from  the  objective  find- 
ings. Patients  who  somatize  and 
seek  treatment  for  physical 
symptoms  that  are  unsupported 
by  physical  findings  are  frustrat- 
ing to  primary  care  physicians 
and  specialists.1 

Somatizing  patients,  despite 
appropriate  evaluation,  are  not 
comforted  or  reassured  by  a 
negative  workup  and  often  be- 
come increasingly  insistent  on 
further,  and  often  invasive, 
evaluation  or  treatment.  These 
patients  often  engender  feelings 
of  annoyance  and  dislike  in  the 
treating  physician.  These  patients 
usually  do  not  respond  well  to  a 
psychiatric  referral  or  to  the  more 
frequent  response  from  the 
evaluating  physician,  “Nothing  is 
wrong.  It  is  all  in  your  head. 

Somatizing  patients  can  be  de- 
manding and  manipulative.  They 
can  pose  vexing  diagnostic  and 
therapeutic  problems  for  the 
treating  physician.  There  is, 
however,  additional  reason  to  be 


aware  of  these  diagnoses  and 
their  associated  treatment 
strategies.  From  a public  health 
perspective,  somatoform  dis- 
orders provide  sobering  statistics. 
A study2  from  1985  reviewed 
health  care  utilization  of  patients 
who  met  criteria  for  somatization 
disorder;  the  study  showed  that 
somatization  disorder  patients  ac- 
crue hospital  costs  6 times  that  of 
the  average  patient;  physician  ex- 
penditures 14  times  that  of  the 
average  person;  and  total  personal 
health  care  costs  9 times  that  of 
the  average  person.  It  is 
estimated  that  more  than  $20 
billion  is  spent  annually  in  the 
United  States  on  care  for  patients 
with  no  organic  disease. 

The  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders— 
Third  Edition  Revised,  (DSM- 
lllR)  divides  somatoform  dis- 
orders into  the  following  dis- 
orders: somatization  disorder; 

hypochondriasis;  somatoform  pain 
disorder;  undifferentiated  somato- 
form disorder;  body  dysmorphic 
disorder;  conversion  disorder; 
and  somatoform  disorder  not 
otherwise  specified,  a category 
that  includes  disorders  with 
somatoform  symptoms  that  do  not 
meet  criteria  for  any  of  the  other 
specific  somatoform  disorders. 


This  article  will  review  the 
most  common  of  these  syndromes 
seen  in  clinical  practice,  and  dis- 
cuss the  approach  to  the  diagnosis 
and  management  of  these  syn- 
dromes. 

SOMATIZATION  DISORDER 

Somatization  disorder  (Table 
1),  formerly  called  Briquet’s  syn- 
drome, is  a chronic  and  often  dis- 
abling syndrome  beginning  in 
young  adulthood.  The  essential 
feature  includes  multiple  and  re- 
current physical  complaints  of 
many  years  duration  for  which 
medical  treatment  has  been 
sought  and  which,  after  ap- 
propriate evaluation,  cannot  be 
shown  to  be  explained  by  any  de- 
monstrable organic  pathology. 

In  its  fullest  and  most  florid 
form,  somatization  disorder  is  one 
of  the  most  chronic,  difficult,  and 
disabling  forms  of  somatization.  It 
is  seen  most  frequently,  however, 
in  its  lesser  forms  and  is  quite 
common  in  primary  care  prac- 
tices. This  not  an  easy  and 
straightforward  diagnosis  to  make; 
these  patients  are  notoriously 
vague  and  impressionistic  in 
providing  past  medical  histories, 
usually  necessitating  the  collec- 
tion of  past  medical  records. 

The  most  common  physical 
symptoms  with  which  these  pa- 
tients present  are  chest  pain, 
headache,  fatigue,  dizziness, 
gastrointestinal  symptoms,  and 
menstrual  symptoms. 

There  is  no  single  patho- 
gnomonic clue  in  the  patient’s 
history;  there  is  no  laboratory  test 
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Table  1.  Diagnostic  criteria  for  somatization  disorder.3 

A.  A history  of  many  physical  complaints  or  a belief  that  one  is  sickly,  beginning  at  30  years  of  age  and 

persisting  for  several  years. 

B.  At  least  13  symptoms  from  the  list.  For  a symptom  to  be  significant,  the  following  criteria  must  be  met: 

1 . No  organic  pathology  or  pathophysiologic  mechanism,  e.g.  a physical  disorder  or  the  effects  of  injury, 
medication,  drugs,  or  alcohol,  to  account  for  the  symptom  or,  when  there  is  related  organic  pathology, 
the  complaint  or  resulting  social  or  occupational  impairment  is  grossly  in  excess  of  what  would  be 
expected  from  the  physical  findings. 

2.  Has  not  occurred  only  during  a panic  attack. 

3.  Has  caused  the  person  to  take  medicine  (other  than  over-the-counter  pain  medication),  see  a doctor, 
or  alter  lifestyle. 


Symptom  list 

• Gastrointestinal  symptoms 

1 . Vomiting  (other  than  during  pregnancy) 

2.  Abdominal  pain  (other  than  when 
menstruating) 

3.  Nausea  (other  than  motion  sickness) 

4.  Bloating  (gassy) 

5.  Diarrhea 

6.  Intolerance  of  several  different  foods 

• Pain  symptoms 

7.  Pain  in  extremities 

8.  Back  pain 

9.  Joint  pain 

10.  Pain  during  urination 

1 1 . Other  pain  (excluding  headaches) 

• Cardiopulmonary  symptoms 

12.  Shortness  of  breath  when  not  exerting 
oneself 

13.  Palpitations 

14.  Chest  pain 

15.  Dizziness 

• Conversion  or  pseudoneurologic  symptoms 

16.  Amnesia 

17.  Difficulty  swallowing 


1 8.  Loss  of  voice 

19.  Deafness 

20.  Double  vision 

21 . Blurred  vision 

22.  Blindness 

23.  Fainting  or  loss  of  consciousness 

24.  Seizure  or  convulsion 

25.  Trouble  walking 

26.  Paralysis  or  muscle  weakness 

27.  Urinary  retention  or  difficulty  urinating 

• Sexual  symptoms  for  the  major  part  of  the  person 's 
life  after  opportunities  for  sexual  activity 

28.  Burning  sensation  in  sexual  organs  or  rectum 
(other  than  during  intercourse) 

29.  Sexual  indifference 

30.  Pain  during  intercourse 

31.  Impotence 

• Female  reproductive  symptoms  judged  by  the 
person  to  occur  more  frequently  or  severely  than 
in  most  women 

32.  Painful  menstruation 

33.  Irregular  menstrual  periods 

34.  Excessive  menstrual  bleeding 

35.  Vomiting  throughout  pregnancy 


that  will  make  the  diagnosis  of 
somatization  disorder.  The  ap- 
proach to  these  patients  must  be 
careful,  thorough,  and  reasoned. 
There  is  no  shortcut,  and,  in  light 
of  the  fact  that  somatic  symptoms 
may  be  signs  of  a physical  illness, 
appropriate  evaluation  to  uncover 
the  possible  organic  etiology  of 
the  symptoms  should  be  under- 
taken. A physician  should  re- 
member, lest  the  symptoms  be 
too  quickly  written  off  as  func- 
tional, that  medical  illnesses  may 
initially  present  in  subtle,  atypical 
ways  that  may  wax  and  wane;  an 
open  mind  over  the  longer  term 
may  be  necessary.  When  correct-1 


ly  made,  however,  the  diagnosis 
of  somatization  disorder  is  a 
chronic  one,  with  a retrospective 
study  showing  that  six  to  eight 
years  later,  90  percent  of  patients 
continued  to  meet  the  diagnostic 
criteria  and  there  was  no  further 
development  over  that  time 
period  of  pathology  that  could 
have  accounted  for  the  initial 
symptoms.4 

The  lifetime  prevalence  of  this 
illness  in  its  fullest  form  is 
estimated  to  be  between  0.2  and 
2 percent  of  the  population,  and 
is  overwhelmingly  diagnosed  in 
females. 

Differential  diagnosis  of 


somatization  disorder.  In  addition 
to  organic  disease  as  a cause  of 
the  symptoms,  the  differential 
diagnosis  of  these  symptoms  com- 
monly includes  major  depressive 
disorder,  which  includes  somatic 
symptoms  such  as  insomnia, 
anorexia,  fatigue,  and  lethargy. 
When  depressed,  patients  also  are 
more  likely  to  focus  on  and  com- 
plain of  somatic  symptoms  and 
may  present  to  the  primary  care 
physician  not  with  a chief  com- 
plaint of  a depressed  mood,  but 
with  a somatic  complaint. 

As  with  depression,  patients 
with  anxiety  disorders  frequently 
experience  and  seek  medical 
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Table  2.  Diagnostic  criteria  for  undifferentiated  somatoform 

disorder.3 

A.  One  or  more  physical  complaints,  e.g.  fatigue,  loss  of  appetite, 
gastrointestinal,  urinary  complaints. 

B.  Either  (1)  or  (2): 

1.  Appropriate  evaluation  uncovers  no  organic  pathology  or 
pathophysiologic  mechanism,  e.g.  a physical  disorder  or  the  ef- 
fects of  injury,  medication,  drugs,  alcohol,  to  account  for  the 
physical  complaints. 

2.  When  there  is  related  organic  pathology,  the  physical  complaints 
or  resulting  social  or  occupational  impairment  is  grossly  in  excess 
of  what  would  be  expected  from  the  physical  findings. 

C.  Duration  of  the  disturbance  of  at  least  six  months. 

D.  Occurrence  not  exclusively  during  the  course  of  another  somatoform 
disorder,  a sexual  dysfunction,  a mood  disorder,  an  anxiety  disorder, 
a sleep  disorder,  or  a psychotic  disorder. 


evaluation  and  treatment  for  func- 
tional somatic  symptoms.  This 
may  be  particularly  true  for  pa- 
tients who  present  with 
symptoms  of  panic  disorder,  who, 
for  example,  may  present  with 
chest  pain,  dizziness,  and  short- 
ness of  breath  and  for  whom  a 
standard  cardiac  workup  would 
be  negative.  Failure  to  correctly 
diagnose  these  symptoms  and, 
therefore,  failure  to  appropriately 
treat  an  extremely  treatable  ill- 
ness, may  lead  to  repeated 
emergency  room  visits. 

Far  more  common  than  pa- 
tients who  have  the  full  syndrome 
of  somatization  disorder  are  those 
patients  who  somatize  less 
pervasively.  These  patients  do  not 
meet  the  full  criteria  of  somatiza- 
tion disorder,  but  rather  meet  the 
criteria  for  undifferentiated 
somatoform  disorder  (Table  2). 

HYPOCHONDRIASIS 

The  essential  feature  of 
hypochondriasis  is  the  preoccupa- 
tion with  one’s  physical  health 
and  the  fear  of  having  a serious 
medical  illness  or  the  belief  that 
one  has  a serious  medical  illness. 
The  DSM-lllR  criteria  are  listed 
in  Table  3. 

Overconcem  about  one’s  health 
is  common.  It  would  not  be  sur- 
prising, for  example,  to  see  a pa- 
tient obsess  following  a myocar- 
dial infarction.  In  psychiatrically 
healthy  individuals,  this  kind  of 
overconcem  or  hypochondriasis 
usually  passes  with  reassurance 
and  support. 

Properly  diagnosed,  hypochon- 
driasis requires  that  appropriate 
physical  evaluation  demonstrates 
that  no  organic  pathology  could 
account  for  the  patient’s 
symptoms.  This  does  not  mean 
that  medical  illness  is  not  present. 
Both  in  hypochondriasis  and 
somatization  disorder,  medical  ill- 
ness may  be  present,  and  may 
even  facilitate  psychiatric 
symptomatology.  The  crucial 
point  is  that  if  there  is  underlying 
organic  pathology,  the  psychiatric 
symptoms  are  far  in  excess  of 
what  would  be  expected.  Indeed, 


sometimes  the  psychopathology  is 
so  florid  that  it  may  mask  underly- 
ing organic  illness;  hence,  the 
diagnostic  challenge  can  be  a 
formidable  one. 

Patients  with  hypochondriasis 
often  have  obsessive  cognitive 
styles.  They  are  absorbed  in  the 
detailed  minutiae  of  their  daily 
lives,  including  bodily  functioning 
and  sensations.  They  usually  will 
give  a medical  history  in  painstak- 
ing and  often  excruciating  detail, 
as  opposed  to  the  somatization 
disorder  patient,  who  charac- 
teristically does  so  in  a more  his- 
trionic, vague,  impressionistic 
style  that  lacks  sufficient  detail 
and  that  can  be  difficult  and 
frustrating  to  pin  down. 

Hypochondriasis  is  equally 
likely  in  men  and  women  and  its 
onset  can  begin  at  any  age;  most 
frequently  it  occurs  in  the  third 
decade  of  life.  Illness  onset  may 
follow  a physical  illness  or  death 
of  a significant  other,  but  in  over 
one-half  of  the  cases,  there  is  no 
identifiable  stressor  or  precipitant 
found. 

Differential  diagnosis  of 
hypochondriasis.  The  most  im- 
portant differential  diagnostic 
consideration  for  hypochondriasis 
is  true  organic  pathology,  perhaps 
in  an  early  stage.  An  exclusionary 
criterion  for  this  diagnosis  ob- 
ligates ruling  out  panic  disorder 
as  the  etiology  of  the  symptoms 
of  hypochondriasis.  Psychotic  dis- 


orders, including  schizophrenia, 
and  mood  disorders,  particularly 
major  depression  with  psychotic 
features,  may  present  with  or  in- 
clude somatic  delusions.  The  pa- 
tient’s concerns  in  hypochon- 
driasis, however,  are  not  of  de- 
lusional proportions,  and  he  can 
entertain  the  idea  that  he  does  not 
have  the  disease  he  fears.  Other 
disorders  that  should  be  con- 
sidered by  the  physician  when 
presented  with  what  appears  to 
be  hypochondriacal  concerns  in- 
clude mood  disorders,  psychotic 
disorders,  anxiety  disorders,  and 
obsessive-compulsive  disorder. 
All  of  these  disorders  frequently 
are  associated  with  hypochon- 
driacal symptomatology,  and  ap- 
propriate treatment  can  lead  to 
resolution  of  what  appears  to  be 
hypochondriacal  symptoms. 

SOMATIZATION  DISORDER 
AND  HYPOCHONDRIASIS 

There  are  approaches  to 
management  of  somatization  dis- 
order and  hypochondriasis  that 
make  a difference.  For  both  dis- 
orders, management  is  con- 
servative and,  once  the  diagnosis 
is  established,  involves  prevent- 
ing unnecessary  testing  and  treat- 
ment that  patients  often  insist 
they  need.  These  patients  may 
have  a psychiatric  diagnosis,  but 
what  they  experience  are  physical 
symptoms  that  cause  discomfort 
and  worry.  Treatment  is  best 
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Table  3.  Diagnostic  criteria  for  hypochondriasis3 

A.  Preoccupation  with  the  fear  of  having,  or  the  belief  that  one  has,  a 
serious  disease,  based  on  the  person’s  interpretation  of  physical  signs 
or  sensations  as  evidence  of  physical  illness. 

B.  Appropriate  physical  evaluation  does  not  support  the  diagnosis  of  any 
physical  disorder  that  can  account  for  the  physical  signs  or  sensations 
or  the  person’s  unwarranted  interpretation  of  them,  and  the  symptoms 
in  A.  are  not  just  symptoms  of  panic  attacks. 

C.  The  fear  of  having,  or  belief  that  one  has,  a disease  that  persists  despite 
medical  reassurance. 

D.  Duration  of  the  disturbance  is  at  least  six  months. 

E.  The  belief  in  A.  is  not  of  delusional  intensity,  as  in  delusional  disorder, 
somatic  type,  i.e.  the  person  can  acknowledge  the  possibility  that  his 
fear  of  having,  or  belief  that  he  has  a serious  disease,  is  unfounded. 


performed  over  the  long  term  by 
a single  primary  care  physician. 
Frequent  and  regular  appoint- 
ments give  the  unspoken  but  im- 
portant message  that  a patient 
need  not  develop  or  maintain 
physical  symptoms  to  see  the 
physician.  A focused  physical  ex- 
amination should  be  routinely 
done  at  each  visit  to  look  for  ob- 
jective evidence  of  organic 
pathology  and  to  reassure  the  pa- 
tient. The  patients  symptoms  are 
very  real  to  them,  and  to  deny 
that  reality  is  to  fail  to  be  able  to 
help  them. 

During  a routine  physical  ex- 
amination, a physician  should  in- 
quire about  difficulties  in  the  pa- 
tient’s life  other  than  the  physical 
symptoms.  Although  often  resis- 
tant to  psychiatric  labelling  and 
the  implication  that  their 
symptoms  are  emotional,  these 
patients  often  are  able  to  relate  to 
the  concept  of  stress  in  their  lives 
and  how  that  can  affect  their 
physical  symptoms.  Exploring 
these  stresses  gently  and  sup- 
portively  and  demonstrating  con- 
cern for  the  patient  as  a person 
can  be  helpful. 

The  goals  of  treatment  include: 
avoid  unnecessary  diagnostic  test- 
ing and  unneeded  treatment;  help 
patients  learn  to  cope  with  the 
symptoms  of  a chronic  illness;  and 
prescribe  psychotropics,  includ- 
ing anxiolytics  and  pain  medica- 
tions, only  to  treat  specific  ill- 
nesses, e.g.  major  depression, 
panic  disorder.  Like  so  many 
other  attempts  to  fix  the 


symptoms,  the  inappropriate  use 
of  psychotropics  and  pain  medica- 
tions can  worsen  the  illness  for 
many  patients. 

CONSULTATIONS 

Somatoform  disorders  provide 
diagnostic  and  treatment  chal- 
lenges to  primary  care  providers 
and  consultants.  Primary  care 
physicians  see  the  vast  majority  of 
these  patients  despite  a primary 
psychiatric  diagnosis  of  a 
somatoform  disorder  and  frequent 
coexisting  psychopathology  in- 
cluding mood  disorders,  anxiety 
disorders,  alcohol  abuse  disorder, 
substance  abuse  disorders,  and 
personality  disorders.  These  are 
patients  for  whom  the  suggestion 
of  psychiatric  referral  for  evalua- 
tion or  treatment  is  not  welcome. 
What  can  a psychiatric  evaluation 
provide?  It  can  clarify  the 
primary  psychiatric  diagnosis  and 
can  provide  a full  evaluation  of 
coexisting  psychopathology  and, 
thereby,  suggest  possible  treat- 
ment strategies.  Smith  dem- 
onstrated that  for  patients  with 
somatization  disorder,  a single- 
visit outpatient  psychiatric  con- 
sultation that  laid  out  clear 
management  strategies  for  the 
primary  care  physician  to  follow, 
resulted  in  decreased  quarterly 
health  care  expenditures  of  over 
50  percent  of  patients,  mostly  due 
to  decreased  hospitalizations.2 
There  was  no  significant  decrease 
in  patients’  self-rated  perceptions 
of  their  functional  status  or  their 
satisfaction  with  health  care. 


Some  proportion  of  patients 
may  accept  referral  for  ongoing 
psychotherapy,  often  under  the 
rubric  of  coping  with  the  stress  in 
their  lives,  or  the  stresses  of 
chronic  illness.  When  psychiatric 
referral  is  made,  the  patient 
should  not  feel  threatened  with 
abandonment,  and  the  patient 
should  be  clearly  told  that  the 
psychiatric  consultation  is  an  inte- 
gral part  of  the  medical  treatment, 
and  that  the  consultation  will  be 
done  concurrently  with  the  ongo- 
ing medical  treatment  the  patient 
requires.  Psychiatric  consultation 
or  treatment  cannot  provide  a 
quick  or  easy  fix  for  patients  with 
somatoform  disorders.  Better 
diagnosis,  treatment,  and  under- 
standing of  patients  can  be  of- 
fered through  collaboration  be- 
tween medical  and  psychiatric 
physicians.  H 
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Mood  disorders: 
Diagnosis  and  treatment 
in  the  1990s 


Stewart  R.  Reiter,  MD 


We  all  experience  fluctuations  in  mood.  There  are  some 
persons  who  experience  severe,  persistent,  or  cyclical 
changes  of  mood.  When  this  interferes  with  functioning,  it  may 
be  a manifestation  of  those  psychiatric  illnesses  known  as 
mood  disorders. 


Mood  disorders  refer  to 
disturbances  in  emo- 
tional feelings  or 
mood  states.  These 
disorders  formerly  were  referred 
to  as  affective  disorders;  however, 
the  term  affective  disorders  more 
accurately  refers  to  difficulties  in 
the  expression  or  interpretation  of 
mood,  rather  than  in  the  feeling 
state  of  the  patient.  The  dis- 
turbance in  mood  often  is  accom- 
panied by  difficulties  in  physio- 
logic, cognitive,  behavioral,  and 
interpersonal  functioning.  It, 
therefore,  colors  the  patients 
perceptions  and  interactions,  and 
a mood  disorder  impacts  greatly 
on  the  social  and  occupational  life 
of  the  patient. 

The  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders 
(DSM-I1IR)  provides  diagnostic 
criteria  for  the  identified  dis- 
orders of  mood.1  These  include 
major  depressive  disorder,  bipolar 
disorder,  dysthymia,  and  cyclo- 
thymia. Organic  mood  disorder  is 
diagnosed  when  mood  changes 
are  felt  to  be  a direct  effect  of  an 
identifiable  organic  factor,  e.g. 
medications,  malignancies,  cere- 
brovascular accidents.  This  paper 
will  identify  the  mood  disorders 
and  summarize  their  diagnostic 
criteria;  will  highlight  features  of 


the  disorders;  and  will  review 
available  treatments. 

MAJOR  DEPRESSIVE 
DISORDER 

Major  depressive  disorder  is  a 
common  illness  (Figure  1)  with  a 
prevalence  estimated  to  be  5 
million  in  women  and  2.5  million 
in  men  in  the  United  States.2  It 
has  been  suggested  that  up  to  30 
percent  of  patients  seen  in 
general  medical  practice  have 
major  depressive  disorder.3  Un- 
fortunately, major  depressive  dis- 
order often  is  not  diagnosed, 
which  increases  the  morbidity  of 
impaired  social  and  occupational 
functioning.  In  addition  to  this 
morbidity,  there  is  a significant 
mortality  associated  with  this  dis- 
order. Fifteen  percent  of  patients 
with  severe  major  depressive  dis- 
order of  at  least  one  month  will 
commit  suicide;  half  of  these  pa- 
tients saw  a physician  during  the 
month  prior  to  death. 

The  incidence  of  depression 
among  first-degree  relatives  of  pa- 
tients with  major  depressive  dis- 
order is  higher  than  in  the  general 
population.  The  median  age  at 
onset  is  25  years  but  major 
depressive  disorder  can  occur  at 
any  age.2  Unlike  chronic  illnesses 
associated  with  gradual  deteriora- 


tion of  functioning,  major 
depressive  disorder  has  been 
viewed  as  an  intermittent  illness 
without  interepisodic  sequelae. 
Recent  evidence  suggests  that 
one  year  after  identification  of  an 
index  episode,  20  percent  of  pa- 
tients remain  depressed,  while  15 
to  20  percent  of  patients  who  re- 
cover will  relapse  within  one 
year.3  Fifty  to  75  percent  of  pa- 
tients will  experience  recurrent 
episodes.  Major  depressive  dis- 
order often  coexists  with  other 
psychiatric  illness,  and  25  percent 
of  a community  sample  met 
criteria  for  three  or  more  co- 
morbid  diagnoses. 

Due  to  the  varied  symptoms 
present  in  major  depressive  dis- 
order, it  should  be  considered  in 
the  differential  diagnosis  of  many 
complaints  offered  by  patients. 
And,  a complete  medical  history 
and  review  of  systems  is 
necessary  in  evaluating  the 
depressed  patient. 

Treatment.  The  hypothesis  for 
the  biological  etiology  of  major 
depressive  disorder  evolved  from 
the  observation  that  reserpine  (a 
catecholamine-depleting  agent) 
frequently  resulted  in  depression. 
This  led  to  the  hypothesis  that 
depression  was  caused  by  a de- 
pletion of  neurotransmitters  or 
alterations  in  receptor  sensitivity 
to  these  neurotransmitters  in  cer- 
tain areas  of  the  brain  (the  limbic 
system).  Antidepressants  original- 
ly were  developed  to  treat  other 
psychiatric  illnesses,  but  were 
found  to  have  antidepressant 
properties.  The  efficacy  of  anti- 
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Major  Depressive  Disorder:  Depressed  mood  or  anhedonia  (most  of 
the  day,  almost  every  day  for  at  least  two  weeks)  in  addition  to  four 
of  the  following: 

1.  Sleep  disturbance. 

2.  Anhedonia  (loss  of  interest  in  pleasurable  activities). 

3.  Guilt  and  feelings  of  worthlessness. 

4.  Loss  of  energy. 

5.  Diminished  concentration  and  decision  making. 

6.  Appetite  disturbance  (usually  decreased,  with  weight  loss). 

7.  Psychomotor  abnormality  (retardation  versus  agitation). 

8.  Suicidal  ideation. 

Figure  1.  Features  of  major  depressive  disorder. 


depressant  medications  in  the 
treatment  of  major  depressive  dis- 
order is  incontrovertible.  Most 
pharmacologic  studies  using  a 
single  agent  demonstrate  signifi- 
cant improvement  in  70  percent 
of  patients.  Clinical  advances 
have  demonstrated  that  some 
formerly  “refractory”  patients 
respond  when  an  adjunctive 
medication  is  added  to  the 
primary  antidepressant,  or  when 
the  patient  is  switched  to  an 
alternative  agent. 

The  tricyclic  antidepressants 
were  the  first  group  of  agents 
available  for  the  treatment  of 
depression.  This  group  includes 
the  tertiary  amines  (amitriptyline, 
imipramine,  trimipramine,  and 
doxepin),  and  the  secondary 
amines  (desipramine,  nortrip- 
tyline, and  protriptyline).  They 
block  the  re-uptake  of  the  neuro- 
transmitter (neurepinephrine  and 
serotonin)  into  the  presynaptic 
neuron,  allowing  for  increased 
binding  with  pre-  and  postsynap- 
tic  receptors.  This  results  in  the 
down-regulation  of  these  recep- 
tors (including  inhibitory  ones), 
resulting  in  increased  neurotrans- 
mission. These  receptor  changes 
occur  over  the  course  of  a number 
of  weeks,  the  same  time  frame  as 
the  clinical  onset  of  anti- 
depressant efficacy. 

As  these  drugs  also  bind  to 
other  receptors  (not  associated 
with  depression),  side  effects  do 
occur.  Muscarinic  blockade  re- 
sults in  dry  mouth,  constipation, 
tachycardia,  and  blurred  vision. 


Blockade  of  alpha  1 receptors 
causes  orthostatic  hypotension 
and  dizziness.  Weight  gain  and 
sedation  result  from  anti- 
histaminic  effects,  and  cardiac 
conduction  effects  (prolongation 
of  intervals)  are  caused  by  the 
class  1A  antiarrhythmic  prop- 
erties of  these  medications.  It  is 
for  this  reason  that  tricyclic  ov- 
erdose can  be  fatal.  Patients  tak- 
ing class  1 antiarrhythmic  agents 
may  need  to  have  doses  de- 
creased if  a tricyclic  agent  is  to 
be  used  so  as  to  avoid  additive  or 
potentially  proarrhythmic  effects. 
The  tricyclic  antidepressants  do 
not  decrease  LVEF,  even  in  com- 
promised patients,  but  do  cause  a 
greater  incidence  of  orthostatis  in 
these  patients  (nortriptyline  being 
the  least  likely  to  do  so). 

Other  antidepressants  available 
include  the  heterocyclic  agents. 
Amoxapine  is  metabolized  to  a 
neuroleptic  and,  therefore,  may 
be  associated  with  extrapyramidal 
effects  and  tardive  dyskinesia. 
Maprotiline  is  associated  with  a 
higher  incidence  of  seizures  than 
the  tricyclics,  and  trazodone  can 
cause  priapism  in  men. 

Monoamine  oxidase  inhibitors 
(MAOIs)  exert  their  effect  by 
blocking  the  enzyme  responsible 
for  degrading  neurotransmitters. 
This  has  the  effect  of  increasing 
the  amount  of  neurotransmitter 
available  for  release  into  the 
synapse.  Hypertensive  crises  can 
develop  when  patients  on  these 
medications  eat  foods  containing 
tyramine  or  vasoactive  com- 


pounds such  as  decongestants. 
This  may  result  in  severe 
headache. 

Newer  agents  have  become 
available.  Fluoxetine  and 
sertraline  are  serotonin-specific 
uptake  blockers.  They  cause 
significantly  fewer  side  effects 
than  the  tricyclics  as  they  do  not 
interact  appreciably  with  the  re- 
ceptors associated  with  the  side 
effects  described.  They  do  not 
have  any  clearly  identified  effect 
on  cardiac  conduction.  Bupropion 
is  an  agent  whose  neurophysio- 
logic effect  is  less  clear,  although 
it  seems  to  have  a dopaminergic 
effect.  It  has  a very  favorable  side 
effect  profile  but  has  been  as- 
sociated with  a slightly  higher  in- 
cidence of  seizures  (0.4  percent) 
than  that  of  the  tricyclic  anti- 
depressants and  so  the  maximum 
recommended  single  dose  is  150 
mg  with  a maximum  daily  dose  of 
450  mg. 

Lithium  carbonate,  thyroid 
hormone,  stimulants,  and  an- 
ticonvulsants have  been  effective 
alone  or  as  adjuncts  to  other  anti- 
depressants. Electroconvulsive 
therapy  (ECT)  remains  an  ex- 
tremely effective  and  safe  treat- 
ment, indicated  for  treatment- 
refractory  depression,  severe 
suicidality,  delusional  (psychotic) 
depression,  and  depressed  pa- 
tients in  danger  of  medical  de- 
compensation, e.g.  due  to 
malnourishment.  Partial  sleep 
deprivation  and  phototherapy  (for 
depressions  occurring  almost  ex- 
clusively in  the  fall  and  winter) 
also  have  been  shown  to  have 
antidepressant  effects. 

Cognitive  therapy  has  been 
shown  to  be  effective  in  treating 
milder  forms  of  major  depressive 
disorder  by  modifying  negative 
automatic  thoughts  of  the  self, 
world,  and  future.  For  some  pa- 
tients, the  combined  treatment  of 
medication  and  psychotherapy 
may  be  preferential  to  treatment 
with  one  modality. 

BIPOLAR  DISORDER 

Bipolar  disorder  is  the 
psychiatric  illness  in  which  the 
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patient,  in  addition  to  experienc- 
ing episodes  of  major  depression, 
also  experiences  at  least  one 
manic  episode  (Figure  2)  severe 
enough  to  impair  social  or  oc- 
cupational functioning.  Tradition- 
ally, patients  with  a history  of 
major  depression  who  then  ex- 
perience a manic  episode  are  re- 
diagnosed as  having  bipolar  dis- 
order. Patients  who  experience  a 
manic  episode  without  any  his- 
tory of  major  depression,  also  are 
diagnosed  with  bipolar  disorder. 
The  assumption  is  that  eventually 
they  will  experience  an  episode  of 
major  depression. 

The  incidence  of  bipolar  dis- 
order in  the  general  population 
approximates  1 percent  and  is 
equally  distributed  among  men 
and  women.  Genetic  studies  have 
shown  a higher  rate  of  bipolar 
illness  in  first-degree  relatives 
with  the  disorder  than  in  the 
general  population.  The  median 
age  of  onset  of  this  disorder  is  19 
years.2 

Manic  episodes  often  begin  and 
end  more  abruptly  than  depres- 
sive episodes,  and  may  be  of 
shorter  duration.  Eighty-five  to  90 
percent  of  patients  with  a manic 
episode  will  have  a recurrent 
episode  and  the  incidence  of 
suicide  among  bipolar  patients  is 
15  percent. 

The  differential  diagnosis  in- 
cludes hyperthyroidism,  use  of 
sympathomimetics,  exogenenous 
steroids,  isoniazid,  procarbazine, 
yohimbine,  and  captopril,  com- 
plex partial  seizures,  and  cere- 
brovascular accidents  (especially 
thalamic  strokes). 

Treatment.  Since  the  1960s  and 
1970s,  the  efficacy  of  lithium 
carbonate  has  been  demonstrated 
for  the  treatment  and  prophylaxis 
of  manic  and  depressive  episodes 
in  patients  with  bipolar  disorder. 
It  has  been  stated  that  80  percent 
of  lithium-responsive  bipolar  pa- 
tients will  relapse  upon  discon- 
tinuation of  the  lithium. 

Effective  plasma  levels  for  the 
treatment  of  acute  mania  is  in  the 
range  of  0.9- 1.5  meq/L,  while  the 
maintenance  (prophylactic)  range 


Manic  Episode:  Period  of  impaired  functioning  characterized  by 
euphoric,  irritable,  or  expansive  mood,  plus  three  of  the  following: 

1.  Distractibility. 

2.  Talkativeness  (pressured  speech). 

3.  Restlessness  (increased  psychomotor  agitation). 

4.  Harmful  activities  (hypersexuality  and  spending  sprees). 

5.  Flight  of  ideas  (racing  thoughts). 

6.  Grandiosity. 

7.  Hyposomnia  (insomnia). 

Figure  2.  Features  of  a manic  episode. 


is  0.6-1  meq/L.  Many  thiazide 
diuretics,  nonsteroidal  anti-in- 
flammatory drugs,  and  ACE-in- 
hibitors  can  result  in  increased 
lithium  levels.  Toxic  effects  in- 
clude confusion,  ataxia,  and 
slurred  speech.  In  severe  toxicity, 
dialysis  can  be  utilized,  as  lithium 
is  dialyzable.  In  patients  on 
lithium,  renal  function  tests  are 
obtained  at  regular  intervals  to 
follow  the  rare  occurrence  of 
renal  impairment.  Likewise,  thy- 
roid function  tests  are  intermit- 
tently monitored  due  to  the 
decreased  responsiveness  of  the 
thyroid  with  rare  occurrences  of 
lithium-induced  diffuse,  benign 
goiter. 

Neuroleptics  often  are  used 
initially  in  manic  patients 
although  it  has  been  suggested 
that  these  patients  are  more 
susceptible  to  developing  tardive 
dyskinesia  than  schizophrenic  pa- 
tients. Verapamil,  clonazepam, 
and  clonidine  also  have  de- 
monstrated efficacy  in  some 
bipolar  patients.  Rapid-cycling 
(four  or  more  episodes  per  year) 
bipolar  disorder,  or  dysphoric 
mania  (clinical  features  of  both 
depression  and  mania)  are  as- 
sociated with  a poorer  prognosis 
and  respond  less  favorably  to 
lithium  treatment.  Anticonvul- 
sants, such  as  carbamazepine  and 
valproate  have  been  more  effec- 
tive in  this  subset  of  bipolar  pa- 
tients. ECT  also  has  been  effec- 
tive for  this  group  and  high-dose 
thyroid  supplementation  has  been 
suggested  as  potentially  effective. 

For  the  bipolar,  depressed  pa- 
tient (a  manic-depressive  patient 


in  the  midst  of  a depressive 
episode),  traditional  wisdom  has 
been  to  add  an  antidepressant 
to  the  mood-stabilizing  medica- 
tion. It  has  been  observed, 
however,  that  in  some  patients, 
the  antidepressant  can  cause  the 
patient  to  “flip”  into  a manic  state, 
and  destabilize  the  course  of  ill- 
ness by  producing  rapid-cycling. 
There  has  been  the  suggestion 
that  bupropion  and  certain 
MAOIs  may  be  less  likely  to  have 
this  effect  than  other  anti- 
depressants. A subset  of  patients, 
exhibiting  episodes  of  major 
depression  as  well  as  hypomania 
(symptoms  less  severe  than  seen 
in  mania),  are  commonly  referred 
to  as  having  bipolar  type  II  dis- 
order. Pharmacologic  trials  have 
pointed  to  the  variations  in  the 
effective  treatment  of  the  bipolar 
patient  depending  on  variables 
such  as  length  of  illness,  number 
of  previous  episodes,  frequency  of 
cycling,  and  proportion  of  manic 
versus  depressive  episodes.  These 
trials  suggest  that  bipolar  disorder 
may  “evolve”  over  time,  perhaps 
due  to  kindling  in  certain  areas  of 
the  brain.  Therefore,  treatment  of 
a first  episode  of  mama  may  differ 
from  that  of  an  episode  later  in 
the  illness.6 

DYSTHYMIA 

A patient  who  experiences 
chronic  (at  least  two  years) 
depressive  symptoms  of  less 
severity  than  experienced  in 
major  depression  is  diagnosed 
with  dysthymia  (Figure  3). 

The  course  of  dysthymia  is 
punctuated  by  episodes  of  major 
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Dysthymia:  Depressed  mood  more  than  50  percent  of  the  time  for 
at  least  two  years,  plus  two  of  these  while  depressed: 

1.  Appetite  disturbance. 

2.  Sleep  disturbance. 

3.  Fatigue. 

4.  Low  self-confidence. 

5.  Indecisiveness. 

6.  Hopelessness. 

Figure  3.  The  features  of  dysthymia. 


depression  (“double  depression”). 
Lifetime  prevalence  is  estimated 
to  be  3 percent  with  a female  to 
male  ratio  of  1.9:1.  The  average 
duration  of  dysthymia  is  five 
years,  but  may  last  decades. 

Double  depressed  patients 
whose  major  depression  remits, 
but  who  continue  to  experience 
dysthymia,  have  a higher  rate  of 
relapse  (into  major  depression), 
and  faster  cycle  time  than  major 
depressed  patients  without  co- 
morbid  dysthymia.7  Previously 
seen  as  patients  with  personality 
disorders  or  “neurotic  depres- 
sion, we  now  conceptualize  these 
patients  as  having  a mood  dis- 
order, some  of  whom  are  ex- 
periencing residual  or  “form 
fruste”  symptoms  of  major 
depression. 

Treatment.  Antidepressants 
have  been  effective  in  these  pa- 
tients. Double  depressive  patients 
whose  major  depression  has  re- 
mitted but  with  continued 
dysthymia  have  a higher  rate  of 
relapse  into  major  depression 
than  those  double  depressive  pa- 
tients whose  dysthymia  also  has 
remitted.  Therefore,  these  pa- 
tients should  remain  on  anti- 
depressant treatment  until 
dysthymia  remits.7 

CYCLOTHYMIA 

Cyclothymia  is  a disorder  in 
which  a patient  demonstrates 
more  than  a two-year  history  of 
variations  in  mood,  including 
depressive  and  hypomaniac 
symptoms  that  are  not  of  suffi- 
cient intensity  to  satisfy  criteria 
for  major  depressive  disorder  or 
mania. 
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Cyclothymia  is  conceptualized 
as  a milder  form  of  bipolar  dis- 
order. Patients  have  a higher  in- 
cidence of  biological  relatives 
with  bipolar  disorder  than  the 
general  population  and  many 
eyelothymics  eventually  manifest 
full  bipolar  disorder.  The 
hypomanic  episodes  often  are 
periods  of  great  productivity, 
creativity,  and  sociability;  there- 
fore, it  often  is  enjoyed  by  the 
patient  and  may  result  in  the  pa- 
tient refusing  treatment.  Similar- 
ly, the  depressive  episodes  may 
be  mild  and  well  tolerated  by  the 
patient.  However,  either  mood 
change  can  be  maladaptive  and 
counterproductive,  interfering 
with  appropriate  functioning. 

Cyclothymia  usually  begins  in 
adolescence.  Studies  indicate  a 
lifetime  prevalence  of  0.4  to  3.5 
percent,  occurring  equally  in  men 
and  women. 

Formerly  conceptualized  as  a 
personality  disorder,  cyclothymia 
had  been  treated  with  psycho- 
therapy without  proved  efficacy. 
The  pharmacologic  treatment  has 
been  more  successful  with  ap- 


proximately 60  percent  of  the 
eyelothymics  responding  to 
lithium.  Antidepressants  can 
cause  some  patients  to  “flip  into 
a manic  episode.  H 
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Anxiety  disorders 
in  the 

general  practice 

Michael  D.  Robinson,  MD 


The  author  reviews  the  concept  of  anxiety  and  the  diagnosis 
and  treatment  of  panic  disorder,  generalized  anxiety  disorder, 
obsessive-compulsive  disorder,  social  phobia,  and  post- 
traumatic  stress  disorder.  The  psychiatrist  and  primary  care 
practitioner  can  collaborate  for  the  patient’s  benefit. 


Anxiety  and  depression 
lead  patients  to  seek  help 
from  health  care  practi- 
tioners, both  psychia- 
trists and  nonpsychiatrists.1'2  A 
significant  subgroup  of  patients 
who  complain  of  feeling  de- 
pressed will  meet  the  diagnostic 
criteria  for  an  affective  disorder. 
Similarly,  a high  percentage  of  pa- 
tients who  report  feeling  anxious 
will  meet  the  diagnostic  criteria 
for  an  anxiety  disorder.  The  im- 
plications of  making  an  ap- 
propriate diagnosis  of  an  anxiety 
disorder  have  grown  dramatically 
in  importance  in  the  past  decade. 
During  this  time,  the  understand- 
ing of  the  biological  basis  of 
anxiety  has  grown,  and  the 
diagnostic  criteria  for  anxiety  dis- 
orders have  become  increasingly 
well  defined.  As  a result,  specific 
and  successful  treatments  of 
anxiety  disorders  are  possible. 
The  goals  of  this  article  are:  to 
understand  anxiety  as  a symptom; 
to  consider  the  differential 
diagnosis  of  anxiety;  to  discuss 
anxiety  disorders  as  distinct  en- 
tities; and  to  examine  treatment 
options  for  anxiety  disorders. 

ANXIETY  AS  A SYMPTOM 

Anxiety  is  a fearful  emotion 
accompanied  by  a variety  of 


physical,  affective,  cognitive,  and 
behavioral  symptoms.  The 
physical  manifestations  of  anxiety 
are  the  most  familiar  to  primary 
care  practitioners.  The  cardiopul- 
monary symptoms  of  anxiety  typi- 
cally include  chest  pain,  hyper- 
ventilation, tachycardia,  and  pal- 
pitations. Other  organ  symptoms 
that  may  be  the  “targets”  for 
anxiety  include  the  gastroin- 
testinal tract,  e.g.  anorexia,  diar- 
rhea, abdominal  pain,  nausea, 
vomiting,  epigastric  butterflies; 
the  genitourinary  tract,  e.g.  sexual 
dysfunction,  urinary  frequency; 
and  the  nervous  system,  e.g. 
dizziness,  tremulousness,  faint- 
ness, headache,  lightheadedness, 
paresthesia.  Other  physical 
symptoms  of  anxiety  include 
diaphoresis,  dry  mouth,  blurred 
vision,  muscular  tension,  and 
flushing.  One  of  the  challenges 
for  the  clinician  faced  with  a pa- 
tient with  these  symptoms  is  to 
determine  their  etiology.  A 
diagnostic  evaluation  must  be  suf- 
ficiently complete  to  exclude 
physical  etiologies  of  anxiety.  It  is 
important  that  the  patient  for 
whom  such  etiologies  are  ex- 
cluded not  be  told  that  the 
problem  is  “all  in  the  head. 
Anxiety  disorders,  as  well  as  many 
other  psychiatric  disorders  in 


which  anxiety  is  a prominent 
symptom,  are  physiologically 
based.  The  affective  manifesta- 
tions of  anxiety  encompass  a spec- 
trum of  feelings  ranging  from 
edginess,  uneasiness,  and  ir- 
ritability to  frank  terror  and  panic. 
The  cognitive  manifestations  of 
anxiety  include  worry,  apprehen- 
siveness, and  thoughts  of  emo- 
tional or  bodily  danger.  The  be- 
havioral manifestations  of  anxiety 
include  avoidance  behaviors,  re- 
petitive behaviors,  hypervigi- 
lance, and  scanning.  Although 
these  behaviors  occur  for  the 
purpose  of  reduction  or  avoidance 
of  distress,  they  can  result  in 
marked  functional  impairment  for 
many  patients. 

DIFFERENTIAL  DIAGNOSIS 

Anxiety  can  arise  from  many 
sources,  aside  from  the  psycho- 
logical.3 Diagnostic  evaluation 
should  be  guided  by  the  patient’s 
particular  clinical  picture,  not  by 
the  wish  to  assure  the  patient  that 
all  possible  studies  have  been 
conducted. 

Before  considering  the  specific 
anxiety  disorders,  the  primary 
care  practitioner  should  be  aware 
that  other  psychiatric  illnesses 
can  include  anxiety  as  a signifi- 
cant symptom.  These  illnesses  in- 
clude mood  disorders,  schizo- 
phrenia, personality  disorders,  ad- 
justment disorders,  and  somato- 
form disorders. 

ANXIETY  DISORDERS 

The  anxiety  disorders  that  most 
likely  are  encountered  in  the 
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primary  care  setting  include  panic 
disorder,  generalized  anxiety  dis- 
order, obsessive-compulsive  dis- 
order, social  phobia,  and  post- 
traumatic  stress  disorder.43  The 
most  recent  edition  of  the 
psychiatric  diagnostic  nomencla- 
ture, DSM-II1R,  provides  spe- 
cific criteria  for  each  of  these 
diagnoses  and  should  be  consult- 
ed for  precise  descriptions  of  the 
quality,  frequency,  and  severity  of 
symptoms  essential  in  making 
these  diagnoses.6 

Panic  disorder  (PD).  PD  is 
characterized  by  episodes  of 
panic  that  are  unexpected  and  un- 
related to  being  the  focus  of  atten- 
tion of  others.  PD  typically  begins 
in  the  third  decade  of  life,  and 
occurs  more  often  in  women  than 
in  men.  However,  it  may  be  un- 
derdiagnosed in  men,  given  that 
a greater  proportion  of  men  than 
women  may  self-medicate  with  al- 
cohol to  alleviate  symptoms.  The 
lifetime  prevalence  is  estimated 
to  be  between  1.2  and  2.2  per- 
cent. 

The  diagnostic  criteria  for  PD 
require  four  attacks  occurring 
within  a four-week  period,  or  the 
occurrence  of  at  least  one  attack 
followed  by  one  month  of  persis- 
tent fear  of  another.  The  typical 
patient  with  PD  experiences  an 
initial  spontaneous  attack  of 
tachycardia,  dizziness,  and 
dyspnea,  and  feels  a sense  of  im- 
pending doom.  He  responds  by 
seeking  emergency  medical  atten- 
tion for  a feared  stroke  or  heart 
attack,  receives  reassurance,  and 
returns  home — only  to  experi- 
ence further  attacks,  resulting  in 
progressively  more  exhaustive 
medical  evaluation.  As  this 
process  unfolds,  a significant  por- 
tion of  patients  who  are  told  that 
their  problem  is  psychological 
will  avoid  further  medical 
attention.8 

Patients  with  PD  frequently  ex- 
perience anticipatory  anxiety— 
the  fear  of  an  upcoming  attack, 
with  increasing  worry  about  them 
between  attacks,  resulting  in 
autonomic  hyperarousal  leading 
to  chronic  feelings  of  anxiety.  Ad- 


ditionally, two  particularly  serious 
complications  are  phobic  avoid- 
ance and  agoraphobia. 

The  treatment  of  PD  requires 
the  use  of  pharmacological  in- 
tervention to  prevent  spon- 
taneous panic.  The  most  widely 
used  medications  for  this  purpose 
are  tricyclic  antidepressants, 
particularly  imipramine,  as  well 
as  monoamine  oxidase  inhibitors. 
The  efficacy  of  these  medications 
does  not  require  the  presence  of 
a mood  disorder.  Alprazolam  has 
been  shown  to  be  of  considerable 
value  in  the  blockade  of  PD,  but 
does  carry  the  risk  of  addiction. 
With  each  of  these  medications, 
patients  frequently  report  a re- 
duction in  anticipatory  anxiety  as 
well  as  frank  panic.  Behaviorally 
oriented  psychotherapeutic  ap- 
proaches to  PD  can  be  used  with 
much  success  in  conjunction  with 
pharmacotherapy.  These  ap- 
proaches include  relaxation  train- 
ing, biofeedback,  and  progressive 
exposure  to  both  imagined  and 
actual  anxiety-provoking  situa- 
tions. Cognitive  therapy  can  be 
particularly  useful  in  the  manage- 
ment of  anticipatory  anxiety. 
Although  psychodynamic  psycho- 
therapy is  not  the  primary 
psychotherapeutic  intervention 
used  for  these  patients,  it  is  of 
considerable  value  for  those  pa- 
tients who  develop  recurrence  of 
panic  when  confronted  with 
separation  experiences.  The  clini- 
cian should  be  aware  that  patients 
who  are  treated  with  relaxation 
training  will  experience  a para- 
doxical increase  in  anxiety 
symptoms,  necessitating  the  dis- 
continuation of  such  treatment. 

Generalized  anxiety  disorder 
(GAD).  GAD,  the  most  common 
anxiety  disorder,  with  a preva- 
lence of  between  2.3  and  8.1  per- 
cent, is  characterized  by  unrealis- 
tic or  excessive  anxiety  and  worry 
about  two  or  more  life  circum- 
stances for  at  least  six  months. 
DSM-1I1R  requires  the  presence 
of  at  least  6 of  the  18  symptoms 
listed  in  the  categories  of  motor 
tension,  autonomic  hyperactivity, 
vigilance,  and  scanning.  Patients 


with  GAD  generally  experience 
little  social  or  occupational 
dysfunction;  they  suffer  from  con- 
siderable internal  distress,  and 
frequently  report  they  have  felt 
anxious  all  their  life. 

Many  GAD  patients  benefit 
from  chronic  administration  of 
benzodiazepines.  Although  phys- 
iologic dependence  upon  benzo- 
diazepines will  occur  in  many  of 
these  patients,  it  generally  is  un- 
accompanied by  tolerance  or 
abuse,  two  of  the  hallmarks  of  ad- 
diction. In  many  instances,  GAD 
patients  are  at  risk  of  relapse 
upon  discontinuation  of  benzo- 
diazepines. Buspirone,  the  first  of 
a group  of  novel  nonbenzodiaze- 
pine anxiolytics,  poses  no  risk  of 
addiction,  does  not  interact  with 
alcohol,  is  not  sedating,  and  is  not 
subject  to  abuse.  However,  its 
long-term  efficacy  in  GAD  re- 
mains to  be  seen.  Psychothera- 
peutic approaches  to  GAD  range 
from  insight-oriented  treatment 
(when  unresolved  intrapsychic 
conflict  is  felt  to  be  at  the  root  of 
chronic  anxiety)  to  behavioral 
treatment,  including  relaxation 
training,  exploration  of  coping 
strategies,  and  training  in  the 
management  of  life  stresses  and 
somatic  symptoms. 

Obsessive-compulsive  disorder 
(OCD).  OCD  is  characterized  by 
the  presence  of  obsessive 
thoughts  or  compulsive  behaviors 
that  cause  marked  distress,  are 
time  consuming  (over  one  hour 
daily),  or  interfere  with  a normal 
routine,  occupational  functioning, 
social  activities,  or  relationships 
with  others.  Although  obsessions 
can  exist  without  compulsions,  or 
vice  versa,  obsessions  and  com- 
pulsions frequently  are  seen  to- 
gether in  patients  with  OCD.  Ob- 
sessive thoughts  in  OCD  patients 
typically  are  recurrent,  persistent, 
and  viewed  as  intrusive  and 
senseless.  Compulsions  are  de- 
signed to  neutralize  or  prevent 
discomfort  of  a dreaded  situation 
or  event — but  either  are  excessive 
or  not  realistically  connected  to 
the  target.  They  occur  repetitively 
and  are  perceived  by  the  patient 
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(at  least  early  in  the  illness)  as 
unrealistic  or  excessive.  Com- 
pulsive rituals  include  checking, 
handwashing,  cleaning,  hoarding, 
and  repeating.  Estimates  of  the 
lifetime  prevalence  of  OCD  range 
from  2 to  5 percent,  and  it  is 
suspected  that  this  illness  is 
generally  underdiagnosed.  Ad- 
ditionally, well-intentioned  fami- 
lies and  employers  can  enable  the 
OCD  patient  to  remain  sympto- 
matic, e.g.  tolerating  hoarding,  al- 
lowing employees  to  complete 
their  checking  rituals,  showering 
compulsively,  coming  to  work 
late.  OCD  can  be  complicated  by 
depression  and  substance  abuse. 

Pharmacologic  treatment  of 
OCD  has  been  revolutionized  by 
the  availability  of  clomipramine,  a 
tricyclic  antidepressant  with 
serotonin  reuptake  blocking  ac- 
tivity. In  contrast  to  significant 
placebo  responses  in  many  other 
illnesses,  the  placebo  response  in 
OCD  patients  in  comparison  to 
clomipramine  is  particularly  low. 
Other  medications  that  have  been 
of  clinical  value  in  the  treatment 
of  OCD  include  fluoxetine,  at 
doses  up  to  three  to  four  times 
those  used  with  this  medication 
for  the  treatment  of  depression. 
Many  other  psychopharmacologic 
approaches  to  the  treatment  of 
OCD  have  been  utilized,  with 
less  success.  As  has  been  the  case 
with  other  anxiety  disorders  with 
severe  behavioral  consequences, 
psychodynamic  psychotherapy 
has  given  way  to  behavioral  ap- 
proaches, including  exposure  to 
ritual-inducing  stimuli  coupled 
with  prevention  of  compulsive 
responses.  A patient  whose  OCD 
is  characterized  primarily  by  ob- 
sessive thinking  often  is  less 
responsive  to  behavioral  interven- 
tions. 

Social  phobia  (SP).  SP  is 
charaterized  by  an  unreasonable 
fear  of  public  humiliation.  Such 
fears  can  be  specific  to  certain 
situations  or  can  involve  social 
situations.  As  a result  of  this  dis- 
order, patients  typically  will  ex- 
perience marked  anxiety  upon  ex- 
posure to  the  phobic  stimulus,  re- 


sulting in  the  development  of  an- 
ticipatory anxiety  and  phobic 
avoidance.  The  diagnosis  of  SP 
requires  the  presence  of 
avoidance  behavior  to  the  point  of 
impairment  of  social  or  occupa- 
tional functioning — or  marked 
distress  regarding  the  fear. 
Estimates  of  the  lifetime 
prevalence  of  severe  SP  have 
ranged  from  1.7  to  3.9  percent. 
Although  seldom  incapacitating, 
this  disorder  can  be  complicated 
by  the  development  of  alcohol  or 
other  substance  abuse,  such  as 
anxiolytics.  SP  also  tends  to  be 
self-perpetuating,  in  that  phobic 
anxiety  can  result  in  impaired 
performance,  reinforcing  the 
anxiety  and  resulting  in  further 
avoidance — thus  making  it  more 
difficult  to  contemplate  the 
phobic  stimulus. 

The  heterogeneity  of  SP  has 
made  it  difficult  to  study  out- 
comes of  treatment  approaches. 
Behavioral  approaches  to  the 
treatment  of  SP  include  cognitive 
therapy,  social  skills  training  (fre- 
quently conducted  in  a group  set- 
ting), and  systematic  desensitiza- 
tion. The  symptoms  of  SP  tend  to 
return  following  the  discontinua- 
tion benzodiazepines.  Some  evi- 
dence suggests  that  monoamine 
oxidase  inhibitors  may  be  of 
value.  Additionally,  patients  with 


performance  anxiety  may  benefit 
from  the  situational  use  of  beta- 
blockers. 

Post-traumatic  stress  disorder 
(PTSD).  PTSD  is  characterized 
by  the  pre-existing  occurrence  of 
an  extraordinarily  traumatic 
event,  followed  by  the  persistent 
re-experience  of  this  event  and 
accompanied  by  symptoms  of  in- 
creased arousal  and  either 
avoidance  of  stimuli  related  to  the 
trauma  or  diminished  responsive- 
ness to  the  external  world. 
Although  prevalence  rates  for  the 
general  population  have  been  de- 
termined, it  is  more  meaningful  to 
consider  the  prevalence  of  PTSD 
among  a susceptible  population 
subgroup,  i.e.  those  exposed  to  a 
given  extraordinary  stressor.  The 
etiologic  relationship  between  a 
particular  stressor  and  the  de- 
velopment of  PTSD  places  this 
disorder  in  a relatively  unique 
position  among  the  major  severe 
psychiatric  syndromes.  Traumatic 
events  that  qualify  as  stressors 
that  can  produce  PTSD  include 
natural  disasters,  accidental  dis- 
asters, and  deliberately  caused 
disasters  including  solitary  events 
such  as  rape  and  group  ex- 
periences such  as  military  com- 
bat. Certain  stressors  are  more 
likely  to  result  in  PTSD  among  a 
high  proportion  of  victims  than 
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others.  The  re-experiencing  of 
traumatic  events  can  occur  in  the 
form  of  intrusive  memories, 
dreams,  an  actual  sense  of  reliving 
the  experience,  or  anniversary  re- 
actions. Additionally,  avoidance 
behavior  arising  from  PTSD,  as 
well  as  “emotional  anesthesia” 
(feelings  of  detachment,  estrange- 
ment, loss  of  interest  in  activities, 
or  decreased  ability  to  experience 
emotion)  can  result  in  significant 
occupational  and/or  social  impair- 
ment. Symptoms  of  increased 
arousal  can  progress  through  a 
spectrum  of  irritability,  fear  of 
loss  of  impulse  control,  and  vio- 
lent behavior.  Associated  feelings 
of  depression  or  guilt  can  result 
in  suicidal  behavior.  Patients  with 
PTSD  often  resort  to  substance 
abuse  in  an  attempt  to  alleviate 
symptoms. 

PTSD  can  be  particularly  dif- 
ficult to  treat  when  chronic  or 
delayed  in  development  for  at 
least  six  months  beyond  the 
stressor,  in  contrast  to  acute 
PTSD.  However,  a combination 
of  psyehodynamics,  psychothera- 
py, and  behaviorally  oriented 
therapy — focused  upon  current 
stimuli  reminiscent  of  past 
stressors — can  result  in  signifi- 
cant improvement  of  dysphoria, 
avoidance,  and  intrusive  thoughts. 
Pharmacologic  treatment  should 
be  viewed  as  adjunctive  to 
psychotherapy  in  the  manage- 
ment of  PTSD.  Antidepressants 
can  be  of  benefit  in  a subgroup 
of  PTSD  patients  with  depressive 
symptoms,  even  in  the  absence  of 
a major  depressive  syndrome, 
while  benzodiazepines  and 
neuroleptics  can  be  useful  in  the 
attenuation  of  hyperarousal.  An- 
ticonvulsants, particularly 
carbamazepine,  have  been  of 
value  in  the  treatment  of 
flashbacks.  Finally,  the  unique 
position  of  PTSD  among  the 
psychiatric  syndromes  has  im- 
plications for  the  development  of 
prevention  strategies.  In 
particular,  intervention  teams 
have  been  deployed  rapidly  in  re- 
cent years  in  the  aftermath  of 
cluster  suicides  in  schools,  build- 


ing collapses,  and  mass  murders, 
in  an  attempt  to  prevent  the  de- 
velopment of  PTSD. 

CONCLUSION 

The  symptoms  of  anxiety  pose 
a diagnostic  and  therapeutic 
challenge  to  the  primary  care 
practitioner.  Familiarity  with  the 
multiplicity  of  nonpsychiatric 
sources  of  anxiety,  coupled  with 
the  availability  of  increasingly 
sophisticated  psychiatric  differen- 
tial diagnosis  of  anxiety  disorders 
as  well  as  access  to  an  expanding 
spectrum  of  psychotherapeutic 
techniques  and  psychophar- 
macologic  agents,  has  made  it 
possible  to  provide  symptom  re- 
lief, restore  social  and  occupa- 
tional function,  and  foster  cost- 
effective  utilization  of  health  care 
resources.  The  collaboration  of 
the  psychiatrist  and  the  primary 
care  practitioner  can  result  in  ef- 
fective treatment  of  the  anxious 
patient.  I 
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Differential  diagnosis 
and  management  of 
suicidal  behavior 

Andrew  E.  Slaby,  MD,  PhD,  MPH 


Suicidal  behavior,  like  fever  and  headache,  has  a differential 
diagnosis.  The  physician,  confronted  with  a patient  who  is 
suicidal,  must  identify  the  etiology  of  the  self-destructive 
behavior  and  provide  diagnostic-specific  treatment.  Suicide, 
in  most  instances,  is  a preventable  cause  of  death. 


Suicide,  in  most  instances, 
is  a preventable  cause  of 
death.  The  majority  of 
suicides  is  due  to  treat- 
able psychiatric  disorders  that,  if 
recognized  early  and  treated  ag- 
gressively, obviate  feelings  of 
helplessness,  worthlessness,  and 
hopelessness,  and  subsequent 
suicide. 

INCIDENCE 

Approximately  1 percent  of  in- 
dividuals die  by  suicide  each 
year.1  The  rate  of  suicide  among 
adolescents  has  increased  nearly 
threefold  in  the  past  three  de- 
cades.23 The  reasons  for  this  in- 
crease among  adolescents  include 
breakdown  of  the  extended  and 
nuclear  family;  dissolution  of 
communities  and  of  organized  re- 
ligion; stress  due  to  increasing 
competition  for  school  and  jobs; 
and  widespread  substance  abuse. 
Child  and  adolescent  suicides,  in 
particular,  may  be  obfuscated  as 
pedestrian  or  vehicular  accidents. 
Rates  of  suicide,  however,  still  are 
highest  among  older  men.4 

RISK  FACTORS 

The  differential  diagnosis  of 
suicidal  behavior  is  presented  in 
Table  1.  After  appropriate  means 
of  securing  the  safety  of  a patient, 


the  task  of  the  evaluating  physi- 
cian is  to  elaborate  an  in- 
dividualized differential  diagno- 
sis, to  arrive  at  a tentative 
diagnosis  from  the  clinical  data 
obtained,  and  to  provide  diag- 
nostic-specific treatment.  Various 
studies  indicate  that  between  32 
to  60  percent  of  patients  who 
commit  suicide  see  a physician 
within  two  months  of  their  death, 
but,  in  most  instances,  the  physi- 
cian was  not  aware  of  the  im- 
minence of  death  and  did  not 
provide  appropriate  treatment.5 

PSYCHIATRIC  AND 
PHYSICAL  ILLNESS 

The  risk  of  suicide  among  the 
psychiatrically  ill  is  6 to  11  times 
greater  than  that  of  those  patients 
without  illness.6  Those  patients 
with  major  depression  and  bipolar 
disorder  are  at  particular  risk  with 
lifetime  prevalence  for  those  af- 
fected at  least  15  percent  if 
untreated7  with  10  to  20  percent 
as  many  suicide  attempts.8  Rates 
are  increased  in  the  presence  of 
sleep,  appetite,  energy,  and  sex- 
ual interest  disturbances  and 
greatest  with  hopelessness.  The 
actual  risk  of  suicide  may  increase 
early  in  the  course  of  treatment 
when  energy  returns  (allowing 
completion  of  a suicide  plan)  prior 


to  relief  from  depression.  In  ad- 
dition, the  enhanced  ability  to 
concentrate  that  occurs  with 
psychopharmacotherapy  occurs 
before  thoughts  of  hopelessness, 
suicide,  and  worthlessness  abate. 
Thus,  one  may  see  enhancement 
of  self-destructive  ideation.  Risk 
of  suicide  with  mania  is  com- 
parable to  that  with  depression. 

Anxiety  disorders,  particularly 
panic  disorder,  increase  the  risk 
of  suicide  attempts.  Risk,  in  fact, 
is  increased  in  patients  with  panic 
that  does  not  comport  to  DSM- 
III-R  criteria  for  the  disorder. 
Risk  of  suicide  attempts  (not 
suicide)  is  greatest  when  panic 
disorder  is  comorbid  with 
depression  or  substance  abuse;9 
in  such  instances  it  may  be  as 
great  as  20  percent. 

Substance  abuse  disorders  are 
associated  with  increased  risk.  In- 
toxication or  withdrawal  may  be 
associated  with  paranoia,  im- 
pulsivity,  profound  depression 
(so-called  “crashing”  in  the  in- 
stance of  cessation  of 
amphetamines  and  cocaine),  dis- 
inhibition,  and  poor  judgment 
leading  to  increased  attempts. 
Single  car  crashes  and  pedestrian 
fatalities  are  sometimes  occult 
suicides.  In  a number  of  in- 
stances, a person  who  is  anxious, 
depressed,  or  schizophrenic  self- 
medicates  his  condition  with  al- 
cohol or  drugs,  resulting  in  the 
person  having  two  concurrent 
psychiatric  conditions:  the 

primary  disorder,  e.g.  bipolar  dis- 
order, and  substance  abuse.  Clues 
to  identifying  these  patients  with 
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so-called  “dual  diagnosis’  include 
evidence  that  the  psychiatric 
symptoms  preceded  the  use  of 
substances,  worsening  rather  than 
improving  psychiatric  symptoms 
in  the  weeks  and  months  follow- 
ing cessation  of  substance  use. 
Another  clue  to  identifying  dual 
diagnosis  patients  is  a family  his- 
tory of  psychiatric  disorders, 
rather  than  of  substance  abuse 
disorders. 

Risk  is  increased  with 
schizophrenia  and  is  difficult  to 
predict.10  As  with  affective  illness, 
stopping  medication  further  in- 
creases risk.  In  all  psychiatric  dis- 
orders, hopelessness  more  than 
depression  is  a major  risk  factor.11 
Young  male  schizophrenics  dur- 
ing the  first  ten  years  following 
their  diagnosis  are  the  most  likely 
to  commit  suicide,  especially  if 
they  suffer  auditory  hallucina- 
tions. Individuals  with  delusions 
alone  or  as  part  of  a delusional 
disorder  are  reported  to  have  five 
times  the  suicide  rates  of 
nondelusional  patients.12 

A family  history  of  suicide  in- 
creases the  risk  particularly  if  the 
same  sex  parent  committed 
suicide.  In  one  study,  nearly  one- 
half  of  individuals  with  a family 
history  of  suicide  attempted 
suicide.13  Family  trends  are  ex- 
plicable by  genetic  transmission 
of  psychiatric  illness,  or  impulsivi- 
ty  without  illness,  as  well  as  by 
role  modeling.  Risk  is  increased 
when  a family  history  is  present 
regardless  of  diagnosis. 

Physical  illnesses  listed  in  the 
differential  diagnosis  are  as- 
sociated with  increased  risk  by 
virtue  of  attendant  organic  mental 
disorders  (such  as  those  as- 
sociated with  delirium  and  de- 
mentia) or  by  virtue  of  depression 
or  another  psychiatric  state 
caused  by  either  physiological 
changes  induced  by  the  illness, 
e.g.  depletion  of  catecholamines 
and  indolamines  by  anti- 
hypertensive medication,  or  by  a 
psychological  reaction  to  the  ill- 
ness, dysfunction,  or  pain,  e.g. 
depression  due  to  severe  heart 
disease  or  cancer.  Physical  illness 


Table  1.  The  differential 
diagnosis  of  suicidal 
behavior. 

• Adjustment  disorder 

• Antisocial  personality  disorder 

• Anxiety  disorder 

• Bipolar  disorder 

• Borderline  personality  disorder 

• Delirium 

• Delusional  (paranoid)  disorder 

• Dementia 

• Drug  withdrawal 

• Dysthymic  disorder 

• Existential  angst 

• Hopelessness  without 
psychiatric  disorder 

• Impulse  control  disorder 

• Learning  disability 

• Major  depression 

• Narcissistic  personality 
disorder 

• Organic  mental  disorder 

• Panic  disorder 

• Personal  choice 

• Politico-cultural  factors 

• Post-traumatic  stress  disorder 

• Psychoactive  drug  use 

• Reactive  psychosis 

• Schizoaffective  disorder 

• Schizophrenia 


particularly  increases  suicide  risk 
when  it  causes  depression,  im- 
pairs judgment,  or  enhances  im- 
pulsivity,  or  when  it  is  associated 
with  stigma  and  lack  of  social  sup- 
port. The  likelihood  of  suicide  is 
further  increased  if  prior  to  a 
particularly  debilitating  or  painful 
illness,  a patient  is  robust  and  in- 
dependent. Finally,  25  percent  of 
completed  suicides  occur  in  the 
age  group  over  65  years  old, 
despite  the  fact  only  11  percent 
of  the  population  is  in  this  group; 
loss  of  social  support,  depression, 
physical  illness,  and  dementia  are 
factors  contributing  to  the  in- 
creased risk  in  this  age  group. 

Personality  disorders,  particu- 


larly those  described  as 
borderline,  increase  the  risk  for 
suicide  attempts  as  well  as  for 
suicide  completions.  The  fact  that 
homicide  and  criminal  behavior 
increases  risk  indicates  that  im- 
pulsivity  leading  to  disregard  for 
the  law  also  contributes  to  vio- 
lence toward  self  and  others. 

SOCIOCULTURAL  FACTORS 

Learning  disorders  more  fre- 
quently are  found  among  those 
who  attempt  or  die  by  suicide.  If 
unrecognized,  learning  disabled 
children  develop  a sense  of 
frustration  and  doubt  they  will 
achieve  true  potential.  Rejection 
by  teachers,  parents,  and  peers, 
coupled  with  continuing  frustra- 
tion, leads  to  hopelessness.  Hope- 
lessness leads  to  suicide.  The 
suicidal  individual  does  not  want 
to  die,  but  does  want  to  end  the 
pain. 

BIOLOGICAL  CORRELATES 

Potentially  lethal  suicide  at- 
tempts and  actual  completions 
have  been  found  to  be  associated 
with  a decrease  in  the  indolamine 
neurotransmitter  (5-hydroxytryp- 
tamine;  5HT)  serotonin  in  the 
brain,  and  with  a decrease  in  its 
principal  metabolite,  5-hydroxy 
indoleacetic  acid  (5HIAA)  in  the 
cerebrospinal  fluid.14  This  is  of 
particular  interest  as  the  newer 
generation  antidepressants  such 
as  fluoxetine  (Prozac®),  sertraline 
(Zoloft®),  and  trazodone  (Desy- 
rel®) are  serotonin  agonists  that 
increase  available  serotonin. 

MANAGEMENT 

Evaluation  of  risk.  The  first 
step  in  management  of  a poten- 
tially suicidal  patient  is  evaluation 
of  risk,  taking  into  consideration 
the  variables  in  Table  2. 

Hospitalization.  If  a patient  is 
considered  in  need  of  hospitaliza- 
tion, either  voluntarily  or  involun- 
tarily, the  physician  must  de- 
termine the  need  for  observation 
or  restraint.  As  suicidality 
diminishes,  observation  may  be 
reduced  in  intensity  from  arm’s 
length  to  eye  range.  When  there 
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is  a reasonable  degree  of  certainty 
that  patients  no  longer  are 
suicidal,  they  may  be  taken  off 
suicide  precautions. 

Families  and  patients  may  re- 
sist the  decision  to  hospitalize.  In 
such  instances,  certification  to 
hospitalize  involuntarily  is 
necessary.  This  may  be  required 
in  the  emergency  situation  prior 
to  hospitalization,  or  may  emerge 
as  needed  to  protect  a patient 
during  hospitalization  if  a patient 
becomes  more  self-destructive 
and  unable  to  leave  after  volun- 
tarily being  hospitalized. 

At  this  point,  a differential 
diagnosis  is  developed  and  a ten- 
tative diagnosis  is  selected  from 
the  history  gathered,  the 
laboratory  data,  and  the  results 
from  physical  examination. 
Specific  diagnosis  allows  specific 
treatment.  Treating  major 
depression,  bipolar  disorder, 
schizophrenia,  schizoaffective  dis- 
order, and  anxiety  disorder,  en- 
tails psychopharmacotherapy  with 
antidepressants,  mood  stabilizers, 
neuroleptics,  or  anxiolytics, 
respectively.  In  rare  instances 
where  a patient  is  extremely 
suicidal  or  cannot  tolerate 
psychotropic  medication,  elec- 
troshock may  be  needed.  The 
new  serotonin  agonists,  e.g.  fluox- 
etine, sertraline,  and  trazodone, 
have  minimal  side  effects  and 
tend  to  diminish  both  depression 
and  suicidality  in  the  affectively 
ill,  while  enhancing  the  ability  to 
concentrate.  These  should  be 
considered  for  apathetic,  de- 
pressed, and  suicidal  patients. 

Suicidal  risk  may  increase  dur- 
ing the  early  course  of  treatment. 
A patient’s  energy  may  return 
before  depressive  feelings  of  help- 
lessness, hopelessness,  and 
suicidal  ideation  remit.  Concen- 
tration often  increases  before 
depression  is  relieved.  Therefore, 
an  increased  vividness  of  suicidal 
thoughts  may  precede  ameliora- 
tion of  feelings  of  worthlessness, 
helplessness,  and  hopelessness. 
Time  is  necessary  for  medication 
at  the  right  serum  level  to  work. 
This  may  frustrate  a patient,  mak- 


Table 2.  Factors  increasing 
risk  of  suicide. 

• Age  over  65  for  men 

• Alcohol  abuse 

• Borderline  personality  disorder 

• Bipolar  illness 

• Command  hallucinations 

• Dementia 

• Disposing  of  personal  property 

• Divorced,  widowed,  or 
separated  marital  status 

• Drug  abuse 

• Dysthymic  disorder 

• Family  history  of  suicide 

• History  of  attempting  in  a place 
patient  could  not  be  found 

• History  of  homicide 

• History  of  potentially  fatal 
attempt 

• Homosexual  or  bisexual  gender 
orientation 

• Hopelessness 

• Insomnia 

• Attempt  without  likelihood  of 
discovery 

• Living  alone 

• Major  depression 

• Male  sex 

• Physical  illness 

• Plan  to  use  potentially  fatal 
means 

• Previous  attempt 

• Protestant  religion 

• Recent  loss 

• Schizophrenia 

• Unemployment 


ing  him  feel  all  the  more  hopeless 
and  all  the  more  suicidal.  Finally, 
not  all  depression  remits.  Some 
individuals  suffer  from  refractory 
depression,  requiring  specialized 
approaches  such  as  lithium 
augmentation  of  antidepressants, 
or  careful  combination  of 
monoamine  oxidase  inhibitors 
with  tricyclics  or  tetracyclics.  The 
longer  a depression  goes 
untreated  and  the  more  intense  it 


becomes,  the  greater  the  risk  of 
suicide. 

In  instances  where  depressive 
ideation  with  the  thought  of 
suicide  is  part  of  a medical  illness 
(such  as  hypothyroidism)  or  part 
of  a toxic  effect  of  a drug  (such 
as  a beta  blocker  or  prednisone), 
simply  apprising  the  patient  of 
the  cause  does  not  necessarily  as- 
suage the  desire  to  die.  If  an  in- 
dividual is  depressed  due  to  an 
antihypertensive  medication, 
suicide  may  ensue.  Awareness  of 
this  information  is  essential  for 
the  primary  care  physician. 

SPECIFIC  STRATEGIES 

With  suicidal  individuals,  social 
support  and  family  therapy  are 
critical  to  treatment  and  preven- 
tion. Feeling  the  support  of  others 
mollifies  the  pain  of  depression. 
Supportive  others  can  recognize 
worsening  of  symptoms  and  can 
detect  the  development  of  a 
suicide  plan,  and  these  supporters 
should  be  provided  with  the  clini- 
cian’s telephone  number,  the 
backup  telephone  number,  and  a 
plan  of  action  if  the  therapist  or 
the  backup  can  be  found. 

Family  members  and  friends 
should  be  involved  in  therapy  to 
learn  how  to  counter  the  learned 
helplessness  and  low  self-esteem 
leading  to  recurrence  of  suicidal 
ideation.  If  a suicidal  individual  is 
to  be  treated  as  an  outpatient, 
social  support  should  be  rallied 
and  appropriate  psychotherapy, 
psychopharmacotherapy,  and 
sociotherapy  should  be  initiated. 
In  crisis  or  emergency  situations, 
a return  visit  should  be  scheduled 
after  the  initial  visit  to  the  person 
seeing  the  patient  in  crisis  or  to 
a different  therapist  who  will 
follow  the  patient.  Friends  and 
family  should  be  alerted  to 
ominous  signs,  such  as  increasing 
isolation,  agitation,  and  morose- 
ness. In  crisis  visits,  clinical  rec- 
ords should  be  made  of  the  clini- 
cian’s evaluation  and  treatment 
plan  resulting  from  the  visit, 
documenting  clearly  why  the  pa- 
tient was  not  hospitalized  despite 
suicidal  ideation. 
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The  thrust  of  crisis  intervention 
with  a suicidal  outpatient  in- 
dividual, as  with  inpatient  treat- 
ment, is  the  establishment  of 
social  supports,  elaboration  of  op- 
tions, providing  hope,  opening 
lines  of  communication,  and  ini- 
tiating diagnostic-specific  treat- 
ment. The  frequency  of  outpa- 
tient visits  is  determined  by  the 
degree  to  which  a psychiatric 
clinician  can  depend  on  a pa- 
tient’s significant  others  to 
provide  support,  opportunities  for 
ventilation,  exploration  of  options, 
and  encouragement  to  call  the 
clinician  if  the  patient  s condition 
worsens. 

After  discharge,  a hospitalized 
patient’s  risk  of  suicide  is  greatest 
during  the  first  month  in  the  com- 
munity. 

The  converse  of  suicide  risk — 
murder  risk— should  also  be  re- 
evaluated periodically  in  ag- 
gressive, destructive  individuals. 
In  rare  instances,  the  same  im- 
pulsivity  leading  to  a suicide  at- 
tempt may  lead  to  a murder  at- 
tempt. A depressed  suicidal 
person  may  attempt  to  convince 
another  who  loves  him  to  engage 
in  a suicide  pact  that,  of  course, 
will  lead  to  the  ostensible  loved 
one’s  untimely  death. 

Management  of  a suicidal  child 
poses  special  problems.  A child’s 
suicide  attempt  may  reflect  family 
problems.  Family  therapy  is  criti- 
cal to  the  treatment  of  suicidal 
children. 

PREVENTION 

Early  recognition  and  prompt 
treatment  of  major  depression, 
bipolar  disorder,  schizophrenia, 
schizoaffective  disorder,  and  an- 
xiety disorder  would  significantly 
reduce  the  incidence  of  suicide. 
Diagnostic-specific  treatment  of 
other  disorders,  and  social  sup- 
port for  those  individuals  who 
may  be  different  due  to  creativity, 
physical  appearance,  learning  dis- 
abilities, or  sexual  orientation 
would  eliminate  most  suicide  at- 
tempts and  completed  suicides  in 
contemporary  society. 

The  public  needs  to  be 
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educated  about  the  evolving 
symptoms  of  depression  and  the 
efficacy  of  treatment.  Robert 
Louis  Stevenson  wrote,  “Life  is 
not  a matter  of  being  dealt  a good 
hand  but  playing  a poor  hand 
well.”  Social  supports,  good  ther- 
apy, and  physician  recognition 
and  intervention  are  good  cards 
that  serve  to  mollify  many  a bad 
one.  M 
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from  a 

psychiatric  consultation 

Daniel  P.  Greenfield,  MD,  MPH,  MS 
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The  authors  present  guidelines  for  psychiatric  consultations. 
The  authors  emphasize  the  need  for  specifics  in  presenting 
reasons  for  psychiatric  consultation  and/or  referral  to 
consultants,  and  the  need  for  responsive  consultation  and 
communication. 


In  the  1950s  and  1960s, 
psychosomatic  medicine 
and  consultation-liaison 
psychiatry  emerged  in  the 
United  States  as  important 
branches  of  psychiatry,  with  a 
strong  theoretical  basis  in 
psychoanalysis.  While  that  basis 
was  important  in  the  teaching  and 
practice  of  psychiatry,  it  left  a 
legacy  of  confusion.  Jargon-or- 
iented consultations  in  medical 
settings  often  were  non- 
responsive  to  the  needs  of  the 
physician  requesting  the  consul- 
tation.12 

The  field  of  psychiatry  has 
changed  considerably  since  that 
time;  it  has  been  “remedicalized,” 
with  current  emphases  on  phar- 
macological/biological evaluations 
and  treatment;  practical,  short- 
term, and  cost-effective  treatment 
approaches;  new  technology  for 
diagnosing  and  treating  psychi- 
atric disorders;  and  greater  diag- 
nostic precision  and  accuracy.34 

This  article  will  review  the  in- 
dications and  types  of  psychiatric 
consultations  and  referrals 
performed  by  psychiatrists  for 
medical  colleagues  in  terms  of  pa- 
tient psychopathology  and 
problems  and  in  terms  of  the 
actual  reasons  for  the  consultation 
request;  and  will  review  the 


actual  mechanics  of  the 
psychiatric  consultation’s  com- 
munication to  the  requesting 
physician  in  terms  of  responsive- 
ness, clarity  of  the  communica- 
tion, and  emphasis  on  practical 
suggestions.  We  will  use  the 
model  of  the  attending  physician 
as  the  consultee  (the  person  re- 
questing the  consultation  for  his 
patient)  and  will  illustrate  our 
points  with  case  vignettes  of  five 
types  of  “reasons”  for  the  consul- 
tation request. 

REASONS  FOR 
CONSULTATION  AND 
REFERRAL 

Over  50  percent  of  patients 
with  psychiatric  disorders  are 
treated  in  medical  settings  by 
nonpsychiatrists.7  With  this  role, 
nonpsychiatric  practitioners  need 
to  know  when  to  consult  with  and 
when  to  refer  to  a psychiatric  col- 
league. Table  1 summarizes  the 
reasons  and  indications  for  such 
consultation  and  referral.  In  ad- 
dition to  the  reasons  and  indica- 
tions in  Table  1,  recent  studies 
have  identified  patient  non- 
compliance  as  a problem  of 
particular  concern  to  treating 
physicians;  these  studies  have 
emphasized  the  usefulness  of 
psychiatric  consultation  in  identi- 


fying and  working  with  such  non- 
compliant  patients.1"  11 

The  distinction  between  con- 
sulting with  and  referring  to  a 
psychiatrist  has  to  do  with  the 
treating  physician  and  patient  fac- 
tors. As  a general  ride,  when  a 
treating  physician  does  not  wish 
to,  or  feel  capable  of,  treating  a 
patient,  and  consultation  by  a 
psychiatrist  is  not  adequate, 
the  treating  physician  may  elect 
to  refer  to  a psychiatrist  for  co- 
management or  to  take  over  treat- 
ment; practically  speaking,  such  a 
referral  may  be  easier  to  ac- 
complish in  a hospital  setting  than 
in  an  outpatient  office-based  prac- 
tice setting.  We  will  illustrate  this 
point  with  five  case  vignettes 
leading  up  to,  but  not  including, 
the  recommendations  of  the 
psychiatric  consultant: 

Case  1:  Diagnostic  evaluation. 
Six  months  ago,  a 35-year-old 
male  posted  worker  slipped  at 
work  and  experienced  low  back 
pain  syndrome.  Medical  and 
neurologic  workup  have  been 
negative  for  bony  tissue,  soft  tis- 
sue, or  central  nervous  system 
pathology. 

Case  2:  Comanagement.  A 55- 
year-old  widowed  unemployed 
woman,  with  onset  of  depression, 
insomnia,  anorexia,  and  ten- 
pound  weight  loss,  and  anhedonia 
for  about  three  months,  had  a re- 
cent myocardial  infarction  with 
resulting  nonspecific  EKG  ab- 
normalities; otherwise,  she  is 
healthy. 

Case  3:  Takeover  treatment 
(counseling).  A 50-year-old  mar- 
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Table  1.  Consultation  and  referral  to  mental  health 
professionals.3 

A.  The  primary  care  physician  should  consult  with  a mental  health 
professional  when: 

• Suicide  is  a question. 

• The  diagnosis  is  in  question. 

• Assistance  with  treatment/management  is  indicated. 

• The  patient  has  a severe  prior  history  or  family  history  of  depression. 

• The  primary  physician’s  treatment  plan  is  not  succeeding. 

• Medication  questions/indications  are  present. 

B.  The  primary  care  physician  should  refer  the  patient  to  a mental  health 
professional  when: 

• Suicide  is  a problem  and  acute  hospitalization  may  be  necessary. 

• The  patient  is  psychotically  or  delusionally  depressed. 

• The  patient  is  chronically,  severely  depressed  and  long-term 
psychotherapy  is  indicated. 

• The  primary  physician’s  treatment  is  not  succeeding. 

• The  patient  has  additional  severe,  complicating  psychiatric  disorders. 

• The  physician  cannot  or  does  not  wish  to  treat  depressed  patients. 

Table  2.  Uses  and  abuses  of  psychiatric  consultation.13 

A.  The  consultee  should: 

• Not  delay  in  requesting  the  consultation. 

• Be  aware  of  patient  denial  and  minimization. 

• Generally  routinely  refer  dying  patients  for  psychiatric  consultation. 

• Provide  a complete  history  to  the  psychiatric  consultant. 

• Clearly  state  the  reason  for  the  consultation. 

B.  The  consultant  should: 

• Not  delay  in  contacting  the  consultee  and  doing  the  consultation. 

• Review  the  patient’s  medical  record. 

• Write  a clear,  responsive,  specific,  jargon-free  consultation  note. 

• Speak  with  the  consultee  before  and  after  the  actual  consultation. 

• Respond  to  the  consultee’s  request  to  advise  only;  advise  and  co- 
manage; and  accept  in  transfer. 


ried  female  computer  system 
analyst  with  rapidly  progressing 
ovarian  carcinoma,  currently  on 
chemotherapy,  needs  attention 
and  support,  but  seems  unwilling 
to  be  involved  with  her  treating 
medical  oncologist. 

Case  4:  Suicide  assessment.  A 
45-year-old  married  male  bus 
driver  with  a longstanding 
moderate  alcohol  problem,  who 
recently  was  separated  from  his 
wife  and  family,  and  whose 
parents  and  older  single  brother 
recently  were  killed  in  an  auto- 
mobile accident,  has  described 
suicidal  ideation  and  feelings  for 
the  past  several  weeks. 

Case  5:  Medicolegal  evalua- 
tion. A 70-year-old  widowed  and 


retired  female,  who  has  been  re- 
fusing bronchoscopy  to  rule  out 
RLL  cancer  (mass  lesion  on  chest 
film)  during  an  elective  medical 
(diagnostic)  hospitalization,  in- 
dicates she  has  lived  a long  time 
and  does  not  want  to  know  if  she 
has  lung  cancer.  She  seems  vague 
and  confused  about  her  possible 
diagnosis. 

EXPECTATIONS 

In  1982,  Garrick  and  Stotland 
wrote,  “The  written  psychiatric 
consultation  is  the  distillation,  the 
official  permanent  record,  and  the 
one  universal  element  of  the  con- 
sultation process.”12  They  then 
presented  a practical  scheme  for 
writing  a consultation  responsive 


to  the  physician  that  is  useful  and 
jargon-free. 

In  our  experience,  the  physi- 
cian requesting  the  psychiatric 
consultation  (the  “consultee”) 
should  expect  a specific  and 
responsive  consultation,  with  a 
verbal  report  and  a clear  and 
practical  written  note  in  a timely 
fashion  (within  24  hours  in 
nonemergent  cases),  with 
followup  by  the  consultant  (as  in- 
dicated), and  with  assistance  by 
the  consultant  in  carrying  out  re- 
commendations where  ap- 
propriate, e.g.  in  helping  to  ar- 
range for  diagnostic  studies, 
followup  services,  or  referrals. 
The  consultee,  in  turn,  should 
clearly  state  to  the  psychiatric 
consultant  the  reasons  for  his  con- 
sultation request,  with  sufficient 
history  for  the  consultant  to  assist 
in  performing  a responsive,  useful 
consultation,  and  should  be  avail- 
able to  hear  and  read  the 
psychiatric  consultant’s  reports. 
In  this  view,  the  admonitions  to 
both  the  consultee  and 
psychiatric  consultation  made  by 
Schwab  and  Brown  25  years  ago 
in  their  classic  article,  “Uses  and 
Abuses  of  Psychiatric  Consul- 
tation,” still  are  valid  (Table  2). 13 

Table  3 illustrates  these  points 
for  the  case  vignettes,  with  ex- 
cerpts from  the  “Recommenda- 
tions” sections  of  the  psychiatric 
consultation  notes  for  each 
vignette. 

CONCLUSIONS 

The  challenge  of  providing 
good  patient  care  for  psychiatric 
and  psychosomatic  problems 
through  collaboration  between 
nonpsychiatric  and  psychiatric 
consultants  has  been  a theme  in 
medical  care  for  many  years. 
Psychiatrists  and  their  medical 
colleagues  are  in  a good  position 
to  work  together  and  to  provide 
this  care  to  their  mutual  patients 
by  virtue  of  the  increasing  atten- 
tion to  psychiatric  disorders  by 
nonpsychiatrists;  the  prevalence 
of  such  psychiatric  disorders  as 
anxiety,  depression,  and  psycho- 
somatic problems;  the  “remedi- 
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Table  3.  Psychiatric  consultation  and  recommendations. 


Reason  for 
consultation 

1.  Diagnostic  evaluation 


2.  Psychotropic  medication 
evaluation/comanagement 


3.  Takeover  treatment/ 
referral  for  psychiatric 
treatment 


4.  Suicide  assessment 


5.  Medicolegal  evaluation 


Recommendation  of 
consultant 

Patient  is  showing  signs  of  depression  that 
would  respond  to  antidepressant  medication. 
In  view  of  patient’s  compromised  cardiac 
status,  do  not  use  tricyclics.  Suggest  trial  of 
trazodone  (Desyrel*),  start  50  mg  orally  at 
night,  increase  every  four  to  five  days,  as 
tolerated,  by  50  mg  to  200  mg.  Will  follow. 

Although  the  apparent  mildly  traumatic 
etiology  of  this  patient’s  chronic  back  pain 
does  not  seem  consistent  with  his  subjective 
complaints  of  pain,  he  does  need  chronic  pain 
management,  including  physical  therapy  and 
modalities  (whirlpool  and  heat),  non-narcotic 
analgesic  medications  on  a maintenance  basis, 
and  regular  counseling.  Will  discuss. 

Patient  seems  fearful  of  continuing  counseling 
with  medical  oncologist.  Suggest  weekly  sup- 
portive psychotherapy  for  three  to  six  months. 
These  may  be  less  threatening  than  with  her 
oncologist,  whom  she  likes,  but  whose  special- 
ty directly  reminds  her  of  ovarian  cancer.  She 
needs  supportive  psychotherapy,  and  she  is 
willing  to  undertake  it. 

This  patient  presents  a chronic  and  dramatic 
picture  of  suicidality,  but  is  not  now  acutely 
dangerous  or  suicidal.  Specifically,  he  speaks 
about  concrete  future  plans  (to  attend  his 
son’s  high  school  graduation  in  two  weeks), 
denies  current  active  suicide  plans,  and  de- 
nies any  past  or  family  history  of  suicide.  He 
could  not  be  involuntarily  hospitalized. 
Rather,  followup  (inpatient)  daily,  and  help 
arrange  for  transfer  to  the  psychiatry  service, 
if  indicated,  in  one  week. 

Competency  is  a legal  determination  based  in 
part  on  medical  evaluation.  Mental  status 
findings  of  this  patient  of  dementia  and  in- 
ability to  comprehend  the  nature  and  conse- 
quences of  her  injuries,  and  the  nature  and 
benefits  of  the  proposed  surgical  intervention 
(tracheostomy)  would  support  a legal  de- 
termination of  her  lack  of  cognitive  capacity 
and  resulting  incompetency  to  give  informed 
consent  to  this  proposed  procedure. 


ealization”  of  psychiatry;  and  a va- 
riety of  other  trends  and  factors. 

Consultees  and  psychiatric  con- 
sultants need  to  have  a good  idea 
of  what  to  expect  from  a psychi- 
atric consultation,  to  be  able  to 
frame  effectively  their  consul- 
tation requests  and  consultations, 
and  to  be  able  to  provide  good, 
comprehensive  care  to  their 
mutual  patients.  H 
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Thanks  to  Her  Physician, 
She’s  Getting  a Break 
on  MedicalCare. 


Everyone  talks  about  the  high  cost  of  medical 
care.  But  more  than  7,000  New  Jersey 
physicians  are  doing  something  about  it. 

Together,  they  created  the  Senior  Medical 
Courtesy  Program.  A voluntary  program 
designed  to  help  senior  citizens  with  limited 
means  meet  their  medical  expenses. 

Physicians  who  participate  in  the  program 
agree  to  accept  Medicare’s  rate.  They  will  bill 
patients  only  for  the  deductible  and  co-pay- 
ments required  by  federal  law.  That  way 


seniors  get  the  care  they  need  without  worrying 
about  how  they’ll  afford  it. 

Could  you  or  someone  you  know  benefit  from 
the  Senior  Medical  Courtesy  Program?  Find  out 
by  calling  your  county  medical  society,  or  The 
Medical  Society  of  New  Jersey  at  (609)  896-1766. 

Your  County  Medical  Society  and 

The  Medical  Society 
of  New  Jersey 

2 Princess  Road  • Lawrenceville,  NJ  08648 
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Collecting  Money 
Is  SmdyA  Matter  Of 
PushingThe  Right  Buttons. 


Instead  of  spending  your  time  and  money  trying 
to  reach  debtors,  makejust  one  call  to  the  experts 
at  I.C.  System. 

Our  professional  collectors  promptly  dive  into 
your  stack  of  uncollected  receivables.  Drawing 
from  more  than  50  years  of  experience,  we  collect 
millions  every  month  for  our  clients. 

In  fact,  more  than  1,000  business  and  profes- 
sional associations  nationwide  have  given  us  their 
endorsements,  including  yours. 

Start  pushing  the  right  buttons. 

Call  I.C.  System  today. 

1-800-325-6884 


LG  System  m. 

• The  System  Works 
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Frontiers  in 
biological  psychiatry: 

New  drug  development 

Jeffrey  T.  Apter,  MD 


This  past  decade  has  been  a fertile  time  for  new  drug 
developments  for  the  central  nervous  system.  This  article 
discusses  cutting  edge  treatments  for  depression,  anxiety,  and 
psychosis.  Some  of  these  medications  now  are  approved; 
many  still  are  being  researched. 


Psychiatric  disorders  have 
a high  prevalence  in  the 
general  population.1  The 
major  categories  of  these 
disorders  are  becoming  increas- 
ingly amenable  to  pharmacothera- 
peutic  intervention.  The  past  30 
years  of  clinical  psychophar- 
macology research  have  produced 
numerous  useful  psychoactive 
medications  for  patient  care,  and 
future  research  promises  to  con- 
tinue this  trend.  Clinical  research 
efforts  have  produced  effective 
psychopharmacologie  agents  for 
depressive  disorders,  anxiety  dis- 
orders, and  psychotic  disorders. 
This  article  will  examine  present 
and  anticipated  developments  in 
the  psychopharmacologie  man- 
agement of  these  disorders. 

DEPRESSIVE  DISORDERS 

Depressive  disorders  are 
among  the  most  common 
medical/psychiatric  conditions, 
and  are  not  homogeneous  ill- 
nesses from  the  biochemical 
perspective.  Many  new  investiga- 
tional compounds  are  being  re- 
searched, with  various  anticipated 
therapeutic  effects  of  these  com- 
pounds on  the  different  subtypes 
of  depression.  Although  anti- 
depressants often  are  discovered 
serendipitously,  in  behavioral 


pharmacology  research  settings, 
some  preclinical  predictors  of 
antidepressant  response  do  exist. 
These  include  reserpine  an- 
tagonism, the  behavioral  despair 
test  (prolonged  mouse  swimming 
time),  and  monoamine  uptake  in- 
hibition in  models  both  in  vivo 
and  in  vitro.  Expected  perfor- 
mance in  these  tests  in  preclinical 
research  can  suggest  clinical  ap- 
plicability of  these  compounds. 

Tricyclic  antidepressants,  the 
oldest  class  of  antidepressants, 
probably  will  remain  useful  into 
the  next  century.  In  addition  to 
their  broad  spectrum  for  depres- 
sion, tricyclic  antidepressants  are 
useful  for  obsessive-compulsive 
disorder,  premenstrual  syndrome 
(PMS),  general  anxiety  disorder, 
panic  disorders,  and  headache 
and  other  pain  syndromes.  Other 
cyclic  compounds  can  be  useful  in 
clinical  situations.  For  example, 
mianserin  is  a tetracyclic  com- 
pound popular  in  Australia  and 
Europe;  Ludiomil®  (maprotiline), 
a tetracyclic,  is  used  in  the  United 
States;  and  Wellbutrin®  (bupro- 
pion), recently  available  in  this 
country,  is  indicated  in  patients 
with  both  psychotic  and 
depressive  presentations.  Well- 
butrin® appears  to  be  effective  for 
patients  with  retarded  depression 


and  bipolar  disorder,  and  for  the 
geriatric  depressed  population.  It 
has  no  serotonergic  effects,  but  is 
a weak  blocker  of  dopamine  reup- 
take. The  final  mechanism  of  ac- 
tion probably  is  noradrenergic;  in- 
terestingly, this  may  be  the  final 
common  pathway  by  which  all 
antidepressants  produce  their  ef- 
fects.2 Recently,  the  selective 
serotonin  (5-hydroxytryptamine, 
or  5-HT)  inhibitors  (SSRIs)  have 
assumed  and  will  continue  to  play 
a prominent  role  as  broad-spec- 
trum antidepressants  (Table  1). 
Although  Prozac®  (fluoxetine)3 
has  been  the  only  such  anti- 
depressant approved  by  the  FDA 
until  recently,  Zoloft®  (sertraline) 
now  is  available  to  practicing  phy- 
sicians. Fluvoxamine  (Luvox®) 
and  paroxetine  (Paxil®)  are  ap- 
proaching FDA  approval. 

New  areas  of  therapeutic  effect 
being  investigated  with  other 
SSRIs  include  obsessive-com- 
pulsive disorder,  pain  manage- 
ment, addictive  disorders,  obesi- 
ty, and  panic  disorders. 

New  developments  in  the  area 
of  serotonin-mediated  psychoac- 
tive medications  include  drugs 
that  are  postsynaptic  receptors, 
5H1A  agonists  or  5H1A  an- 
tagonists.4 Many  drugs  have 
mixed  effects  at  the  receptor 
level,  and  new  5H1A  receptors 
are  regularly  being  discovered 
through  pharmacologic  research. 
At  least  seven  receptor  subtypes 
(5HT1A,  5HT1R,  5HT1C, 
5HT1D,  5HT2,  5HT3,  and  5HT4) 
have  been  identified  in  the  brain. 
The  5HT1A  agonists  (Table  2)  in- 
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Table  1.  New  generation  antidepressants. 

Specific  Serotonin  Reuptake  Inhibitors — SSRIs 

Dose 

Fluoxetine  (Prozac®) 

.5-100  mg 

Indalpine 

Sertraline  (Zoloft®) 

50-200  mg 

Citalopram 

Fluvoxamine  (Luvox®) 

50-100  mg 

Alaproclate 

Paroxetine  (Praxil®) 

Zimelidine  (withdrawn) 

Femoxitine 

(GB  syndrome)  Clovoxamine 

Table  2.  New  generation 

antidepressants. 

5-HT1A  Agonists 

Metabolite 

Buspirone 

l.P.P.  (alpha-2  receptor  antagonist) 

Gepirone 

BMY  7378 

l.P.P.  (alpha-2  receptor  antagonist) 

Ipsapirone 
8-0  H DPAT 
Spiroxatine 

Tandospirone  (SM  3997) 
Mianserin 
LY  228729 
Zalospirone 
Flesinoxan 

l.P.P.  (alpha-2  receptor  antagonist) 

elude  BuSpar®  (buspirone),  tan- 
dospirone  (under  development), 
and  zalospirone  (under  develop- 
ment). Other  serotonin-related 
compounds  under  investigation 
are  5HT2  antagonists  and  5HT3 
antagonists  (Table  3).  Many 
5HT1A  agonists  are  metabolized 
to  an  active  alpha-2  receptor 
agonist,  including  BuSpar® 
(buspirone),  which  is  rapidly  and 
extensively  metabolized  to  an  ac- 
tive alpha  2 receptor  agonist.  Cer- 
tain antipsychotic  medications 
such  as  Clozaril®  (clozapine), 
sulpiride5,  and  Mellaril®  (thio- 
ridazine) can  be  useful  for  refrac- 
tory depressed  patients,  and  in 
this  area  of  overlap  between 
psychosis  and  depression,  e.g. 
“delusional”  depressions,  elec- 
troconvulsive therapy  (ECT)  re- 
mains effective  for  psychotic 
depression. 

Lithium  potentiation  or 


augmentation  is  and  will  remain 
an  important  tool  to  enhance  the 
action  of  antidepressant  medica- 
tion.6 This  is  the  case  for  tricyclic 
antidepressants,  for  SSRIs,  and 
for  nonserotonergic  drugs.7  In  ad- 
dition, this  potentiation  treatment 
strategy  has  been  observed  to 
work  well  with  all  types  of  anti- 
depressants, including  those 
prescribed  for  panic  disorder,  e.g. 
Tofranil®  (imipramine),  and  ob- 
sessive-compulsive disorder,  i.e. 
Anaffanil®  (clomipramine).8  A re- 
cent National  Institute  of  Mental 
Health  (NIMH)  study  confirms 
this  observation,  and  endorses  the 
concomitant  administration  of 
lithium  compounds  for  patients 
with  severe  depressive  symptom- 
atology.9 

New  areas  of  pharmacologic  in- 
vestigation (Table  4)  unrelated  to 
serotonin  mediation  or  tricyclic 
compounds  include  specific 


alpha-2  receptor  antagonists, 
CRF  antagonists,  dopamine 
agonists,  gamma-amino  butyric 
acid  (GABA)  agonists,  and  beta- 
receptor  agonists. 

Another  major  class  of  anti- 
depressant medications,  the 
monoamine  oxidase  inhibitors 
(MAOIs),  also  are  the  subject  of 
research.  Eldepryl®  recently  has 
been  approved  for  Parkinson’s 
disease;  in  effective  doses  for  con- 
trol of  parkinsonian  signs  and 
symptoms,  this  drug  is  selective 
for  a subtype  of  monoamine  ox- 
idase (MAO),  namely  MAO-B.  In 
doses  where  Eldepryl®  appears 
effective  for  depression,  the  usual 
dietary  precautions  and  medica- 
tion restrictions  are  indicated,  as 
is  the  case  for  any  MAOI. 
Meclobemide,  a reversible  MAO- 
A inhibitor,  is  not  available  in  this 
country,  and  brofaramine,  another 
MAO-A  inhibitor,  is  in  develop- 
ment. Other  treatment  modalities 
of  further  interest  and  requiring 
more  research  in  the  area  of  the 
somatic  therapies  include  the  use 
of  anticonvulsants  and  light  thera- 
py. Various  types  of  psycho- 
therapy (including  cognitive  and 
interpersonal  psychotherapy), 
alone  and  in  combination  with 
pharmacotherapy,  also  are  under 
investigation. 

ANXIETY  DISORDERS 

As  a mainstay  for  the  phar- 
macologic management  of  anxiety 
and  panic  disorders,  the  currently 
available  benzodiazepines  are  safe 
and  effective.  However,  they  may 
produce  addiction,  dependence, 
sedation,  and  abrupt  discontinua- 
tion problems.  They  also  may  in- 
terfere with  cognitive  and  driving 
skills.  Other  antianxiety  (anxio- 
lytic) agents,  i.e.  barbiturates, 
propanediols,  and  nonbarbiturate 
sedatives,  and  medications  with 
sedating  side  effects  used  as 
anxiolytics,  i.e.  diphenhydramine, 
sedating  antidepressants,  and 
others,  also  are  associated  with 
these  problems,  and  research  in 
this  class  of  agents  is  directed 
toward  avoidance  of  such  side 
effects. 
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New  areas  of  anxiolytic  in- 
vestigation include  partial  benzo- 
diazepine agonists  and  serotonin 
receptor  blocking  agents.  Abecar- 
nil®,  a beta  carbolene,  is  a partial 
benzodiazepine  agonist  with  a 
rapid  onset  of  action,  lack  of 
motor  impairment,  and  no 
evidence  of  a withdrawal  syn- 
drome. Alpidem®,  another  partial 
benzodiazepine  agonist,  currently 
is  undergoing  FDA  phase  III 
tests  in  the  United  States.  On- 
dansetron (Zoffan®),  a serotonin 
receptor  antagonist  (5HT3),  cur- 
rently is  marketed  as  an  anti- 
nausea agent  for  nausea  as- 
sociated with  chemotherapy.  Re- 
cent studies  suggest  that  this  drug 
may  be  an  effective  anxiolytic: 
another  5HT3  antagonist  under 
investigation  is  zatosetron. 
Ritanserin,  a selective  5HT2  re- 
ceptor antagonist,  is  being  studied 
for  usefulness  in  a variety  of 
psychiatric  disorders,  including 
anxiety. 

PSYCHOTIC  DISORDERS 

Antipsychotic  or  neuroleptic 
medications  are  among  the  oldest 
psychopharmacologic  agents  in 
common  use  beginning  with 
Thorazine®  (chlorpromazine)  in 
the  1950s.  Antipsychotic  medica- 
tions are  available  to  the  practi- 
tioner in  several  subclasses,  with 
each  subclass  having  a unique 
side  effect  profile.  Despite  this 
wide  potential  selection  among 
antipsychotics,  movement  dis- 
orders such  as  extrapyramidal  dis- 
orders, dystonias,  parkinsonism, 
and  tardive  dyskinesia  are  com- 
mon problems. 

Clozaril®  (clozapine),  the  first 
compound  in  a new  generation  of 
antipsychotics,  has  almost  no 
known  movement  disorder  side 
effect  profile.  It  appears  to  be 
especially  useful  in  cases  of 
refractory  (to  other  antipsy- 
chotics) schizophrenia  and  for  the 
so-called  “negative  symptoms” 
(withdrawal,  psychomotor  re- 
tardation, and  social  distancing)  of 
schizophrenia.  The  mechanism  of 
action  of  this  drug  is  atypical  in 
its  serotonin  receptor  blocking 


Table  3.  New  generation 
antidepressants. 

5-HT2  Antagonists 

Ketanserin  Ritanserin 
Trazodone 

5-HT3  Antagonists 

LY  277359  (zatosterone) 

Zacopride  ICS  205-930 

Ondansetron  (GR  38032F) 

properties,  and  because  of  the 
high  risk  of  agranulocytosis  (1  to 
2 percent  in  the  general  popula- 
tion), weekly  complete  blood 
counts  (CBCs)  must  be  taken  for 
patients  on  Clozaril®  to  monitor 
them  for  this  potentially  dan- 
gerous side  effect. 

Other  serotonin-blocking  drugs 
under  development  include  ris- 
peridone, zotepine,  ICI204,636, 
melperone,  amperozide,  and  re- 
moxipride.  These  drugs  may  offer 
some  of  the  potential  benefits  of 
clozapine  without  the  risks  of 
agranulocytosis. 

CONCLUSION 

Research  for  new  agents  is  un- 
derway to  maximize  desired  ef- 
fects and  minimize  side  effects. 
New  compounds  offer  hope  to  pa- 
tients with  the  full  range  of 
psychiatric  disorders.  ■ 
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THE  PRIMARY  CARE  PHYSICIAN  and  DENTIST  LOAN 
REDEMPTION  PROGRAM  of  NEW  JERSEY 

The  Loan  Redemption  Program  will  redeem  over  a four  year 
period  up  to  $70,000  of  educational  loans  incurred  during 
medical  school  for  physicians  recently  completing  a program 
in  Internal  Medicine,  Family  Practice,  Pediatrics,  Obstetrics, 
Gynecology  and  who  agree  to  provide  primary  care  services 
in  medically  underserved  areas.  Eligible  physicians  will  have 
successfully  completed  one  of  the  primary  care  residencies 
listed,  be  licensed  and  a resident  of  the  state  and  contract  with 
an  approved  placement  site  to  provide  primary  care  services. 
For  further  information  contact:  Sharon  Bryant,  Administrator, 
Primary  Care  Physician  and  Dentist  Loan  Redemption  Program 
of  New  Jersey,  ADMC  119,  30  Bergen  Street,  Newark,  New 
Jersey  07017-3000;  201-982-4605. 


Exciting  News!!! 

We  can  computerize  your  office  for  Patient  and  Insurance  Bill- 
ings for  just  $3,995.00  with  things  you  need  including  Hardware, 
Software,  Installation,  Technical  Support,  and 

Direct  Electronic  Claims  Submission  to  Medicare. 
486/33DX  Mhz  IBM  Valueline  Computer,  8MB  Ram,  120  MB  HD, 
1.44MB  Floppy,  28DPI  SVGA  Monitor,  Modem,  Citizen 
GSX-240  Color  Capable  Printer,  Surge  Arrest,  Medisoft  Ad- 
vanced Patient  Accounting,  installation  of  hardware  and 
software,  technical  support,  and  much  more.  Training  and  elec- 
tronic claims  setting,  extra.  Offer  Expires  February  28,  1993, 
so  hurry! 

If  you  already  have  a computer,  ask  for  Medisoft,  training, 
and  technical  support.  Other  hardware  configurations  including 
multi-user  systems  are  also  available. 

Please  call  PC  Software,  Parsippany  Phone:  (201)  428-3318 
Fax:  (201)  887-7692 


MITHANI  & COMPANY 

2301  Evesham  Road,  Suite  303 
Voorhees,  NJ  08043 

Certified  Public  Accountants 

Specialized  services  for  the  medical  profession 
in: 

• Assistance  with  selection  and  installation  of 
software  and  hardware  for  medical  billings 

• Assistance  in  office  automation  and  installation 
of  computerized  accounting  systems 

• Payroll  tax  services 

• Tax  planning  and  preparation 

• Pension  and  profit  sharing  plans  — 
establishment  and  administration 

• Financial  planning 

• Practice  evaluations 

Call  Mike  Mithani,  MPA,  CFE, 
CNA,  CPA/PFS 
(609)  772-1373 

Special  for  medical  residents:  $99.00  for  the 
preparation  of  1992  Federal  and  State  tax  returns. 


West  Jersey 
Cancer  Center: 
Because  you  want 
the  very  best  for 
your  patients. 


There's  a new  option  open  to  you  when  seeking  the 
best  possible  facility  to  send  your  patients  for  radia- 
tion oncology  treatment.  One  that  combines  the 
expertise  of  a metropolitan  teaching  hospital  with 
the  convenience  of  a community  cancer  treatment 
facility.  It’s  West  jersey  Cancer  Center  at  Voorhees, 
and  it’s  right  in  your — and  your  patients' — backyard. 

Under  the  direction  of  Luther  W.  Brady,  MD,  Hylda 
Cohn/American  Cancer  Society  Professor  of  Clinical 
Oncology  and  Chairman  of  the  Department  of 
Radiation  Oncology  and  Nuclear  Medicine  at 
Hahnemann  University,  WJCC  has  brought  the  very 
finest  in  cancer  treatment  into  your  community. 

Located  adjacent  to  West  jersey  Hospital- 
Voorhees,  WJCC  is  linked  by  computer  to 
Hahnemann  Univeristy  Hospital's  Treatment 
Planning  Center.  We  also  offer  the  most  advanced 
treatment  technology  available,  including  an  on-site 
treatment  simulator  and  a state-of-the-art  Varian 
2100C  linear  accelerator.  In  short,  referring  your 
patients  to  WjCC  means  they  won't  need  to  go  any- 
where else  throughout  the  course  of  their  treat- 
ment— from  initial  consultation,  treatment  planning 
and  simulation  to  actual  treatment  and  a lifetime  of 
follow-up  care. 

We  maintain  excellent  communication  with  our 
referring  physicians,  and  keeping  your  patients'  can- 
cer care  closer  to  home 
means  keeping  it  closer  to 
you — making  it  easier  for 
you  to  coordinate  the  role 
we  play  in  your  patients' 
recovery. 

For  information,  or  to  sched- 
ule an  appointment  call  the 
West  jersey  Cancer  Center  at 
Voorhees  at  609-424-0003. 

I West  Jersey 
Cancer  Center 
I at  Voorhees 


130  Carnie  Boulevard  • Suite  One 
Voorhees,  Nj  • 08043-4521 
Adjacent  to  West  jersey  Hospital — Voorhees 
Phone:  609-424-0003 


VOL.  90-NUMBER  2 FEBRUARY  1993 


147 


DOCTORS’  NOTEBOOK 


TRUSTEES’  MINUTES 


A regular  meeting  of  the  Board 
of  Trustees  was  held  on  De- 
cember 20,  1992,  at  the  executive 
offices  in  Lawrenceville. 

Detailed  minutes  are  on  file 
with  each  county  society.  A sum- 
mary of  significant  actions 
follows: 

President’s  Report.  Noted  the 
following:  Presented  MSNJ’s 

position  on  the  Health  Care  Re- 
form Act  of  1992  before  the 
Senate  and  Assembly  health  com- 
mittees; and  testified  before  the 
State  Health  Planning  Com- 
mission on  the  preventive  and 
primary  care  chapter  of  the  State 
Health  Plan. 

AMA  Interim  Meeting.  Noted 
the  following  items  from  the 
meeting  held  in  Nashville,  Ten- 
nessee: 

1.  Resolutions  Introduced  by 
New  Jersey  Delegation: 

Preoperative  Medicare  consul- 
tations by  pnimary  care  physi- 
cians: Adopted  a resolution  call- 
ing for  the  AMA  to  oppose  and 
to  seek  to  change  Medicare’s 
policy  regarding  denial  of  pay- 
ment for  consultations  provided 
by  primary  care  physicians  for  pa- 
tients being  cleared  for  surgery  in 
lieu  of  New  Jersey’s  resolution. 
AMA  dues:  Referred  to  the  AMA 
Board  of  Trustees  this  resolution 
requesting  the  AMA  to  alter  its 
dues  structure  to  conform  with 
MSNJ’s  policy.  Joint  ventures:  Re- 
ferred to  the  AMA  Board  of 
Trustees  this  resolution  request- 
ing the  Journal  of  the  American 
Medical  Association  (JAMA)  to 
strengthen  its  peer  review 
process,  to  refrain  from  entering 
the  public  policy  debate,  and  to 
provide  equal  space  to  propo- 
nents of  all  sides  of  issues  ad- 
dressed in  JAMA. 

2.  National  Issues.  Noted  the 

following  issues  addressed  by  the 
AMA:  managed  care,  global 


budgeting,  capitation,  opposition 
to  a single  payor  system,  control 
of  health  care  by  hospitals,  and 
promotion  of  Health  Access 
America. 

3.  Self-Referral.  Defeated  a 
motion  by  the  New  Jersey  delega- 
tion to  refer  the  matter  of  self- 
referral (physician  ownership  of 
medical  facilities)  to  the  AMA 
Board  of  Trustees  for  further 
study. 

4.  AMA  Positions.  Noted  the 

following  announcements:  can- 

didacy of  Palma  E.  Formica,  MD, 
for  re-election  to  the  AMA  Board 
of  Trustees;  and  the  candidacy  of 
Joseph  A.  Riggs,  MD,  for  a posi- 
tion on  the  AMA  Council  on 
Scientific  Affairs. 

5.  Committee  on  Rules  and 
Credentials.  Noted  the  following 
decisions  by  the  Special  Commit- 
tee on  Rules  and  Credentials, 
chaired  by  Karl  T.  Franzoni,  MD: 
report  calling  for  a major  restruc- 
turing of  the  Interim  Meeting; 
and  less  monies  spent  for  cam- 
paigns. 

6.  Recognition  of  Delegation. 

Applauded  the  retiring  members 
of  the  New  Jersey  delegation  to 
the  AMA:  Karl  T.  Franzoni,  MD; 
John  S.  Madara,  MD;  and  Henry 
J.  Mineur,  MD.  Also,  mentioned 
the  new  members:  Angelo  S. 
Agro,  MD;  Leticia  V.  DeCastro, 
MD;  Walter  J.  Kahn,  MD;  and 
Patricia  G.  Klein,  MD. 

Specialty  Reports.  Received 
reports  from  the  University  of 
Medicine  and  Dentistry;  the  New 
Jersey  Hospital  Association;  the 
Medical  Society  of  New  Jersey 
Auxiliary;  and  the  Academy  of 
Medicine  of  New  Jersey. 

Executive  Director’s  Report. 

1.  Stewart  (Copeland)  versus 
Sullivan.  Commented  that  the 
AMA  will  seek  clarification  from 
the  Health  Care  Financing  Ad- 
ministration (HCFA)  as  to  the 


government’s  position  on  opting 
out  of  the  Medicare  program  by 
Part  B beneficiaries. 

2.  Self-Referral.  Explained 
that  it  will  be  necessary  to  review 
the  complete  facts  of  this  case  (St. 
Joseph’s  Hospital)  and  will 
present  a report  to  the  Board  of 
Trustees. 

3.  JUA  Surcharge — A-1117/ 
S-599.  Noted  that  the  passage  of 
this  bill  represents  an  ex- 
traordinary legislative  victory  for 
physicians.  Noted  that  Dr.  Ryan 
agreed  to  develop  a personal 
message  to  be  sent  to  medical 
specialty  societies  on  MSNJ’s 
legislative  efforts. 

State  Health  Care  Reform. 
Was  updated  by  Neil  E.  Weisfeld, 
JD,  MSHyg,  on  the  accomplish- 
ments during  the  past  year  in 
health  care  reform,  including: 
Health  Care  Reform  Act  of  1992; 
State  Health  Plan — Phase  2;  fami- 
ly violence  program;  problem  of 
tuberculosis;  and  trustee  seminars 
dealing  with  the  changing  health 
care  environment. 

Report  on  Public  Relations. 
Received  a report  from  Robert 
Sommer  on  MSNJ  public  rela- 
tions activities. 

Council  on  Public  Health.  Ap- 
proved the  following: 

That  MSNJ  express  concern  to  ap- 
propriate legislative  and  executive 
authorities  about  the  effect  of  reduc- 
tions in  the  New  Jersey  State  Depart- 
ment of  Health  s budget  on  the  vari- 
ous state  cancer  programs,  including 
the  Cancer  Registry,  ASSIST  Pro- 
gram, and  Centers  for  Disease  Con- 
trol grants. 

That  MSNJ  support  the  New  Jersey 
State  Department  of  Environmental 
Protection  and  Energy’s  efforts  to  re- 
duce the  amount  of  automobile 
emissions. 

That  MSNJ  endorse  the  New  Jersey 
State  Department  of  Environmental 
Protection  and  Energy’s  efforts  to 
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lower  nitrogen  oxide  emissions  stan- 
dards (assuming  federal  standards 
allow  a higher  NOx  content).  Ad- 
ditionally, this  standard  should  be  ap- 
plied to  all  areas  of  industry  that  are 
major  NOx  producers. 

Also,  directed  the  Council  on 


MSNJA  REPORT 


Camden  County  Medical 
Society  Auxiliary  President  Gloria 
Swiecicki  reports  that  the  Aux- 
iliary is  planning  a Health  Educa- 
tion Day  in  March.  Keynote 
speaker  Alyssa  Paparone  will  dis- 
cuss family  violence.  CCMSA  also 
sponsored  programs  on  marine 
biology,  television  newscasting, 
and  using  the  creative  side  of  the 
brain. 

Cape  May  County  Medical 
Society  Auxiliary  hosted  a meet- 
ing and  a program  on  violence. 
CMCMSA,  under  the  leadership 
of  President  Gretchen  Sorensen, 
sponsored  a drive  to  collect 
needed  items  such  as  clothing, 
diapers,  bottles,  and  food  for  dis- 
placed families.  The  Auxiliary  also 
is  working  on  its  annual 
scholarship  ball  scheduled  for 
March. 

Gloucester  County  Medical 
Society  Auxiliary  President  Pat 
Schneider  received  the  latest 
newsletter  from  the  Fifth  District 
U.S.  Coast  Guard  Auxiliary 
featuring  an  article  on  MSNJA’s 
statewide  “Alcohol  and  Water 
Sports  Don’t  Mix’  program.  The 
Auxiliary  also  held  a successful 
50/50  raffle  benefiting  the  health 
project. 

Monmouth  County  Medical 
Society  Auxiliary  President  Susan 
Kahn  noted  a fundraising  cocktail 
party  at  Vitale  and  Vitale,  a 
museum  of  antique  clocks  in 
Spring  Lake  with  proceeds 
donated  to  the  Central  Jersey 
Blood  Bank  in  Shrewsbury. 
Future  events  include  a theatre 
trip  to  New  York  City  in  March 
and  a May  luncheon  at  the 
Garden  State  Art  Center  in 
Holmdel,  to  benefit  AMA-ERF. 

Salem  County  Medical  Society 
Auxiliary,  under  the  leadership  of 


Public  Relations  to  proceed  with 
the  development  of  a certificate  to 
recognize  pharmacies  that  do  not 
sell  (or  who  recently  have  stopped 
selling)  cigarettes  and  other  to- 
bacco products,  and  smoke-free 
restaurants. 


Peg  Reichwein,  has  been  busy 
implementing  the  “Alcohol  and 
Water  Sports  Don’t  Mix”  project. 
SCMSA  also  is  involved  in 
providing  assistance  to  nursing 
homes  in  the  county.  The  Aux- 
iliary held  a fall  meeting  at  the 
Southgate  Nursing  Home  and 
provided  flowers  for  the  dining 
room  tables  and  assisted  residents 
with  writing  holiday  cards.  Final- 
ly, the  “Mistletoe  Ball  held  in 
December  was  a huge  success — 
socially  and  financially.  Over 
$5,500  was  raised  for  the  SCMSA 
nursing  scholarship  program— a 
significant  sum  for  a county  with 
31  members. 

Union  County  Medical  Society 
Auxiliary  held  a dinner  to  cel- 
ebrate its  65th  anniversary.  As 
part  of  the  celebration,  the  Aux- 
iliary received  congratulatory 
notes  from  Governor  Florio,  First 
Lady  Barbara  Bush,  and  Marilyn 
Quayle. 

Warren  County  Medical  Socie- 
ty Auxiliary  President  Peggy 
Luancing  delights  in  the  success 
of  a bus  trip/cruise  to  Ellis  Island 
to  rediscover  its  members  begin- 
nings. Lunch  followed  at  Shanghi 
Red’s  on  the  New  Jersey  water- 
front and  entertainment  was 
provided  by  the  renowned  Gwen 
Jacobs.  Approximately  $600  was 
raised  for  the  Auxiliary’s  special 
projects  fund.  Recruitment  of 
new  members  is  a top  priority  in 
Warren  County.  A children  s 
fashion  show  with  Auxiliary  chil- 
dren as  models  proved  to  be  the 
answer.  As  a result  of  this  event, 
WCMSA  brought  in  five  new 
members  and  one  former 
member.  The  “GAP  Kids’  fashion 
show  and  brunch  was  well  re- 
ceived. 

State  and  county  auxiliaries 


Unfinished  Business.  Voted  to 
continue  the  letter  writing  cam- 
paign aimed  at  keeping  the  New 
Jersey  congressional  delegation 
under  pressure  to  develop  a solu- 
tion to  the  HCFA  claim  form 
quandry.  □ 


worked  feverishly  to  get  state 
legislators  to  override  the  gov- 
ernor’s veto  of  the  JUA  Bill  (As- 
sembly 1117).  The  State  Capitol 
Watchdog  Committee  and  mem- 
bers of  legislative  committees  are 
to  be  commended  for  their  suc- 
cessful efforts. 

MSNJA  held  an  art  contest  at 
the  request  of  the  Physicians’ 
Health  Program.  The  winning 
pictures  were  displayed  at  the 
conference,  “Clearing  the  Air: 
Addressing  Nicotine  Dependence 
in  the  1990s,”  which  was 
presented  by  the  Academy  of 
Medicine  of  New  Jersey  and  the 
Medical  Society  of  New  Jersey. 
First  prize  ribbons  were  awarded 
to  the  following  children: 

Joshua  Harris  Dobken,  age  5, 
kindergarten;  son  of  Dr.  and  Mrs. 
Jeffrey  Hall  Dobken. 

Scott  Jones,  age  6,  first  grade; 
son  of  David  and  Rose  Mary 
Jones. 

Kirsten  C.  Sorensen,  age  7, 
second  grade;  daughter  of  Mark 
and  Gretchen  Sorensen. 

Eddie  Podgorski,  age  9,  third 
grade;  son  of  Dr.  Edward  and 
Polly  Podgorski. 

Shannon  Eifler,  age  12, 
daughter  of  Catherine  and  Robert 
Eifler. 

Daniel  Yang,  age  11,  sixth 
grade;  son  of  Dr.  Sing  San  Yang 
and  Tuan  Ho  Yang. 

Christopher  Dudick,  seventh 
grade;  son  of  Stephen  and  Fran- 
cine  Dudick. 

Felix  Yang,  age  15,  tenth  grade; 
son  of  Dr.  Sing  San  Yang  and 
Tuan  Ho  Yang.  Felix  won  both 
first  prize  and  grand  prize. 

We  wish  to  extend  our 
gratitude  and  our  congratulations 
to  till  of  the  participants.  □ 
Marion  H.  Geib,  President 
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Standardized  driving  tests. 

Researchers  have  devised  a bat- 
tery of  tests  that  can  correctly  de- 
termine if  people  who  have  sus- 
tained strokes  or  head  trauma 
may  drive  safely  once  they  have 
recovered. 

The  researchers  are  rehabilita- 
tion specialists  from  UMDNJ- 
New  Jersey  Medical  School, 
Newark,  and  Kessler  Institute  for 
Rehabilitation,  East  Orange. 
Their  tests  are  based  on  the 
Cybernetic  Model  of  Driving, 
which  the  researchers  developed 
while  studying  the  driving  ability 
of  trauma  patients. 


New  Jersey  state  law  requires 
a physician  to  report  patients  with 
certain  medical  conditions,  like  a 
stroke,  to  the  New  Jersey 
Division  of  Motor  Vehicles.  Re- 
habilitation specialists  help  in  de- 
termining fitness  to  drive  by 
evaluating  patients  on  a series  of 
tests. 

Dr.  Thomas  Galsld  is  principal 
investigator  of  this  study.  He  is 
assistant  professor  of  physical 
medicine  and  rehabilitation  at  the 
medical  school  and  director  of 
psychology  and  neuropsychology 
at  Kessler  Institute. 

Researcher  receives  grants  to 


fight  childhood  morbidity.  Acci- 
dents have  overtaken  all  other 
causes  of  death  to  become  the 
number  one  killer  of  children.  By 
the  time  youngsters  reach  15 
years  of  age,  they  face  the  next 
leading  causes  of  death  — 
homicide  and  suicide. 

Dr.  Michael  Lewis,  an  ac- 
claimed child  psychologist, 
describes  these  threats  as  the 
“new  morbidity,”  replacing  dis- 
eases of  previous  generations 
such  as  influenza  and  diphtheria 
as  the  leading  killers  of  children. 
And  like  the  scientists  of  the  past, 
he  has  dedicated  himself  to  fight- 
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ing  the  scourge,  particularly  in 
the  inner  city  where  it  is  most 
virulent. 

Dr.  Lewis,  director  of  the  In- 
stitute for  the  Study  of  Child  De- 
velopment at  UMDNJ-Robert 
Wood  Johnson  Medical  School, 
New  Brunswick,  has  received  $4 
million  in  new  grants  for  projects 
that  benefit  urban  children,  the 
major  sufferers  of  today’s  threats 
to  the  young. 

Dr.  Lewis,  who  also  is 
professor  of  pediatrics  and 
psychiatry  at  the  medical  school, 
is  focusing  research  efforts  on  be- 
havioral approaches  to  reduce 
morbidity  that  include: 


• Developmental  effects  of 
prenatal  cocaine  exposure. 

• Overcoming  barriers  to 
health  care  for  the  poor. 

• Preventing  juvenile  delin- 
quency through  a mentoring 
approach. 

• The  minority  gifted  child 
project. 

• Car  safety  study  as  the  single 
largest  cause  of  death  and 
injury  to  young  children. 

Pathology  chairman  named 
distinguished  teacher.  Dr. 
Robert  L.  Trelstad,  creator  of  an 
innovative  computerized  ap- 
proach to  teaching  pathology,  has 
been  nationally  recognized  for  his 


outstanding  contributions  to 
medical  education.  Dr.  Trelstad 
was  presented  the  Distinguished 
Teacher  Award  for  Basic  Sciences 
by  Alpha  Omega  Alpha,  the  na- 
tional medical  honor  society,  at 
the  annual  meeting  of  the  As- 
sociation of  American  Medical 
Colleges.  □ Stanley  S.  Bergen,  Jr, 
MD 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  we  suggest 
you  make  inquiries  directly  to 
them. 

Allergy 

Tarun  J.  Shah,  MD,  39C  Village  of 
Stoney  Run,  Maple  Shade,  NJ  08052. 
Also,  pediatrics.  Baroda  (India)  1984. 
Board  eligible.  Board  certified 
(PED).  Solo,  partnership,  group. 
Available. 


Emergency  Medicine 
Jayen  Shah,  MD,  P.O.  Box  251, 
Bordentown,  NJ  08505.  Baroda 
Medical  College  1991.  Board  certi- 
fied. Available. 

Gastroenterology 

Steven  Nadler,  MD,  Robert  Wood 
Johnson  University  Hospital,  MEB 
478,  GI  Division,  New  Brunswick, 
NJ  08901.  UMDNJ  1987.  Board 
eligible.  Board  certified  (IM).  Group, 
partnership,  solo.  Available  July 
1993. 

Internal  Medicine 

Gregory  E.  Broslawski,  DO,  57 
Westchester  Terr.,  Annandale,  NJ 


08801.  UMDNJ  1989.  Board  eligible. 
Available  July  1993. 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible. 
Also,  Board  eligible  (PED).  Available 
August  1993. 

Nephrology 

Vinitha  Raghavan,  MD,  7 Over- 
brook Rd.,  Upper  Saddle  River,  NJ 
07458.  Guntur  Medical  College 
(India)  1981.  Board  certified  (IM). 
Group  or  partnership.  Available 
January  1993. 

Occupational/Environmental 

Medicine 

Jan  Lieben,  MD,  2200  Ben  Franklin 
Parkway,  #905  South,  Philadelphia, 
PA  19130.  Liverpool  1943.  Board 
certified.  Part  time,  30  hours/week. 
Available. 

Oncology 

Barry  M.  Yafe,  MD,  107  Forest  St., 
Providence,  RI  02906.  New  York 
University  1984.  Board  certified 
(ONCOL  and  IM).  Group  or 
partnership.  Available. 

Surgery 

Mark  A.  Bartolozzi,  MD,  West- 
chester County  Medical  Center,  P.O. 
Box  17,  Valhalla,  NY  10595.  New 
York  Medical  College  1987.  Board 
eligible.  Partnership.  Available. 
Jayen  C.  Shah,  MD,  P.O.  Box  251, 
Bordentown,  NJ  08505.  Baroda 
Medical  College  1976.  Also, 
emergency  medicine.  Board  eligible. 
Hospital  based  or  office.  Available. 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name  

Old  Address 

City State Zip 

New  Address 

City State Zip 
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I CARDIOLOGY  ;<>  * 

April 

14  20th  Annual  Pacemaker 
Meeting 

8 A.M. -3  P.M.  — Sheraton  at 

15 

Woodbridge  Place,  Iselin 
(Newark  Beth  Israel  Med  Ctr) 

Ventricular  Arrhythmias:  To 
Treat  or  Not  To  Treat 

5-6  P.M.  — Somerset  Medical 
Center,  Somerville  (Somerset 
Medical  Center) 

1 DERMATOLOGY 

1 

March 

9 General  Membership  Meeting 

6 P.M.  — Schering  Corporation, 
Kenilworth  (Dermatological 
Society  of  NJ) 

17  Robert  Wood  Johnson 
Medical  School 
Dermatological  Conference 

6-9  P.M. — Rutgers  Community 

April 

13 

Health  Plan,  57  U.S.  Highway 
1,  South,  New  Brunswick 
(UMDNJ,  Division  of 
Dermatology) 

1 

General  Membership  Meeting 

6 P.M.  — Schering  Corporation, 
Kenilworth  (Dermatological 

21 

Society  of  NJ) 

Robert  Wood  Johnson 
Medical  School 
Dermatological  Conference 
6-9  P.M.  — Rutgers  Community 
Health  Plan,  57  U.S.  Highway 
1,  South,  New  Brunswick 
(UMDNJ,  Division  of 
Dermatology) 

| DIABETES 

1 

March 

10 

Prevention  of  Lower 

11 

Diabetes-Related 

3 Prevention  of  Lower 

Extremity  Amputations 

Cardiovascular  Disease 

Extremity  Amputations 

11:30  A.M. -12:30  P.M  — 

10-11  A.M. — Hunterdon 

9-10  A.M.  — Elizabeth  General 

Rahwav  Hospital,  Railway 

Developmental  Center,  Clinton 

Medical  Center,  Elizabeth 

(AMNJ  and  NJDOH) 

(AMNJ) 

(AMNJ  and  NJDOH) 

10 

Prevention  of  Lower 

24 

Diabetic  Retinopathy 

3 Diabetic  Nephropathy 

Extremity  Amputations 

12  NOON-1  P.M. — Southern 

12  NOON-1  P.M.  — Southern 

8-9  A.M.  — Somerset  Medical 

Ocean  County  Hospital, 

Ocean  County  Hospital, 

Center,  Somerville  (AMNJ  and 

Manahawkin  (AMNJ  and 

Manahawkin  (AMNJ  and 

NJDOH) 

NJDOH) 

NJDOH) 

10 

Diabetic  Retinopathy 

24 

Diabetic  Retinopathy 

3 Prevention  of  Lower 

12:30-1:30  P.M.  — Kessler 

12  NOON-1  P.M  — Memorial 

Extremity  Amputations 

Institute  for  Rehabilitation, 

Hospital  of  Salem  County 

11:30  A.M. -12:30  P.M  — 

West  Orange  (AMNJ  and 

(AMNJ  and  NJDOH) 

Hamilton  Hospital,  Trenton 

NJDOH) 

31 

Prevention  of  Lower 

(AMNJ) 

10 

Prevention  of  Lower 

Extremity  Amputations 

5 Prevention  of  Lower 

Extremity  Amputations 

12  NOON-1  P.M. — Southern 

Extremity  Amputations 

11  A.M.-12  NOON— St.  Mary’s 

Ocean  County  Hospital, 

12  NOON-1  P.M.  — South  Jersey 

Hospital,  Hoboken  (AMNJ  and 

Manahawkin  ( AMNJ  and 

Hospital  System,  Bridgeton 

NJDOH) 

NJDOH) 

(AMNJ  and  NJDOH) 

[INFECTIOUS  DISEASE 

1 

March 

24 

Infection  Control  in  the 

31 

Infection  Control  in  the 

17  Infection  Control  in  the 

HIV  Era 

HIV  Era 

HIV  Era 

1:30-2:30  P.M.  — Essex  County 

11  A.M. -12  NOON — St.  Mary’s 

10:30-11:30  A.M.  — St.  Mary  s 

Hospital  Center,  Cedar  Grove 

Hospital,  Hoboken  (AMNJ  and 

Hospital,  Passaic  (AMNJ  and 

(AMNJ  and  NJDOH) 

NJDOH) 

NJDOH) 

22  Infection  Control  in  the 
HIV  Era 

11:30  A.M.-l  P.M— East 
Orange  General  Hospital,  East 
Orange  (AMNJ  and  NJDOH) 


26  Integrating  TB  Management 
into  the  Care  of  the  HIV- 
Infected  Patient 

8:30-9:30  A.M.  — Family 
Physicians  Annual  Meeting, 
Atlantic  City  (AMNJ  and 
NJDOH) 


April 

6 Infection  Control  in  the 
HIV  Era 

3-4  P.M.  — MCOSS  Nursing 
Services,  Red  Bank  (AMNJ  and 
NJDOH) 
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f ^ 

PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

I Cardiology 
Update  ^ 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 

Wednesday,  March  3,  1993 

Cardiac  Imaging  in  Diagnosing  Ventricular  Function: 

What  Studies  to  Order,  Why  and  for  Whom? 

Moderator:  Ami  E.  Iskandrian,  M.D. 

3:00-3:30  M mode  and  2D  echo,  echo  doppler  and  transesophageal 
echo— George  W.  Lighty,  M.D.,  Ph.D. 

3:30-4:00  nuclear  imaging:  Old  and  newer  techniques,  pitfalls  in 
interpretation—  Ami  E.  Iskandrian,  M.D . 

4:00-5:00  Case  Presentations— Ira  Wolmer,  M.D. 

Panel  Discussion—  Jaekyeong  Heo,  M.D., 

George  W.  Lighty,  M.D.,  Ph.D.,  Gary  J.  Vigilante,  M.D. 


■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservations  215-662-8627 

Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 

The  Philadelphia  heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership 
requirement,  time  sessions,  18  credits. 
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7 Infection  Control  in  the 

HIV  Era 

11:30  A.M. -12:30  P.M  — 
Hamilton  Hospital,  Trenton 
(AMNJ  and  NJDOH) 

7 Identification  and 

Management  of  Asymptomatic 
HIV  Infection 
11:30  A.M.-12:30  P.M.- 
Rahway  Hospital,  Rahway 
(AMNJ  and  NJDOH) 

14  Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

8-9  A.M.  — Somerset  Medical 


Center,  Somerville  (AMNJ  and 
NJDOH) 

16  Identification  and 

Management  of  Asymptomatic 

HIV  Infection 

11:30  A.M. -12:30  P.M  — 

Rahway  Hospital,  Rahway 
(AMNJ  and  NJDOH) 

16  Infection  Control  in  the 
HIV  Era 

10-11  A.M — Marlboro 
Psychiatric  Hospital,  Marlboro 
(AMNJ  and  NJDOH) 

21  Infection  Control  in  the 
HIV  Era 


9-10  A.M. — Warren  Hospital, 
Phillipsburg  (AMNJ  and 
NJDOH) 

29  Identification  and 
Management  of  the  HIV 
Indeterminant  Infant 

1:30-2:30  P.M.  — Essex  County 
Hospital  Center,  Cedar  Grove 
(AMNJ  and  NJDOH) 

30  Identification  and 
Management  of  Asymptomatic 
HIV  Infection 

12  NOON-1  P.M.  — South  Jersey 
Hospital  System,  Bridgeton 
(AMNJ  and  NJDOH) 


MEDICINE 


March 

13-  34th  Annual  NJ  Postgraduate 
14  Anesthesia  Seminar 

Hyatt,  Cherry  Hill  (AMNJ  and 
NJ  State  Society  of 
Anesthesiologists) 

16  Clinical  Issues  in  Foster 
Children 

8:30-10  A.M. — Elizabeth 
General  Medical  Center, 
Elizabeth  (Elizabeth  General 
Medical  Center) 

16  6th  Annual  Perspectives  on 
Sudden  Infant  Death 
Syndrome 

8  A.M. -4  P.M.  — Freehold 
Gardens  Hotel,  Freehold 
(NJ  SIDS  Resource  Center) 

17  Endocrinology  Grand  Rounds 

11:30  A.M. -1  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

17  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

18  Treatment  of  Acid-Related 
Gastroesophageal  Diseases 
5-6  P.M.  — Somerset  Medical 
Center,  Somerville  (Somerset 
Medical  Center) 

23  Advanced  Maternal  Age 

12  NOON-1  P.M. — Centrastate 
Medical  Center,  Freehold 
(AMNJ) 

23  Risk  Factors  for  Oral  Cancer 
12:15-1:30  P.M. — John  Fitch 
Plaza,  Trenton  (AMNJ  and 
NJDOH) 

24  Medical  Problems  in  the 
Elderly 

11  A.M. -12  NOON  — St.  Mary’s 
Hospital,  Hoboken  (AMNJ) 

24  Endocrinology  Grand  Rounds 


11:30  A.M. -1  P.M.— VA  Medical 
Center,  East  Orange  (AMNJ) 

24  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

24-  41st  Annual  Meeting  and 

28  Scientific  Assembly 
Merv  Griffin’s  Resorts  and 
Casino  Hotel,  Atlantic  City 
(NJ  Academy  of  Family 
Physicians) 

26  Emergency  Medicine 

10:45-11:45  A.M. — Greystone 
Park  Psychiatric  Hospital, 
Greystone  Park 
(AMNJ) 

29  Over-the-Counter  Drugs 

11:30  A.M.-l  P.M  — East 
Orange  General  Hospital, 

East  Orange  (AMNJ) 

30  Traumatic  Head  Injury 
8:30-10  A.M.  — Elizabeth 
General  Medical  Center, 
Elizabeth  (Elizabeth  General 
Medical  Center) 

31  Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

31  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

April 

2 Lyme  Disease 

10-llA.M.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

7 Endocrinology  Grand  Rounds 

11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 


7 Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

14  Endocrinology  Grand  Rounds 

11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

14  Interhospital  Endocrine 
Rounds 

3:30-5  P.M. — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

14  20th  Annual  Pacemaker 
Meeting 

8 A.M. -3  P.M. — Sheraton  at 
Woodbridge  Place,  Iselin 
(Newark  Beth  Israel  Medical 
Center) 

15  Ventricular  Arrhythmias:  To 
Treat  or  Not  To  Treat 

5-6  P.M.  — Somerset  Medical 
Center,  Somerville  (Somerset 
Medical  Center) 

16  Advance  Directives 

8:30-9:30  A.M.  — United 
Hospitals  Medical  Center, 
Newark  (AMNJ) 

20  Issues  in  Metabolic  Acidosis 

9 A M — Overlook  Hospital, 
Summit  (Nephrology  Soc  of  NJ) 

20-  Orthopaedic  Society  Meeting 

25  Hyatt  Regency  Cerromar 

Beach  Hotel,  Puerto  Rico  (NJ 
Orthopaedic  Society  and  AMNJ) 

20  Issues  in  Metabolic  Acidosis 
Overlook  Hospital,  Summit 
(Nephrology  Society  of  NJ) 

20  Art  Therapy 

8:30-10  A.M.  — Elizabeth 
General  Medical  Center, 
Elizabeth  (Elizabeth  General 
Medical  Center) 
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PROFESSIONAL  LIABILITY 


HOSPITAL  PRIVILEGES 


Disabilities  act  may  affect 
credentials.  Even  medical  staff 
privileges  at  hospitals  may  stand 
under  the  broad  canopy  of  the 
Americans  with  Disabilities  Act 
(ADA),  the  legislation  for  which 
the  presidency  of  George  Bush 
ultimately  may  most  be  re- 
membered. Not  only  has  the  ADA 
been  invoked  in  deliberations 
about  HIV-positive  workers,  the 
Oregon  Medicaid  waiver  appli- 
cation, and  medical  license  re- 
newals, but  now  it  appears  that 
relationships  between  hospitals 
and  physicians  will  be  shaded  by 
ADA’s  protective  coverage. 

Writing  in  Hospital  Law 
Newsletter,  Cleveland  attorney 
Stephanie  Trudeau  has  suggested 
that  denial  of  a staff  appointment 
or  reappointment  based  on 
criteria  that  violate  the  ADA  “may 
form  the  basis  for  a claim  of  dis- 
criminatory interference  with  an 
employment  relationship.  Al- 
though medical  staff  members  are 
not  technically  employees  of  the 
hospital,  and  thus  are  not 
specifically  covered  under  the 
ADA,  precedents  involving  other 
civil  rights  laws  indicate  that  the 
medical  staff  appointment  process 
must  comply  with  anti-dis- 
crimination requirements.  For  ex- 
ample, a hospital  was  found  liable 
for  a discriminatory  appointment 
made  by  the  chairman  of  a clinical 


department,  even  though  the 
chairman  was  not  an  employee  of 
the  hospital. 

Ms.  Trudeau  proposes  a careful 
review  of  hospitals  appointment 
applications.  Among  questions 
that  probably  should  be  deleted, 
she  advises,  are  questions  about 
physical  and  mental  conditions 
that  could  affect  performance; 
questions  about  current  or  recent 
medical  care;  questions  about 
health  status;  questions  about  de- 
nials of  health,  life,  or  disability 
insurance;  and  questions  about 
medications,  medical  limitations, 
and  drug  dependency. 

The  specter  of  economic 
credentialing.  Is  economic 
eredentialing  inevitable,  tolerable, 
and  appropriate?  Many  authori- 
ties argue  in  the  affirmative,  but 
the  Medical  Society  of  the  State 
of  New  York  (MSS NY)  adopted  a 
policy  paper  opposing  the  prac- 
tice, which  the  paper  defines  as 
“the  use  of  economic  criteria  un- 
related to  quality  of  care  or 
professional  competency  to  de- 
termine an  individual  physician’s 
qualification  for  the  granting  or 
renewal  of  medical  staff 
membership  or  privileges.” 

Only  “competency,  training, 
and  quality  of  patient  care” 
should  be  considered  in  the 
credentialing  process,  contends 
the  MSSNY  report.  The  paper  ac- 


knowledges that  certain  data  con- 
tained in  physician  profiles  may 
have  some  legitimate  use  in 
assessing  quality  of  care.  But,  the 
paper  squarely  opposes  “clean 
sweep  provisions  in  exclusive 
contracts,  under  which  a physi- 
cian automatically  loses  his 
clinical  privileges  when  the  con- 
tract expires  or  when  the  physi- 
cian loses  membership  in  the  con- 
tracting physician  group. 

Physician  profile  data  that  may 
have  legitimate  uses,  according  to 
the  MSSNY  paper,  include  in- 
formation about:  inappropriate, 

excessive,  or  redundant  testing; 
sanctions  by  government 
authorities  related  to  patient  care; 
and  inappropriate  use  of  hospital 
resources.  At  times,  the  report 
states,  there  may  be  legitimate 
uses  of  other  types  of  profile  in- 
formation, such  as  the  quantity  of 
tests  ordered,  referrals,  hospital 
admissions  as  opposed  to  outpa- 
tient department  utilization,  and 
length  of  stay.  In  no  case,  the 
report  concludes,  should  creden- 
tialing authorities  make  use  of  in- 
formation such  as  the  candidate’s 
membership  in  other  medical 
staffs,  patient  demographics, 
payer  mix,  charges,  or  admission 
rates,  among  other  economically 
loaded  types  of  data. 


MALPRACTICE/OTHER  CASES 


Injuries  long  ago.  New  Jersey’s 
Appellate  Division  overturned  in 
November  1992  a trial  court  de- 
cision dismissing,  without  a hear- 
ing, a malpractice  case  involving 
an  injury  suffered  many  years 
before  the  complaint  was  brought. 
The  plaintiff  in  the  case  had  dis- 
colored teeth  from  the  time  they 
emerged  during  her  early  child- 
hood. Other  than  a remark  by  a 


dentist  that  the  discoloration 
probably  was  attributable  to 
medication,  the  plaintiff  and  her 
family  had  no  apparent  reason  to 
believe  that  physician  negligence 
may  have  been  a contributing  fac- 
tor. Then,  years  later,  when  the 
plaintiff  was  28  years  old,  she 
learned  about  an  attorney’s 
advertisement  asking  people  to 
come  forward  whose  teeth  may 


have  been  permanently  dis- 
colored by  tetracycline  adminis- 
tered during  childhood. 

Responding  to  the  attorney 
advertisement,  the  plaintiff  even- 
tually sued  her  former  pediatri- 
cians and  their  practice  for 
negligently  ordering  tetracycline. 
The  defendants  moved  for  sum- 
mary judgment,  which  the  trial 
judge  awarded.  The  judge  rea- 
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soned  that  the  summary  judg- 
ment, or  dismissal  of  the  claim, 
was  appropriate,  because  too 
much  time  had  elapsed  since  the 
injury  and  the  plaintiff  earlier  had 
been  “armed  with  the  facts  that 
would  have  enabled  her  to  ex- 
plore . . . whether  or  not  she  had 
an  actionable  claim. 

On  appeal,  however,  a three- 
judge  panel  reflected  that  the 
plaintiff  “may  simply  have  had  no 
reasonable  basis  to  equate  the  ad- 
ministration of  the  tetracycline  to 
the  fault  or  wrongdoing’  of  a 
physician.  She  may  have  assumed 
that  the  discoloration  was  “an  un- 
avoidable side  effect  of  a drug 
necessary  to  cure  her  childhood 
illnesses,”  said  the  panel. 

Consequently,  the  Appellate 
Division  sent  the  case  back  to  the 
trial  court  with  orders  to  hold  a 
hearing  to  decide  whether  the 
plaintiff  indeed  knew,  or  should 
have  known,  that  she  might  have 
been  injured  through  the 
negligence  of  the  defendants  well 
prior  to  her  late  20s.  At  the  hear- 
ing, admonished  the  panel,  the 
judge  should  balance  the  plain- 
tiff s rights  against  those  of  the 
defendants  and  objectively  de- 
termine “whether  a reasonable 
person  in  the  plaintiff  s position 
should  have  known  that  drugs 
given  to  her  as  a young  child  may 
have  injured  her  through  the  fault 
of  another.  The  type  of  hearing 
involved  in  a motion  for  summary 
judgment  is  known  as  a “Lopez” 
hearing. 

Expert  testimony  on  treatment 
risks.  One  day  after  the  tetra- 
cycline decision  summarized  in 
the  previous  paragraphs,  another 
three-judge  Appellate  Division 
panel,  including  two  of  the  same 
three  judges,  issued  a decision 
substantially  more  favorable  to 
malpractice  defendants.  At  issue 
was  an  injury  resulting  from 
surgery  to  which  the  patient  al- 
legedly did  not  give  informed 
consent.  The  decision  confirmed 
the  need  for  expert  testimony  to 
buttress  plaintiff’s  claims  that 
such  an  injury  constituted  a 
known  risk  of  the  procedure,  so 


that  the  physician  should  have  in- 
formed the  patient  of  the  risk. 

In  the  case,  plastic  surgery  to 
remove  stretch  marks  on  a pa- 
tient’s abdomen  led  to  a large  dis- 
figuration of  the  abdomen.  A 
small  scar  was  the  only  risk  made 
known  to  the  patient  during  the 
informed  consent  process.  Expert 
testimony  was  not  needed,  argued 
the  plaintiff,  to  show  that  dis- 
figuration was  a known  risk  of  the 
procedure.  After  all,  she  rea- 
soned, expert  testimony  is  not 
needed  to  show  that  physicians 
ordinarily  disclose  the  particular 
risk,  because  New  Jersey  in  1988 
adopted  the  “prudent  patient,”  or 
“Largey”  test,  requiring  dis- 
closure of  all  known  risks  that 
would  affect  a reasonable  pa- 
tient’s decision  to  undergo  a 
procedure. 

The  Appellate  Division  dis- 
agreed, noting  that  the  plaintiff 
must  prove  that  the  physician 
should  have  been  aware  of  the 
risk.  This,  said  the  court,  requires 
expert  evidence.  Only  after 
establishing  that  the  risk  was  a 
known  risk  may  the  plaintiff 
proceed,  without  additional  ex- 
pert evidence,  to  show  that 
knowledge  of  the  risk  would  have 
affected  the  patient’s  decision  to 
have  the  operation. 

A tangential  issue  in  the  case 
involved  a scheduling  error  made 
by  the  office  of  the  plaintiff  s 
lawyer.  As  a result  of  the  error, 
the  plaintiff  missed  a pretrial 
deadline  for  submitting  expert 
opinion  reports.  Due  to  the 
missed  deadline,  the  trial  court 
granted  summary  judgment  to  the 
defense.  The  Appellate  Division 
ruled  that  the  error  was  ex- 
cusable, but  it  affirmed  the  sum- 
mary judgment  on  the  grounds 
that  the  plaintiff  had  no  expert 
opinion  to  offer. 

Writer  assails  HMO  decision. 
A 1992  decision  allowing  malprac- 
tice judgments  against  health 
maintenance  organizations 
(HMOs)  was  highly  flawed,  insists 
a Somerville  attorney  in  an  article 
in  Health  Care  Law  magazine 
of  New  Jersey  Law  Journal. 


The  case  centered  on  a husband 
and  father  who  died  at  38  years 
of  age  of  testicular  cancer  that  an 
HMO  physician  failed  to 
diagnose.  A non-HMO  specialist 
who  eventually  made  the  correct 
diagnosis,  four  months  before  the 
patient’s  death,  said  that  the  pa- 
tient’s life  could  have  been  saved 
if  the  diagnosis  had  been  made  at 
least  three  months  earlier  than  it 
was,  and  within  one  year  of  the 
time  that  the  patient  presented  to 
the  HMO  physician. 

The  Appellate  Division 
permitted  a claim  to  be  brought 
against  the  HMO,  on  the  twin 
theories  that  the  physician  was 
the  apparent  agent  of  the  HMO 
and  that  superior  entities  should 
be  held  accountable  (“respondeat 
superior”)  for  the  negligence  of 
their  subordinates.  The  physician 
was  the  HMOs  agent,  said  the 
court,  because  he  was  paid  on  a 
per  capita  basis  and  was  not  free 
to  decide  which  patients  to  treat. 

Attorney  Kevin  R.  Jespersen 
criticizes  the  court’s  “notably 
sparse”  analysis  for  failing  to  men- 
tion applicable  federal  and  state 
laws  and  for  misreading  princi- 
ples of  both  agency  law  and 
respondeat  superior.  New 
Jersey’s  HMO  Act  of  1973  ex- 
plicitly immunizes  from  malprac- 
tice claims  any  “person  participat- 
ing in  the  arrangements  of  a 
HMO  other  than  the  actual 
provider  of  health  care  services  or 
supplies  ....’’  On  the  federal 
level,  he  argues  that  the 
Employee  Retirement  Income 
Security  Act  (ERISA)  pre-empts 
state  laws  relating  to  employee 
benefit  claims;  as  was  noted  in 
these  pages  last  month,  courts 
generally  are  finding  malpractice 
claims  against  HMOs  to  be 
precluded  under  ERISA. 

Liability  under  the  doctrine  of 
apparent  agency,  notes  Mr. 
Jespersen,  is  based  on  actions  of 
the  principal — in  this  case,  the 
HMO — that  mislead  the  plaintiff 
to  believe  that  the  negligent  party 
was  acting  as  the  principal’s 
agent.  In  this  case,  there  is  no 
reason  to  think  that  the  patient 
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believed  that  the  physician  was 
acting  merely  as  an  agent  of  the 
HMO,  rather  than  as  a private, 
professional  practitioner.  Control 
through  financial  relationships  is 
not  the  test  of  apparent  agency. 

Finally,  respondeat  superior  is 
not  germane,  concludes  Mr. 
Jespersen,  because  it  is  based  on 
“master-servant  control.  The 
writer  asserts  that  such  control  is 
missing  in  matters  of  professional 
practice,  when  highly  trained 
specialists  apply  expert  judgment 
in  deciding  how  best  to  manage 
the  cases  of  individual  patients. 

Physicians  not  liable  under 
federal  emergency  act.  The 
federal  Emergency  Medical 
Treatment  and  Active  Labor  Act 
(EMTALA),  which  prohibits 
hospital  “dumping  of  emergency 
and  obstetric  patients,  may  not 
form  the  basis  of  suits  against  in- 
dividual physicians,  a federal  ap- 
peals court  has  ruled.  An  in- 


MALPRACTICE TIPS 


Doing  favors  for  patients. 

Beware  of  the  temptation  to  agree 
to  a patient’s  request  to  examine 
or  treat  a condition  that  you  are 
not  really  prepared  to  handle,  ad- 
vises the  Pennsylvania  Medical 
Society  Liability  Insurance  Com- 
pany. Patient  Rx  Newsletter  cau- 
tions that  “a  favor  done  at  a pa- 


ebriated woman,  with  a history  of 
psychiatric  problems  and  al- 
coholism, presented  to  a hospital 
emergency  department  with 
nausea  and  agitation.  A physician 
administered  five  milligrams  of 
Haldol®;  when  this  failed  to  calm 
the  patient  the  physician  adminis- 
tered 100  milligrams  of  Thora- 
zine®. The  patient  continued  to 
amble  around  the  emergency  de- 
partment, suffered  a convulsion 
and  fell  onto  a table,  lacerating 
her  scalp. 

After  suturing  the  laceration, 
the  physician  consulted  with  the 
patient  s psychiatrist,  and  the  two 
physicians  decided  to  transfer  the 
patient  to  another  hospital,  which 
had  a dedicated  psychiatric  unit. 
Shortly  after  the  transfer,  she  suf- 
fered a grand  mal  seizure,  and  a 
subdural  hematoma  subsequently 
was  revealed  on  computed  to- 
mography. The  patient  was  sent 
back  to  the  original  hospital. 


tient’s  urging  later  came  back  to 
haunt  the  physician"  in  several 
recent  cases. 

In  one  example,  a physician 
agreed  to  manage  a serious  con- 
dition for  a patient  who  did  not 
want  to  travel  25  miles  to  a re- 
gional medical  center  for  treat- 
ment. Harm  to  the  patient  re- 


where she  arrived  comatose  and 
died  the  following  day. 

A claim  under  EMTALA  was 
brought  against  both  the  hospital 
and  physicians.  The  patient’s 
brother,  who  had  accompanied 
her  to  the  emergency  department 
at  the  original  presentation,  testi- 
fied that  he  unsuccessfully  had 
attempted  to  persuade  the 
emergency  physician  to  order  an 
x-ray  of  her  head  following  her 
fall.  The  claim  against  the  physi- 
cians was  dismissed,  because 
EMTALA  specifically  authorizes 
claims  against  hospitals  only,  and 
the  Fourth  Circuit  Court  of  Ap- 
peals affirmed  the  dismissal.  The 
circuit  court  judges  further  ob- 
served that  the  plaintiff  had  not 
presented  evidence  of  disparate 
treatment,  or  demonstrated  that 
the  hospital  had  found  that  the 
patient  was  suffering  an  emergen- 
cy condition — two  requisites  of 
liability  under  the  Act. 


suited,  and  so  did  a malpractice 
suit.  In  another  case,  a surgeon 
combined  two  procedures  into  a 
single  operation  because  the  pa- 
tient refused  to  be  placed  under 
general  anesthesia  more  than 
once.  This  physician,  too,  found 
herself  embroiled  in  a malpractice 
action. 


HEALTH  CARE  FINANCING 


New  safe  harbors  for  managed 
care.  The  United  States  Depart- 
ment of  Health  and  Human 
Services’  erstwhile  Office  of  the 
Inspector  General  has  granted 
“safe  harbor”  status  to  the  usual 
activities  of  HMOs  and  other 
managed  care  plans.  Safe  harbors 
are  activities  that  are  shielded 
from  Medicare  fraud  and  abuse, 
or  anti-kickback  penalties. 

In  November  1992,  two  new 
safe  harbors  were  created  for 
managed  care.  Protected  by  the 
first  are  marketing  incentives, 
such  as  more  liberal  benefits, 
lower  copayments  and  deduc- 
tibles, and  reduced  premiums. 
The  second  harbor  allows  health 


care  providers  to  discount  fees  for 
services  reimbursed  by  a 
particular  health  plan. 

Several  conditions  must  be  met 
in  order  for  these  harbors  to 
apply.  For  example,  the  second 
harbor  does  not  protect  contracts 
for  services  or  supplies  not  reim- 
bursed as  a health  plan  benefit.  A 
summary  of  the  inspector 
general’s  actions  has  been  sup- 
plied by  the  Roseland  law  firm  of 
Brach,  Eichler. 

Clinton  plan  criticized.  As 

President  Clinton  and  his  ad- 
visers, including  Hillary  Clinton, 
develop  a health  reform  package, 
a clear  break  is  emerging  between 
advocates  of  so-called  “global 


budgets’’  and  advocates  of 
managed  competition  who  con- 
tend that  managed  competition 
cannot  coexist  with  global 
budgets.  A “Backgrounder”  is- 
sued in  January  by  the  decidedly 
conservative  Heritage  Foundation 
suggests  that  the  new  president’s 
original  plan  to  marry  global 
budgets  with  managed  competi- 
tion is  “unworkable. 

Foundation  Vice-President 
Stuart  M.  Butler,  PhD,  author  of 
the  report,  observes  that  "the  bu- 
reaucratic apparatus  of  rigid  na- 
tional budgets,  sweeping  price 
controls,  and  powerful  boards  to 
determine  what  Americans  will 
receive  contradicts  the  idea  of 
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consumer  choice  and  competi- 
tion. A major  problem  with  global 
budgets  foreseen  by  Dr.  Butler 
lies  in  the  fact  that  budgets  will 
be  exceeded  unless  each  hospital 
and  provider  are  accorded  their 
own  budgets,  which  in  turn  will 
require  enormous  bureaucratic 
machinery.  In  addition,  he  in- 
timates, the  hydraulic  effect  will 
mean  that  if  a global  health  care 
budget  is  adopted,  expenditures 
will  increase  rapidly  in  off-budget 
areas,  such  as  nonprescription 
medications,  social  services,  and 
alternative  health  care  practi- 
tioners. 

As  the  greatest  flaw  in  global 
budgeting,  the  report  zeroes  in  on 
rationing  of  health  care.  A mean- 
ingful global  budget  requires  al- 
location decisions  about  who  will 
and  who  will  not  receive  partic- 
ular services.  Dr.  Butler  concedes 
that  rationing  may  work  “tolera- 
bly well’  in  countries  where 
physicians  make  allocation  de- 
cisions on  an  individual  basis,  and 


patients  accept  such  decisions.  In 
the  United  States,  however,  many 
citizens  are  unprepared  to  accept 
physician  denials  of  care  without 
suing  the  physician  for  malprac- 
tice, or  to  accept  rationing 
policies  made  by  a faceless  federal 
board  without  demanding 
changes  by  Congress. 

Price  controls  are  unnecessary 
in  the  presence  of  a healthy 
market,  Dr.  Butler  claims.  As  the 
Federal  Employee  Health  Ben- 
efits Program  has  shown,  a con- 
sumer-choice model  can  thrive 
without  direct  management  con- 
trols. 

Dr.  Butler  would  allow  families 
in  any  large  geographic  area  to 
enroll  in  any  available  health 
plan,  and  he  would  change 
federal  tax  laws  to  create  a tax 
credit,  on  a sliding  scale  tied  to 
income,  for  purchasing  health  in- 
surance or  for  paying  out-of- 
pocket  health  care  expenses.  Ex- 
isting tax  law  excludes  the 
purchase  of  insurance  premiums 


from  taxable  income,  so  that 
wealthy  families,  which  have 
higher  tax  rates,  benefit  more 
than  poorer  families.  The  ex- 
clusion approach  also  gives  peo- 
ple an  incentive  to  obtain  all  the 
health  care  that  their  plan 
provides,  such  as  expensive 
prescription  medications  rather 
than  cheaper  unreimbursed  over- 
the-counter  products. 

Senator  Orrin  Hatch  (R-UT) 
has  included  the  Heritage  Foun- 
dation’s approach  in  proposed 
legislation.  But,  desperate  for 
ways  to  achieve  clear  savings, 
President  Clinton  is  likely  to  sup- 
port fixed  controls  or  other  re- 
gulatory measures.  Any  system, 
meanwhile,  is  unlikely  to  achieve 
clear  savings  in  the  huge 
Medicare  and  Medicaid  entitle- 
ment programs,  which  are  fueled 
by  demographic  and  economic 
factors  outside  the  control  of  the 
health  care  system.  □ James  E. 
George,  MD,  JD;  and  Neil  E. 
Weisfeld,  JD,  MSHyg 
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It's  3:00  a.m. 

You're  worried  about  tomorrow's  deposition. 

Who  can  you  call? 


The  Medical  Inter-Insurance  Exchange  is  available  24-hours  a day,  seven  days  a week,  to 
answer  emergency  calls  about  both  claim  and  policy  situations.  No  other  medical  professional 
liability  insurer  has  this  feature.  It’s  just  one  ol  many  services  that  make  Medical  Inter- 
Insurance  Exchange  better  than  the  rest.  Call  today  to  find  out  how  our  Permanent  Protection 
Policy  and  expert  claim  handling  can  give  you  peace  of  mind . . . and  a good  night’s  sleep. 


Medical  Inter-Insurance  Exchange" 

Two  Princess  Road  • Lawrenceville  • NJ  • 08648 

800-257-6288  • 609-896-2404 
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HELPING  YOU  TO  IMPROVE  THE 
PROFITABILITY  OF  YOUR  PRACTICE 

® Accounting,  Payroll  & Tax  Services 
® Financial  Planning  for  the  Practice  & Practitioner 
• Cost  Analysis  & Containment  Programs 
® Computerization— Hardware  & Software  Consulting 
® Purchase  and/or  Sale  of  a Practice 
® Tax  Planning  & Preparation 

Michael  J.  Pollack 

Certified  Public  Accountant 
525  U S.  Hwy.  9 
Manalapan,  New  Jersey  07726 
908-536-5355 

Member  AICPA  & NYSSCPA 
Serving  The  Garden  State 
No  Charge  For  Initial  Consultation 


Environmental  Compliance  Programs 

BUYING  FILM 


SCRAP  X-RAY,  GRAPHIC  ARTS,  etc. 
SILVER  RECOVERY  PROGRAMS 


V; 


F W BRAUN  can  provide  you  with: 

• Purchase  & removal  of  unwanted  film 

• Silver  recovery  & equipment 

• Hazardous  waste  hauling  & treatment 

• Prompt,  professional  service 

One  Call  Does  It  All! 

F.W.  BRAUN 

139  West  Northfield  Rd  • Livingston  ♦ N.J  07039 

201 *994 *4827 


Ivme  Disease 


The  Lyme  Care  Center  seeks  qualified 
physicians  throughout  New  Jersey  to 
whom  patients  presenting  symptoms 
of  early,  middle  stage  and  chronic 
Lyme  disease  can  be  referred  for 
treatment.  Candidates  for  referrals 
must  treat  aggressively,  appropriately, 
and  compassionately.  To  those 
physicians  who  qualify  for  inclusion 
in  our  network,  we  offer  a tremendous 
opportunity  for  practice  enhancement. 
Interested  physicians  should  contact 
Ms.  Vicki  A.  Hernandez,  Director  of 
Physician  Network. 

1-800-452-9777 

HoMed/The  Lyme  Care  Center 
9 Whippany  Road,  Bldg  B-2 
P.O.  Box  187 
Whippany,  NJ  07981 


HoMed 


THE  LYME  CARE  CENTER 


Having 

Difficulty 

With 

Collections 1 


Rely  on 

Meadowlands  Computer  Services 
the  Right  way  - 
the  Only  way  to 
serve  your  needs. 

• Computerized  Medical  Billing  For  All 
Medical  Specialties 

• Direct  Third  Party  Billing 

• Electronics  Claims  Submission 

• Complete  Accounts  Receivable  Management 

• Reasonable  Rates! 

• Member  Of  The  Better  Business  Bureau 


MEADOWLANDS  COMPUTER  SERVICES,  INC. 

47  Orient  Way,  Rutherford,  NJ  07070 
Tel.  (201  ] 933-3778  / Fax  (201 ) 933-9836 
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BOOK  REVIEWS 


AFRICAN-AMERICAN  PERSPECTIVES  ON  RIOMEDICAL  ETHICS 


Harley  Flack ; Edmund  Pelli- 
grino.  Washington , DC,  George- 
town University  Press,  1992.  In  a 
pluralistic  world  society,  it  may 
he  considered  a moral  imperative 
to  recognize  the  multiplicity  and 
legitimacy  of  alternative  biomedi- 
cal ethical  systems  and  to  estab- 
lish a dialogue  between  differing 
cultures.  Editors  Flack  and  Pelli- 
grino  provide  the  reader  with 
critical  insights  into  ethical  issues 
from  the  African-American 
perspective.  Writers  representing 
several  points  of  view  illustrate  a 
rich  variety  of  cultural  influences 
that  contribute  to  the  diversity  of 
approaches  characterizing 
African-American  bioethical 


thought. 

Responsive  commentaries  to 
each  of  the  major  essays  provide 
interpretation  and  amplification  of 
the  principles  illustrated. 

This  is  heavy  reading.  Copious 
use  of  historical  citations,  footnot- 
ing, and  cross-referencing  to 
philosophical  authorities  make  for 
this  tedious  perusal. 

Despite  this  drawback,  the 
book  provides  some  important 
enlightenment  regarding  cross- 
cultural  differences  in  biomedical 
ethics  requiring  fuller  under- 
standing. This  is  an  effective  be- 
ginning to  an  important  dialogue. 
□ Alan  J.  Lippman,  MD 


THE  FARRIC  OF  THE  BODY 


KB  Roberts;  JDW  Tomlinson. 
New  York,  NY,  Oxford  University 
Press,  1992.  The  adage  that  “one 
picture  is  worth  ten  thousand 
words”  is  particularly  appropriate 
for  anatomy,  where  structural 
complexities  are  difficult  to 
describe.  John  Bell  (1763-1820), 
the  Scottish  anatomist,  expressed 
it  best  when  he  wrote  that  an 
anatomy  book  without  plates  is  no 
better  than  a geography  book 
without  maps. 

The  Fabric  of  the  Body:  Euro- 
pean Traditions  of  Anatomical  Il- 
lustration is  a scholarly  account  of 
the  evolution  of  anatomical  il- 
lustrations of  the  human  body. 
Starting  with  the  fanciful, 
schematic  drawings  of  the  Middle 
Ages,  the  authors  proceed  to  the 
revolution  in  factual  anatomy  ef- 
fected by  Vesalius  spectacular  De 
humani  corf)oris  fabrica  (1543), 
and  then  cover  the  subsequent 
scientific  and  technical  develop- 
ment of  the  subject  through 
modem  photographic  atlases. 
Often  these  exquisite  images  ex- 
ceeded their  primary  purpose  of 


instruction,  and  reached  an  ex- 
cellence akin  to  fine  art.  The  most 
beautiful  and  accurate  prints  were 
the  product  of  a unique  synergy 
among  anatomist,  artist,  engraver, 
and  printer,  as  when  William 
Hunter,  Jan  van  Riemsdyk, 
Robert  Strange,  and  John 
Baskerville  combined  their  talents 
to  produce  Hunter  s magnificent 
folio  on  the  gravid  uterus.  Those 
who  relished  the  Cl  BA  symposia 
will  agree  with  the  authors  that 
the  late  Frank  Netter’s  artistry' 
pales  in  comparison  to  what  the 
masters  accomplished  in  the  past. 

The  corpus  of  anatomical  il- 
lustrations is  a rich  heritage,  and 
an  indispensable  source  for  docu- 
menting progress  in  the  science 
of  human  anatomy.  All  of  the  134 
plates  in  this  superbly  illustrated 
volume  are  accompanied  by  de- 
tailed, witty,  and  keenly  percep- 
tive explanations.  The  references 
are  excellent  and  include  hard-to- 
find  listings  of  the  major  works  of 
many  of  the  early  anatomists  dis- 
cussed. 

Although  The  Fabric  of  the 
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Body  is  lavishly  produced,  it 
could  have  been  enhanced  by 
printing  da  Vinci’s  drawings  in 
their  original,  striking  sepia  tint. 
The  only  major  error  is  that 
Figures  2.3  and  2.4  are  reversed. 
However,  these  faults  are  minor 
when  viewed  against  the  scope  of 


this  work.  Roberts  and  Tomlin- 
son s book  is  clearly  essential 
reading  on  the  subject,  and  com- 
plements Ludwig  Choulant  s 
classic  History  and  Bibliography 
of  Anatomic  Illustration  (1920).  □ 
Vincent  J.  Cirillo,  MS 


THE  LOGIC  OF  HEALTH  CARE  REFORM 


Paul  Starr.  Knoxville,  TN,  Whit- 
tle Communications,  1992.  Deal- 
ing with  the  health  care  problems 
of  America  has  become  a major 
public  affairs  agenda  issue. 
Numerous  approaches  have  been 
advanced  for  consideration  and 
debate  but  the  issue  is  complex 
and  no  individual  plan  has  suc- 
ceeded in  assimilating  all  of  the 
vagaries. 

Paul  Starr,  a sociology  profes- 
sor at  Princeton  University  and  a 
recognized  leader  in  public  policy 
issues  involving  health  care, 
describes  in  succinct  fashion  his 
remedy  for  what  ails  the  Ameri- 
can health  care  system. 

Dr.  Starr’s  solution  may  prove 
popular;  it  is  based  on  a system 
of  managed  competition,  favored 
by  many  physicians,  in  which 
citizens  would  choose  from 
among  a variety  of  private  health 
plans,  and  utilizes  global  budget- 
ing. Many  of  these  ideas  are 
based  upon  concepts  advanced  by 
Stanford  health  care  economist 
Alain  Enthoven,  Senator  Bob 


Kerrey  of  Nebraska,  and  Cali- 
fornia insurance  commissioner 
John  Garamendi,  recognized  au- 
thorities whose  models  for  health 
care  reform  have  been  widely 
publicized. 

On  the  surface,  the  Starr 
proposals  have  great  appeal, 
however,  Dr.  Starr  fails  to  con- 
sider the  downside  and  the  nega- 
tives in  this  analysis,  making  the 
presentation  excessively  one- 
sided. 

The  publisher  offers  this  book 
as  one  of  a series  of  original  short 
works  by  distinguished  authors  on 
subjects  of  importance  to  the 
medical  profession.  These  books 
are  offered  gratis  to  physicians 
under  sponsorship  by  a major 
pharmaceutical  company;  thus,  it 
is  conceivable  that  the  subject 
matter  would  likely  serve  its  own 
self-interests.  Nevertheless,  the 
thoughts  expressed  are  provoca- 
tive and  worth  the  attention  of 
physicians  as  they  grapple  with 
these  challenging  issues.  □ Alan 
J.  Lippman,  MD 
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Some 

of  the  finest 
medical 
specialists 
in  New  Jersey 
work  in  our 
lending 
department. 


But  they  specialize  in  treating  doctors,  not  patients.  In  fact,  our  Medical 
Banking  Group  has  effectively  treated  New  Jersey  physicians  to  well  over 
$110  million  in  loans  for  starting  or  expanding  private  practices. 

And  along  with  the  money  it  takes  to  afford  those  practices,  our  Medical 
Banking  Group  has  been  providing  the  financial  advice  it  takes  to  run  them. 
Successfully. 

If  that’s  the  way  vou'd  like  vour  practice  to  run,  call  Tom  Ferns  at 
1-201-646-5858,  or  Norm  Buttaci  at  1-609-987-3561. 


UNITED 

JERSEY 


THE  FAST-MOVING  BANK . 


Members  FDIC.  Equal  Opportunity  Lenders.  Members  of  IJB  Financial  Corp.,  a financial  services  organization  with  over  $13  billion  in  assets 
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LETTERS  AND  VIEWPOINTS 


WHY  CLINTON’S  HEALTH  PLAN  IS  DOOMED 


Since  the  Democratic  conven- 
tion, the  media  has  hailed  Clin- 
ton’s health  reform  proposals. 
Since  the  election,  the  media  has 
devoted  extensive  coverage  to  the 
likely  form  these  proposals  will 
take,  and  what  eventually  will 
emerge  as  the  new  universal 
health  care  system.  Optimism 
abounds  that  we  finally  will 
curtail  costs  while  expanding  ac- 
cess. 

If  what  emerges  as  law  bears 
any  resemblance  to  his  campaign 
rhetoric,  Clinton’s  health  plan 
also  will  likely  fail.  After  all,  it  is 
not  as  if  this  is  our  first  attempt 
at  controlling  runaway  health 
spending.  For  nearly  20  years, 
government  and  think  tank  in- 
tellectuals have  tried  a series  of 
solutions  that  were  supposed  to 
control  costs.  The  creation  of 
HMOs  in  the  early  1970s;  the  vol- 
untary and  then  mandatory  physi- 
cian fee  freezes  of  the  early  1980s; 
the  DRG  prospective  payment 
system;  the  1987  Omnibus 
Budget  Reconciliation  Act  with  its 
maximum  actual  allowable 
charges;  IPAs;  PPOs;  and  the  re- 
source-based relative  value  scale 
were  supposed  to  be  solutions  to 
spiraling  health  expenditures. 
Thus  far,  all  have  failed.  Perhaps 
the  larger  story  ignored  by  the 
media  is  why  these  solutions  have 
not  worked.  In  part,  solutions 
may  have  exacerbated  the 
problems. 

The  answer  may  not  be  as  com- 
plex as  those  who  ponder  these 
issues.  In  retrospect,  our  crisis 
was  inevitable.  Even  more  as- 
tounding, it  was  predicted.  Over 
30  years  ago  in  May  1962,  the  late 
George  Trustan,  MD,  then  presi- 
dent of  the  Ocean  County 
Medical  Society,  simply,  yet  elo- 
quently, predicted  our  dilemma: 
“The  public’s  attention  has  been 


focused  on  legislation  before  Con- 
gress that  would  tax  the  working 
man  to  pay  for  a compulsory 
health  care  scheme  to  provide  . . . 
services  for  a large  segment  of  an 
older  population  whether  or  not 
they  need  financial  assistance. 
The  vast  majority  of  practicing 
physicians  reject  this  bill  . . . be- 
cause it  is  unnecessary,  would 
place  a financial  burden  on  the 
individual  taxpayer  . . . the  big- 
gest argument  against  the  King- 
Anderson  bill  (Medicare  bill)  is 
that  it  would  result  in  federal  con- 
trol over  our  services  to  our  pa- 
tients . . . control  over  our 
services  to  many  older  patients 
now;  inevitable  control  over  our 
services  to  all  our  patients  in  the 
future  . . . according  to  provisions 
of  the  bill,  hospitals  would  sign 
contracts  with  the  federal  govern- 
ment to  provide  services  to  those 
eligible,  and,  remember,  the 
eligible  will  be  all  Social  Security 
recipients,  rich  and  poor.  The 
hospital  would  provide  the 
services.  The  government  would 
pay  the  whopping  bill  with  tax 
funds.  As  so  many  of  us  know, 
what  the  federal  government  pays 
for,  the  federal  government  con- 
trols. Once  in  the  hospital,  a 
Social  Security  patient  would  be 
treated  by  the  numbers,  accord- 
ing to  directives  from  a federal 
bureau.  Dr.  Trustan  was  a true 
visionary. 

Clinton’s  embrace  of  the  latest 
in  trendy  and  untested  solutions, 
managed  competition,  is  another 
failure  in  the  making.  The  reason 
this  idea  will  flop  just  as  its  many 
predecessors  did  is  that  it  does 
not  address  the  fundamental 
forces  driving  health  care  costs. 
Thus  far,  the  bulk  of  our  efforts 
have  been  directed  at  limiting  re- 
imbursement to  providers.  Doc- 
tors’ fees  under  Medicare  are 


strictly  controlled  and  generally 
are  lower  today  than  they  were 
ten  years  ago.  Capitated  health 
plans,  which  control  an  ever-in- 
creasing segment  of  the  non- 
Medicare  population,  also  dis- 
count and  regulate  reimburse- 
ment. Obviously,  ratcheting  down 
doctors’  fees  has  not  worked. 
Quite  simply,  doctors’  fees 
represent  a surprisingly  small 
portion  of  total  health  spending. 
Of  the  $740  billion  national  health 
tab,  physician  income  represents 
less  than  15  percent. 

Changing  hospital  reimburse- 
ment to  prospective  payment 
while  unleashing  hordes  of  MBAs 
with  gargantuan  salaries  as 
hospital  administrators  was  sup- 
posed to  increase  efficiency.  In- 
stead, it  has  created  intense  tech- 
nological competition  and 
changed  hospitals  into  corporate 
health  care  retailers.  We  will 
never  control  health  care  spend- 
ing by  focusing  solely  on  the 
provider  side  of  the  equation.  We 
must  address  the  consumer.  They 
are  the  ones  needing  and  de- 
manding care.  We  have  ignored 
our  voracious  consumer-driven 
appetite  for  health  services. 

An  obvious  part  of  our  problem 
stems  from  our  success.  We  have 
become  so  good  at  prolonging  life 
that  Medicare’s  ill-conceived 
Camelot  era  promises  to  provide 
care  for  all  seniors,  rich  or  poor, 
has  come  back  to  haunt  us. 
Longevity  notwithstanding,  we 
continue  to  neglect  the  dominant 
cause  of  disease  today.  Clearly, 
one  way  to  control  health  spend- 
ing is  to  reduce  disease.  Much  of 
the  cancer  and  heart  disease 
burden  is  attributable  to  tobacco. 
Yet,  we  do  little  to  curtail  tobacco 
consumption.  Nearly  500,000 
Americans  die  annually  from  to- 
bacco-related diseases,  far  ex- 
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ceeding  deaths  from  drugs,  al- 
cohol, homicide,  suicide,  auto- 
mobile accidents,  and  AIDS.  We 
lose  more  Americans  to  second- 
hand smoke  annually  than  we  do 
to  AIDS.  Over  five  million  Ameri- 
cans have  died  from  tobacco-re- 
lated disease  since  1978,  the  year 
AIDS  became  widely  recognized. 
Total  United  States  AIDS  deaths 
have  yet  to  reach  300,000.  More 
Americans  die  from  tobacco  every 
year  than  ever  have  died  of  AIDS. 
This  is  not  meant  to  diminish  the 
tragedy  of  HIV  infection  or  the 
anguish  of  those  whose  lives  it  has 
touched.  It  is  intended  to  put  into 
clear  perspective  the  enormity  of 
tobacco’s  lethal  nature.  By  com- 
parison, we  lost  295,000  Ameri- 
cans in  World  War  II  and  58,000 
Americans  in  the  Vietnam  con- 
flict. Until  we  eliminate  tobacco 
use,  we  will  not  reduce  disease, 
the  demand  for  health  services,  or 
health  care  spending. 

Another  absurdity  of  health 
spending  ignored  by  past  solu- 
tions and  Clinton’s  plan  is  our 


proclivity  for  unscientific  and 
unproved  remedies.  How  can  we 
expect  to  control  spending  when 
we  continually  expand  the  field  of 
providers  and  covered  services? 
Clearly,  we  must  demand  that 
only  treatments  of  proved  scien- 
tific value  are  paid  at  taxpayer 
expense.  Similarly,  some 
mechanism  must  address  the 
million  dollar  funeral,  that 
peculiarly  American  phenomenon 
wherein  the  hopelessly  ill  spend 
their  last  days  in  intensive  care 
units,  receiving  extraordinarily 
complex  and  futile  care  at  the  in- 
sistence of  unrealistic  family 
members  or  future  litigants. 

Despite  a glut  of  physicians, 
the  United  States  is  under- 
supplied  with  primary  care  doc- 
tors, particularly  in  inner  city  and 
rural  areas.  The  reason  is  that 
government  and  third-party  reim- 
bursement schedules  encourage 
the  more  lucrative  urban,  high- 
technology  subspecialties.  No  one 
has  proposed  the  obvious  solu- 
tion— a meaningful  increase  in  re- 


imbursement for  primary  care 
practice  in  underserved  areas. 
Medicaid  fees  in  Newark  have  not 
changed  in  20  years.  Office  visits 
are  paid  at  a paltry  rate  of  $9, 
while  the  removal  of  minor  skin 
lesions  by  dermatologists  in  af- 
fluent Orange  County,  California, 
have  a Medicare  set  fee  of  nearly 
$900.  It  does  not  take  a genius  to 
understand  how  the  government 
has  created  physician  maldistribu- 
tion. 

Finally,  the  impact  of  liability 
concerns  cannot  be  overstated.  It 
has  been  estimated  that  as  much 
as  one-quarter  of  medical  care  is 
defensive.  Unless  Clinton’s  plan 
includes  tort  reform  and  ad- 
dresses these  issues,  any  health 
reform  package  will  fail  to  do 
what  we  desperately  need.  D 
Michael  A.  Patmas,  MD 

Editor’s  note:  The  viewpoint 
expressed  is  that  of  the  author 
and  should  not  be  construed  to 
represent  the  viewpoint  of  the 
editor  of  New  Jersey  MEDICINE. 


THE  PROSTATE  BOOK 


I received  your  October  1992 
issue  (Volume  89)  and  was  very 
disturbed  to  see  on  page  734  a 
review  of  The  Prostate  Book  by 
Dr.  Stephen  N.  Rous.  Some  time 
ago,  a patient  of  mine  receiving 
radiation  therapy  brought  the 
book  to  me  and  was  frantic.  Many 
of  Dr.  Rous  s comments  were  not 
scientific  and  were  only  his  opi- 


nion. He  promoted  many  myths 
about  surgery  and  radiation  in  the 
treatment  of  cancer  of  the 
prostate.  I cannot  stress  strongly 
enough  that  this  book  may  not  be 
as  helpful  as  Dr.  Robert  Zufall 
concluded  in  his  review.  Please 
warn  MSNJ  members  that  this 
book  should  not  be  given  to  pa- 
tients without  the  physician  first 


reading  it,  especially  pages  135  to 
138  and  pages  140  and  141.  Dr. 
Rous  s recommendations  on  radi- 
ation therapy,  beginning  on  page 
177,  are  out  of  date  and  this  sec- 
tion should  have  been  reviewed 
by  a radiation  oncologist  prior  to 
being  published.  □ Robert  J. 
Cole,  MD 


PROSTATE  CANCER 


I have  reread  the  sections  of 
Dr.  Rous’s  book  to  which  Dr. 
Cole  takes  exception.  There  are 
many  controversies  surrounding 
prostatic  cancer.  Some  physicians 
prefer  radiation  therapy;  other 
physicians  prefer  radical  surgery 


or  honnonal  treatment.  Dr. 
Bagshaw,  a radiation  oncologist, 
and  Dr.  Walsh,  a urologist,  come 
to  somewhat  different  conclusions 
in  their  writings.  Dr.  Rous  states 
clearly  and  often  that  the  opinions 
in  his  book  are  his  own,  but  I 


think  they  are  shared  by  the  ma- 
jority of  urologists.  I do  not  know 
whether  Dr.  Cole’s  patient  read 
the  1990  edition  or  the  1992  edi- 
tion, but  I felt  that  the  latter  was 
the  most  up-to-date  edition.  □ 
Robert  Zufall,  MD 
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EDITOR’S  DESK 


ONE  SNAKE  OR  TWO? 


“I  swear  by  Apollo  the  physi- 
cian, by  Aesculapius,  Hygeia,  and 
Panacea,  and  I take  to  witness  all 
the  gods,  all  the  goddesses,  to 
keep  according  to  my  ability  and 
my  judgment  the  following 
oath.  . . So  begins  the  Hip- 
pocratic oath.  Aesculapius,  son  of 
Apollo,  and  known  as  the  Greek 
god  of  medicine,  which  he  was 
taught  by  Cheiron  the  centaur, 
established  a priestly  order  in 
Epidaurus,  where  he  and  his 
fellow  followers  treated  the  sick 
with  herbal  potions.  His  symbol 
was  the  staff,  or  tree  limb,  encir- 
cled by  a single  serpent,  the  latter 
representing  fertility,  wisdom, 
evil  and  goodness,  strength,  re- 
newal, and  the  soul  of  the  de- 
parted. This  staff,  and  its  serpent, 
was  uniformly  recognized  as  the 
logo  of  the  physician. 

But  the  staff  of  Aesculapius  was 
not  a caduceus  and  the  caduceus, 
in  turn,  did  not  represent  the 
medical  profession,  nor  does  it  do 
so  today,  despite  the  misbeliefs  of 
many.  I received  a delightful  holi- 
day present,  The  Golden  Wand  of 
Medicine,  subtitled  A History  of 
the  Caduceus  Symbol  in  Medicine , 
by  Walter  J.  Friedlander.  He  ex- 
plains, in  exquisite  detail,  how  the 
caduceus  arose  and  how  it  mis- 
takenly became  associated  with 
the  healing  arts.  We  shall  attempt 
to  synopsize  his  dissertation;  the 
reader  would  do  well  to  review 
the  original  text. 

The  word  caduceus,  derived 
from  the  Greek,  means  a herald  s 
wand,  and,  as  used  by 
Friedlander,  is  “a  figure  whose 
basic  structure  consists  of  two 
entwined  serpents  encircling  a 
wand  or  rod.”  As  such,  it  is  the 
symbol  of  Hermes  (Roman: 
Mercury),  messenger  of  the  gods. 
Its  roots  may  be  Babylonian  or 
Assyrian,  but  still  are  veiled  in 


Howard  D.  Slobodien,  MD 


antiquity.  Also  confusing  are  the 
various  depictions  of  Hermes,  the 
traditional  one  with  a Greek  back- 
ground, the  Egyptian  varieties, 
and  a combination  of  the  two,  in 
differing  forms. 

The  archaic  and  traditional 
Hermes  was  a multitalented 
scoundrel.  He  was  a god  of  the 
boundary  or  interface  between 
tribes  and,  thus,  of  the 
marketplace,  the  agora.  He  was 
the  god  of  fertility  and  phallic 
statues  were  considered  sacred  to 
him,  although  they  also  could 
have  been  tokens  to  avert  the  evil 
eye.  He  was  bawdy,  mischievous, 
thieving,  and  lying  and  he  was  a 
trickster.  He  was  intimately  in- 
volved with  commerce  and  busi- 
ness. The  relationship  of  this 
Hermes  to  medicine  is  tenuous,  at 
best.  He  had  the  ability  to  put 
people  to  sleep  or  to  awaken  them 
with  his  magic  wand,  but  that 
hardly  made  him  an  anesthesi- 
ologist. He  took  the  souls  of  the 
dead  to  the  underworld.  He 
brought  several  back  from  the 


dead.  He  was  the  god  of  gym- 
nasiums and  athletes.  He 
prescribed  an  abortifacient.  He 
delivered  several  babies  and  one 
myth  claims  he  delivered 
Aesculapius;  this  may  have  been 
the  strongest  tie  of  Hermes  to 
medicine.  In  cataloging  the  heal- 
ing Greek  deities,  one  author 
gave  62  pages  to  Aesculapius  but 
only  1 page  to  25  others,  includ- 
ing Hermes. 

The  Roman  god  Mercury  be- 
came almost  synonymous  with  the 
Greek  Hermes  because  of  their 
similar  roles  in  commerce  and  the 
mercantile  world.  Roman 
members  of  the  merchants  guild 
were  called  mercuralias  and  the 
caduceus  became  their  badge.  It 
also  was  used  as  a sign  of  peace, 
perhaps  because  increased  com- 
merce and  peace  went  hand-in- 
hand.  Of  special  interest  is 
Friedlander’s  citation  from 
Ferguson’s  Religions  of  the 
Roman  Empire,  where  he 
described  “a  sign  over  the  door  of 
an  ancient  inn  in  Lyons  called 
Mercury  and  Apollo;  the  sign 
read:  ‘Mercury  for  wealth,  Apollo 
for  health.  The  caduceus  and 
the  staff  of  Aesculapius  thus  were 
unequivocally  and  sharply  dif- 
ferentiated. 

The  later  manifestations  of 
Hermes  were  trifold.  In  1605, 
Frances  Bacon  ascribed  the  at- 
tributes of  this  Hermes  to  the 
king:  “The  power  and  fortune  of 
a King,  the  knowledge  and  il- 
lumination of  a Priest,  and  the 
learning  and  universality  of  a 
Philosopher."  Confusion  was  the 
true  ruler  and  the  newer  Hermes 
became  involved  with  qualities 
not  possessed  by  the  original.  He 
became  associated  with  medicine 
and  pharmacy  because  he  was 
now  considered  an  alchemist.  The 
origins  for  this  belief  also  are  ob- 
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scure,  but  it  was  widely  accepted 
in  medieval  and  renaissance  days. 
Paracelsus  (1493-1541)  accepted 
alchemy  as  an  alternative  type  of 
medical  practice  and  offered 
sulfur,  mercury,  and  salt  as 
replacements  for  the  usual 
humors.  He  considered  the  body 
as  a chemical  laboratory.  Thus  the 
alchemist,  Hermes,  and  his  sym- 
bol, the  eaduceus,  could  be  ex- 
pected to  represent  the  pharma- 
cist and  the  physician. 

But  the  eaduceus  was  used 
only  sporadically  and  to  a limited 
degree  as  an  ideogram  for 
pharmacy  or  medicine  in  the  cen- 
turies following  Paracelsus.  It  was 
used  much  more  widely  in  com- 
merce and  business,  for  reasons 
noted  previously.  (The  name 
“merchant,  in  various  languages, 
derives  from  “mercury.  ”)  The 
eaduceus  also  was  used  as  a sign 
of  peace  and  of  eloquence.  Be- 
cause of  this,  Mercury  was 
sometimes  depicted  as  a patron  of 
the  physician,  but  scribes,  artists, 
musicians,  and  others  also  were 
included,  sometimes  when  physi- 
cians were  omitted. 

Some  writers  considered  the 
two  serpents  of  the  eaduceus  to 
be  mating  on  the  tree  of  life, 
signifying  the  shaking  off  of  dis- 
ease. They  also  consider  Sir  Wil- 
liam Butts,  surgeon  to  Henry 
VIII,  to  be  the  first  physician  to 
use  a eaduceus  as  a symbol  of 
medicine  in  the  crest  awarded  in 
1533,  but  it  may  have  been  a sign 
of  a prudent  nature,  for  which 
Butts  was  renowned.  William 
Harvey  also  included  a caduceus- 
like  emblem  in  the  coat  of  arms 
he  painted  on  the  wall  of  Padua 
upon  his  graduation  from  the 
medical  school,  but  the  same 
emblem  was  seen  on  the  coat  of 
arms  of  two  Paduan  law  students. 
In  most  other  circumstances  in 
which  the  eaduceus  was  used,  it 
showed  a weak  relationship  to 
medicine  or  pharmacy,  until  the 
end  of  the  18th  century. 

In  1847,  the  Royal  College  of 
Physicians  of  Edinburgh  pur- 
chased a eaduceus  that  adorns  the 
premises  and  still  is  used  for 


official  functions.  Outstanding 
physicians,  medical  texts,  medical 
societies,  and  medical  journals 
utilized  the  eaduceus,  mistakenly, 
as  the  true  insigne  of  medicine, 
although  the  staff  of  Aesculapius 
also  continued  to  be  accepted  by 
them.  Even  the  American  Medi- 
cal Association  and  Boston 
journals  contributed  to  the  irra- 
tionality, although  they  later  re- 
canted. Part  of  the  confusion 
about  proper  symbolism  undoubt- 
edly arose  from  the  use  of  the 
eaduceus  as  a common  printer  s 
mark.  This  practice  dates  back  to 
at  least  the  early  16th  century, 
probably  because  Mercury  was 
the  patron  of  both  printers  and 
merchants.  Although  a minority  of 
texts  dealt  with  medical  topics, 
they  were  included  with  the  other 
books  that  had  the  printer’s  mark, 
the  eaduceus.  When  some 
printers  became  exclusively  or 
predominantly  medical  publish- 
ers, the  eaduceus’  association  with 
medicine  became  fixed  in  the 
minds  of  many. 

The  association  of  the  eaduceus 
with  the  print  medium  has  in- 
tensified the  discord  in  our  cen- 
tury. The  United  States  Army 
took  us  further  into  misrepresen- 
tation when  it  adopted  the 
eaduceus  as  the  badge  for  the 
medical  department.  Perhaps,  to 
be  charitable,  this  badge  was 
adopted  because  it  also  stood  for 
peace  and  because  it  was  more 
symmetrical  than  the  staff  of 
Aesculapius.  But  usage,  whether 
proper  or  not,  begets  more  usage 
and,  as  Friedlander  documents, 
there  is  no  doubt  that  the  staff  of 
Aesculapius  is  the  acceptable 
symbol  of  medicine.  Despite  the 
misunderstandings,  the  staff  is 
used  by  two  out  of  three 
professional  organizations,  such  as 
medical  societies,  medical  or 
health  agencies,  and  volunteer 
health  groups.  In  contrast,  the 
eaduceus,  in  keeping  with  its 
lineage,  is  more  likely  to  be  used 
by  three  out  of  four  commercial 
enterprises.  These  include  com- 
mercial nurse  registries,  medical 
supply  or  drug  manufacturers  or 


suppliers,  insurance  companies, 
commercial  laboratories,  book 
merchants,  and  the  like.  Unhappi- 
ly, two-thirds  of  hospitals 
surveyed  also  use  a eaduceus.  Is 
this  a mistake  bom  of  ignorance 
or  is  it  a true  reflection  of  the 
times? 

Friedlander  summarizes  his 
thesis  as  follows:  “It  seems  most 
likely  that  the  eaduceus  became 
associated  with  medicine  because 
of  two  errors:  confusion  of  tradi- 
tional Hermes  with  other 
Hermes,  and  the  lack  of  recogniz- 
ing or  knowing  the  difference  be- 
tween two  distinct  serpentine  ob- 
jects, traditional  Hermes’ 
eaduceus  and  Aesculapius’  staff. 
The  result  is  that  present-day 
medicine,  particularly  in  the 
United  States,  often  shares  the 
same  symbol  with  merchants  and 
commerce.  Although,  unfortu- 
nately, many  lay  people  may  think 
this  is  appropriate,  it  seems  un- 
likely that  most  medical  people,  if 
they  understood  the  underlying 
meaning  of  this  object,  would  find 
it  suitable.”  Professionals  and 
their  organizations  should  take 
note  and  react  appropriately.  □ 
Howard  D.  Slobodien,  MD 

The  meaning  of  things  lies 
not  in  the  things  themselves, 
but  in  our  attitude  towards 
them. 

Saint  Exupery, 
The  Wisdom  of  the  Sands, 

1948 
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New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50 

Humulin  50 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin1 70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  originl). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 

HI-791 1-B-249343  c 1992,  eli  iiily  and  company 
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West  Jersey 
Cancer  Center: 
Because  you  want 
the  very  best  for 
your  patients. 


There's  a new  option  open  to  you  when  seeking  the 
best  possible  facility  to  send  your  patients  for  radia- 
tion oncology  treatment.  One  that  combines  the 
expertise  of  a metropolitan  teaching  hospital  with 
the  convenience  of  a community  cancer  treatment 
facility.  It's  West  Jersey  Cancer  Center  at  Voorhees, 
and  it’s  right  in  your — and  your  patients' — backyard. 

Under  the  direction  of  Luther  W.  Brady,  MD,  Hylda 
Cohn/American  Cancer  Society  Professor  of  Clinical 
Oncology  and  Chairman  of  the  Department  of 
Radiation  Oncology  and  Nuclear  Medicine  at 
Hahnemann  University,  WJCC  has  brought  the  very 
finest  in  cancer  treatment  into  your  community. 

Located  adjacent  to  West  Jersey  Hospital- 
Voorhees,  WJCC  is  linked  by  computer  to 
Hahnemann  Univeristy  Hospital’s  Treatment 
Planning  Center.  We  also  offer  the  most  advanced 
treatment  technology  available,  including  an  on-site 
treatment  simulator  and  a state-of-the-art  Varian 
2100C  linear  accelerator.  In  short,  referring  your 
patients  to  WJCC  means  they  won't  need  to  go  any- 
where else  throughout  the  course  of  their  treat- 
ment— from  initial  consultation,  treatment  planning 
and  simulation  to  actual  treatment  and  a lifetime  of 
follow-up  care. 

We  maintain  excellent  communication  with  our 
referring  physicians,  and  keeping  your  patients'  can- 
cer care  closer  to  home 
means  keeping  it  closer  to 
you — making  it  easier  for 
you  to  coordinate  the  role  llIM^ 
we  play  in  your  patients1  Varian 

recover  HI  2W0C 

Linear 

For  information,  or  to  sched-  I Accelerator 

ule  an  appointment  call  the 
West  Jersey  Cancer  Center  at 
Voorhees  at  609-424-0003. 


West  Jersey 
Cancer  Center 
at  Voorhees 


130  Carnie  Boulevard  • Suite  One 
Voorhees,  N|  • 08043-4521 
Adjacent  to  West  Jersey  Hospital — Voorhees 
Phone:  609-424-0003 


Ivme  Disease 


The  Lyme  Care  Center  seeks  qualified 
physicians  throughout  New  Jersey  to 
whom  patients  presenting  symptoms 
of  early,  middle  stage  and  chronic 
Lyme  disease  can  be  referred  for 
treatment.  Candidates  for  referrals 
must  treat  aggressively,  appropriately, 
and  compassionately.  To  those 
physicians  who  qualify  for  inclusion 
in  our  network,  we  offer  a tremendous 
opportunity  for  practice  enhancement. 
Interested  physicians  should  contact 
Ms.  Vicki  A.  Hernandez,  Director  of 
Physician  Network. 

1-800-452-9777 

HoMed/The  Lyme  Care  Center 
9 Whippany  Road,  Bldg  B-2 
P.O.  Box  187 
Whippany,  NJ  07981 


HoMed 


THE  LYME  CARE  CENTER 


With  President 
Clinton  committed 
to  managed  compe- 
tition, now  is  the 
time  for  you  to 
solidify  contracts 
with  managed  care  organizations  that  can  direct 
patients  to  your  office  — HMOs,  PPOs,  TPAs,  self- 
insured  companies  and  others. 

CPR  maintains  a complete  database  of  managed 
healthcare  companies  licensed  to  operate  in  New 
Jersey.  Our  experienced  team  can  handle  all  of  your 
contracting  needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 

This  service  is  available  to  individual  and  group 
practices. 


CPR  Medical  Marketing  & Communications 

Hackensack , New  Jersey  • 201-342-9111 


Is  your 
practice 
ready  for 
managed 
healthcare? 
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-COST  CONTROL  AT  WHAT  PRICE? 


CLINTON  HEALTH  PLAN 


I would  like  to  comment  on 
three  issues.  Two  of  these  con- 
cerns are  divisive  issues  that  are 
responsible  for  a wedge  that  de- 
veloped between  inner-city  hos- 
pitals and  physicians  and  the  rest 
of  the  health  care  community  and 
members  of  the  Medical  Society 
of  New  Jersey  (MSNJ).  The  third 
issue  is  an  item  of  harassment  that 
comes  from  the  Legislature. 

Physicians  in  this  state  are  in 
favor  of  graduate  medical  educa- 
tion. In  fact,  MSNJ  helped  con- 
vince the  University  of  Medicine 
and  Dentistry  of  New  Jersey 
(UMDNJ)  to  create  a family  prac- 
tice residency  program. 

The  Health  Care  Reform  Act 
(HCRA)  of  1992  did  not  directly 
deal  with  the  issue  of  graduate 
medical  education  and  because 
this  area  is  largely  unaddressed 
and  specifically  funded,  teaching 
hospitals  in  New  Jersey,  especial- 
ly at  our  medical  schools,  feel  dis- 
advantaged. In  the  eyes  of  these 
institutions,  there  has  been  a 
failure  to  create  a level  playing 
field  for  costs  incurred  in  connec- 
tion with  the  education  of  future 
health  care  professionals. 

A document  entitled,  “Funding 
for  Graduate  Medical  Education 
and  Health  Professionals  in  New 
Jersey,”  has  been  developed  by 
UMDNJ  and  presented  by 
Stanley  S.  Bergen,  Jr,  MD. 

The  document  states  that 
medical  education  accounted  for 
approximately  6 percent  of  health 
care  expenditures  in  New  Jersey 
in  1992,  or  about  $500  million  of 
the  $8  billion  spent  on  health 
care.  Approximately  $114  million 
was  spent  on  salaries  for  resident 
physicians  and  dentists;  $100 
million  was  spent  for  faculty  and 
related  expenses;  and  $67  million 


William  E.  Ryan,  MD 


was  devoted  to  nursing  and  allied 
health  care  education.  However, 
$228  million  is  related  to  the  “im- 
pact” of  the  educational  programs 
on  patient  care.  These  costs  ap- 
parently derive  from  intensity  of 
service  and  other  items  that  are 
not  specifically  identifiable  as 
educational  costs  and  are  difficult 
to  certify. 

At  this  moment,  payment  for 
educational  costs  would  come 
from  hospital  rates,  plus  $500 
million  advanced  through  the  in- 
digent care  payment  mechanism. 
Hospitals  have  indicated  that  this 
would  not  be  enough  for  their 
programs. 

I have  represented  MSNJ  in 
major  discussions  on  the  issue  of 
financing  graduate  medical 
education  as  a member  of  the 
New  Jersey  Coalition  for  Health 
Care  Reform.  This  issue  has  been 
hotly  debated.  Many  of  the  par- 
ticipants, including  third-party 
carriers,  labor,  and  others,  do  not 
see  the  same  necessity  for  fund- 
ing graduate  medical  education  as 
the  teaching  hospitals  and  most 


physicians.  The  case  has  been 
made  that  funds  earmarked  for 
graduate  medical  education  have 
been  shunted  to  pay  for  other 
services  and  that  a giant  shell 
game  exists.  Unfortunately,  the 
hospitals  have  not  made  their 
financial  data  available  and  seem 
quite  protective  of  this  informa- 
tion. 

The  truth,  I believe,  lies 
somewhere  in  between  these 
positions.  I believe  we  should 
adopt  the  Coalition  policy  that 
graduate  medical  education  as  a 
“specifically  identifiable  service” 
should  be  supported. 

The  second  issue  deals  with 
certificate  of  need  as  it  applies  to 
renal  dialysis.  The  HCRA  of  1992 
removed  renal  dialysis  from  the 
certificate  of  need  program. 
MSNJ  had  not  been  forewarned 
as  to  any  negotiation  on  this  mat- 
ter. Hospitals  with  dialysis  pro- 
grams and  their  nephrologists 
have  become  incensed  at  this 
maneuver,  claiming  that  the 
hospitals  have  no  protection  and 
that  competing  dialysis  units  of 
inferior  quality  will  threaten 
programs. 

Other  nephrologists  in  the  state 
indicate  a contrary  view  and  that 
we  are  being  asked  to  protect 
parochial  interests. 

In  any  event,  the  MSNJ  House 
of  Delegates,  in  1985,  took  a posi- 
tion of  opposition  to  certificate  of 
need.  While  MSNJ  would  not 
initiate  legislation,  it  would  sup- 
port legislation  to  repeal 
certificate  of  need. 

The  MSNJ  Board  of  Trustees, 
unanimously  and  the  MSNJ 
Council  on  Legislation,  by  a wide 
margin,  moved  to  affirm  the 
previous  position  of  the  House  of 
Delegates.  Therefore,  S-1427 — to 
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place  dialysis  back  under  the 
certificate  of  need — is  opposed  by 
MSNj.  In  my  view,  the  whole 
issue  needs  to  be  revisited  at  the 
MSNJ  Annual  Meeting  in  May. 

The  third  issue  with  which  I 
am  concerned  is  the  introduction 
of  a bill  (A-1329)  by  Assemblyman 
Mikulak  (A-1329)  that  regulates 
physician  medical  services  and 
billing  practices  under  the 
Medicare  program.  Specifically, 
the  bill  “assesses  a civil  penalty  of 
up  to  $1,000  against  a physician 
who  knowingly  and  willingly 
charges  a Medicare  beneficiary 


not  in  compliance  (with  the 
Medicare  law).”  The  bill  also  in- 
dicates that  a physician  who  treats 
Medicare  beneficiaries  shall  post 
a sign  in  the  office  that  sets  forth 
office  policy  on  Medicare  accep- 
tance. The  sign  must  contain  the 
address  and  telephone  number  of 
the  Division  of  Aging  in  the  De- 
partment of  Community  Affairs. 
Apparently,  these  people  are  to 
assure  compliance. 

Along  with  MSNJ,  I take  great 
exception  to  Assemblyman  Miku- 
lak’s  bill.  I think  it  is  draconian 


and  a slap  in  the  face  to  every 
physician  treating  Medicare  pa- 
tients. It  is  unnecessary,  as  most 
patients  can  obtain  information  on 
physician  billing  practices  at  the 
time  of  the  first  appointment  tele- 
phone call.  Posting  a sign  further 
“red  flags”  the  problem.  In  ad- 
dition, we  have  no  idea  what 
future  Medicare  requirements 
will  become.  Finally,  it  may 
hasten  physicians  to  put  up  the 
ultimate  sign  “no  Medicare  pa- 
tients seen.”  □ William  E.  Ryan, 
MD 
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DOES  YOUR  ATTORNEY 
UNDERSTAND  YOUR  PRACTICE? 


• Partnership  & Employment  Agreements 

• Practice  Valuations  & Sales 

• Professional  Board  & Agency  Matters 

• Confidential  Analysis  of  Professional 

Liability  Exposure 

• Real  Estate  & Equipment  Documents 

• Certificates  of  Need 

• Litigation  By  Civil  Trial  Attorneys 

Certified  By  NJ  Supreme  Court 

Bathgate,  Wegener,  Dugan  & Wolf,  P.C. 

Attorneys  & Counsellors  At  Law 

Edward  B.  Kasselman,  Esq. 
Newark  • (908)  363-0666  • Lakewood 


STATE-OF-THE-ART  IMAGING 


■ Magnetic  Resonance  Imaging  (MR) 

■ Computed  Axial  Tomography  (CT) 

■ Ultrasound  Imaging  (Including  Color,  Carotid  & Venous  Doppler) 

■ Low  Dose  X-Rays  including  Fluoroscopy 

■ Low  Dose  Mammography  ( ACR  Accredited) 

SERVING  PHYSICIANS  AND  PATIENTS 

Radiologists  always  present  to 
monitor  all  examinations. 

MEDICAL  IMAGING,  P.A 
(201)  933-0310 

69  Orient  Way,  Rutherford  NJ  07070 

(Just  one  mile  for  the  intersection  of  Routes  3 & 1 7) 


Written  reports  & ■ 
films  delivered  within  24  hours 


Joseph  F.  Inzinna,  M.D. 
Medical  Director 


Sleep  Diagnostics  at 


Don’t  Your  Patients  Deserve 
A Good  Night’s  Sleep? 

How  often  do  you  hear  complaints  from  your  patients  and  their  loved  ones  of  snoring,  chronic 
fatigue  or  poor  sleep  quality7  Let  the  experts  at  Sleep  Diagnostics  help  your  patients  get  the  good 
night’s  sleep  they  deserve  Sleep  Diagnostics,  a division  of  The  Breathing  Center,  will 
perform  a comprehensive  sleep  evaluation  to  identify  your  patients'  problems.  We  treat  all  forms  of 
sleep  disorders  — including  sleep  apnea  — utilizing  the  most  experienced  sleep  specialists  from 
the  Tri-State  Area  and  beyond. 

Sleep  Diagnostics  has  successfully  worked  with  hundreds  of  referring  medical  professionals 
like  you,  treating  each  patient  with  the  professional  courtesy  and  competence  that  is  expected  in  your 
own  office. 

Our  prompt  scheduling  and  state-of-the-art  evaluation  technigues  will  have  patients  back  in  your 
care  as  soon  as  possible.  And  Sleep  Diagnostics  prides  itself  on  their  communications  proce- 
dure that  keeps  you  informed  of  all  progress. 


-Breathing 


For  statewide  appointment  scheduling,  call  1 -800-634-5864 

• Morristown:  (201)  539-5330  • Edison:  (908)  417-9339  •Princeton:  (609)  683-1800 

• Bricktown:  (908)  458-3800  • Paramus:  (201)  368-0202 


John  Penek,  MD,  FCCP,  Medical  Director 
Diplomate  — American  Board  ot  Sleep  Medicine 
Fellow  — American  Sleep  Disorders  Association 
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Variable  cutaneous 
manifestations  of 
Lyme  disease 

Philip  W.  Paparone,  DO 
Pamela  A.  Paparone,  RN,  MSN 


Lyme  disease  is  a complex,  multisystem  illness  that  primarily 
affects  the  skin,  nervous  system,  heart,  and  joints.  Physicians 
must  learn  to  recognize  the  various  possible  presentations  of 
the  pathognomonic  skin  lesion  to  diagnosis  this  disease  in  the 
absence  of  reliable  laboratory  methods. 


Lyme  disease  is  a com- 
plex, multisystem  illness 
that  primarily  affects  the 
skin,  nervous  system, 
heart,  and  joints.  Caused  by  the 
tickbome  spirochete  Borrelia 
burgdorferi,  Lyme  disease  can 
occur  at  any  age  and  in  either  sex. 
It  is  the  most  prevalent  vector- 
borne  illness  in  the  United  States 
and  now  is  recognized  as  a major 
health  hazard.1  Since  the  first 
description  of  this  infection  in  the 
United  States  in  1970, 2 the  in- 
cidence of  the  disease  has  rapidly 
increased.  From  1982  through 
1989,  the  annual  reported 
number  of  cases  increased  18-fold 
(from  497  cases  to  8,803  cases) 
and  from  1986  through  1989,  the 
number  of  cases  nearly  doubled 
each  year,  although  recent 
surveillance  by  the  Centers  for 
Disease  Control  (CDC)  suggests 
a possible  plateau  has  been 
reached.3  The  endemic  range  also 
has  spread  rapidly,  as  all  but  four 
states  reported  cases  in  1989  and 
1990,  with  most  cases  occurring 
in  the  eastern  part  of  the  coun- 
try.3 

Since  the  mid-1970s,  signifi- 
cant advances  have  been  made  in 
the  understanding  of  the 
pathogenesis  and  clinical  spec- 
trum of  Lyme  disease.14,5  It  or- 


iginally was  defined  and  generally 
is  recognized  by  its  cutaneous 
manifestations.  Indeed,  its  clinical 
hallmark  typically  is  an  early  ex- 
panding skin  lesion,  erythema 
chronica  migrans,  more  often  re- 
ferred to  as  erythema  migrans 
(EM)  because  the  lesion  rarely 
persists  for  months.6  Given  the 
primary  role  that  clinical  evidence 
continues  to  play  in  the  diagnosis 
and  treatment  of  Lyme  disease,  it 
is  necessary  to  recognize  possible 
variations  in  the  classic  presenta- 
tion of  the  pathognomonic  skin 
lesion.  The  purpose  of  this  article 
is  to  describe  these  variations  and 
to  alert  the  primary  care  physi- 
cian to  these  clinical  features. 

HISTORY 

Lyme  disease  originally  was 
described  as  a separate  entity  in 
1976  by  Steere  because  of  a geo- 
graphic clustering  of  cases  in  chil- 
dren in  Lyme,  Connecticut,  who 
were  thought  to  have  juvenile 
rheumatoid  arthritis;  until  the  full 
spectrum  of  the  disease  was  re- 
cognized, this  new  clinical  entity 
was  called  Lyme  arthritis.7  The 
significance  of  EM  as  a unique 
clinical  marker  was  recognized.8 
The  transmission  of  the  disease 
by  a specific  arthropod,  the 
nature  of  the  causative  organism, 


and  the  efficacy  of  antibiotic  ther- 
apy were  defined  within  a few 
years.  It  now  is  understood  that 
in  the  United  States  the  principal 
vectors  are  tiny,  hard-bodied  Ix- 
odes ticks  (one  to  two  mm  in 
diameter),  including  Ixodes  dam- 
mini  (deer  tick)  in  the  northeast 
and  midwest,  Ixodes  scapularis 
(black-legged  or  shoulder  tick)  in 
the  south,  and  Ixodes  pacificus 
([western]  black-legged  tick)  on 
the  west  coast.145  Other  vectors, 
though  rare,  are  possible.1 

CLINICAL  ASPECTS 

Three  clinical  stages  of  Lyme 
disease  have  been  defined.  The 
current  trend  is  to  divide  the  dis- 
ease into  early  (stages  1 and  2) 
and  late  (stage  3)  infection.5  Early 
infection  is  further  subdivided 
into  localized  disease  with  EM 
(stage  1)  and  disseminated  disease 
(stage  2).  Late  infection  (stage  3), 
also  called  persistent  infection, 
can  be  defined  as  occurring  one 
year  after  onset  of  the  illness  and 
is  manifested  in  patients  by  a 
range  of  possible  disorders  in  the 
musculoskeletal,  nervous,  and/or 
cardiovascular  systems.145 

The  skin  lesions  differ  at  each 
stage.  Primary  EM  typically  oc- 
curs in  stage  1 around  the  site  of 
the  tick  bite  and  usually  with 
persistence  of  central  inflamma- 
tion. Secondary  EM,  which  oc- 
curs in  stage  2,  is  due  to 
hematogenous  dissemination  and 
is  widespread  and  more  uniformly 
annular.  Less  specific  skin  lesions 
also  may  occur  in  stage  2.  Certain 
lesions  associated  with  stages  2 
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Figure  1.  Classic  lesion  with  the  typical  central  core, 
an  area  lighter  toward  the  center,  and  a wide  peripheral 
irregular  margin  of  erythema.  The  patient’s  history  in- 
cluded removal  of  an  embedded  tick  at  the  lesion  site. 


Figure  2.  Easily  identifiable  classic  bull’s-eye  lesion 
with  central  clearing,  wide  margin  of  erythema,  and 
adjacent  area  of  patchy  erythema.  The  patient’s  history 
included  removal  of  an  embedded  tick. 

and  3,  i.e.  Borrelia  lymphocytoma 
(also  called  lymphadenosis 
benigna  cutis),  and  acrodermatitis 
chronica  atrophicans  have  been 
reported  primarily  in  Europe  and 
only  rarely  in  the  United  States.1 

Although  the  attempt  to 
categorize  the  various  manifesta- 
tions of  Lyme  disease  into  stages 
is  useful,  not  all  patients  follow 
the  stages;  that  is,  the  implied 
sequential  development  often  is 
not  present.  Patients  with  late 
manifestation,  may  not  have  ap- 
parent or  typical  early  manifesta- 
tions such  as  EM.  In  addition,  the 
musculoskeletal  and  neurologic 
systems  may  be  affected  in  either 
the  early  or  late  phase  of  infec- 
tion.5 

In  1990,  because  assessments 
of  disease  incidence  and  treat- 


Figure 3.  Lesion  with  central  scab  at  embedded  tick 
site.  Note  marked  irregularity  in  erythematous  border, 
i.e.  its  presence  in  essentially  two  locations,  and  very 
faint,  scattered,  patchy  erythema  in  rest  of  lesion. 


Figure  4.  Lesion  with  relatively  typical  bull’s-eye  pat- 
tern but  with  scaling  in  central  area  and  clear  zone 
encircled  by  wide  margin  of  erythema.  The  patient  s 
history  included  removal  of  an  embedded  tick. 

EM.  For  most  patients,  the  ex- 
panding EM  lesion  is  accom- 
panied by  other  acute  symptoms, 
particularly  fatigue,  fever, 
headache,  mild  stiff  neck, 
arthralgia,  or  myalgia.  ”9  The  CDC 
adds  that  the  diagnosis  of  EM 
must  be  made  by  a physician  and 
that  laboratory  confirmation  is  re- 
commended for  patients  with  no 
known  exposure.  Because  the 
definition  is  intended  for  use  in 
surveillance  and  not  as  a guide  to 
clinical  management,  it  is  biased 
toward  certainty  and  relies  heavi- 
ly on  laboratory  confirmation.  It 
is  necessary  to  bear  in  mind  that 
the  CDC  definition  of  the 
pathognomonic  skin  lesion  may 
exclude  possible  variations  in  the 
lesion  and  that  the  present  lack  of 
reliable  laboratory  tests  to  con- 


ment  outcomes  had  been  limited 
by  the  lack  of  a uniform  set  of 
diagnostic  criteria,  the  CDC  de- 
veloped the  following  national 
surveillance  clinical  case  defini- 
tion of  Lyme  disease:  presence  of 
EM  or  presence  of  at  least  one 
late  manifestation  and  laboratory 
confirmation  of  infection.9  The 
CDC  defines  EM  as  follows,  “A 
skin  lesion  that  typically  begins  as 
a red  macule  or  papule  and  ex- 
pands over  a period  of  days  to 
weeks  to  form  a large  round 
lesion,  often  with  partial  central 
clearing.  A solitary  lesion  must 
measure  at  least  five  cm  in  size. 
Secondary  lesions  also  may  occur. 
Annular  erythematous  lesions  oc- 
curring within  several  hours  of  a 
tick  bite  represent  hypersensitivi- 
ty reactions  and  do  not  qualify  as 
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Figure  5.  Lesion  with  erythema  so  intense  it  looks  like 
cellulitis,  which  can  be  caused  by  any  insect  bite; 
presence  of  scaling  near  central  area  also  is  seen.  The 
patient’s  history  included  removal  of  an  embedded  tick. 

Figure  6.  Lesion  showing  degree  to  which  a tendency 
toward  ecchymosis  may  occur  in  peripheral  zone,  in 
addition  to  central  clearing  around  bite  site.  The  pa- 
tient’s history  included  removal  of  an  embedded  tick. 

Figure  7.  Relatively  homogeneous  erythematous  oval 
lesion  with  scaling  toward  central  area.  The  patient’s 
history  included  removal  of  an  embedded  tick. 


firm  diagnosis  imposes  another 
limitation  on  this  definition.  In 
fact,  lesions  smaller  than  5 cm 
have  been  associated  with 
symptoms  and  seroconversion, 
and,  therefore,  the  new  CDC  case 
definition  may  not  be  entirely 
satisfactory  in  all  cases. 

DIAGNOSTIC 

CONSIDERATIONS 

Lyme  disease  can  be  localized, 
disseminated,  acute,  or  chronic, 
and  can  mimic  other,  more 
serious  diseases.  Even  though  it 
is  a multisystem  illness,  very  few 
spirochetes  usually  are  present; 
however,  once  established  in  the 
host,  they  can  persist  for  years. 
The  antibody  response  is  slow 
and  variable,  and  the  spirochete 
is  difficult  to  isolate  from  clinical 
specimens,  even  those  obtained 
from  the  pathognomonic  skin 
lesion.  These  variables,  together 
with  nonspecific  symptoms,  make 
the  diagnosis  of  Lyme  disease  dif- 
ficult. Variations  in  the  presenta- 


tion of  the  characteristic  lesion 
further  challenge  the  diagnostic 
abilities  of  the  physician. 

Early  diagnosis  of  Lyme  dis- 
ease is  critical  if  serious 
neurologic,  cardiac,  rheumatic, 
and  other  sequelae  are  to  be 
avoided.  In  addition  to  atypical 
presentations,  such  as  variable 
manifestations  of  EM,  other  areas 
of  ambiguity  include  subclinical 
infection  and  chronic  neurologic 
manifestations  that  appear  in  the 
absence  of  classic  Lyme  disease 
symptoms  or  after  they  have  dis- 
appeared. Although  serologic  test- 
ing may  be  useful  in  confirming 
the  diagnosis,5  it  easily  can  be 
misinterpreted  because  prior  in- 
fection may  result  in  false 
diagnosis  of  current  disease.  At 
the  same  time,  if  the  clinical  pic- 
ture strongly  suggests  the 
diagnosis  of  Lyme  disease  but 
laboratory  confirmation  is  lacking, 
clinical  judgment  rather  than  a 
rigid  adherence  to  a standardized 
case  definition  must  direct  de- 


cisions about  therapy.  Under- 
diagnosis and  unnecessary  delay 
in  the  initiation  of  therapy  with 
antibiotics,  thus,  may  be  avoided. 
At  present,  no  single  laboratory 
test  is  completely  accurate.10  Skin 
biopsy  specimens  of  EM  often  are 
nondiagnostic,  and  serologic  test- 
ing at  the  early  stage  of  the  dis- 
ease is  particularly  unreliable.  For 
this  reason,  and  until  more  ac- 
curate laboratory  tests  are  avail- 
able, laboratory  confirmation 
must  continue  to  be  regarded  as 
only  an  adjunct  in  diagnosis. 

ERYTHEMA  MIGRANS 

The  most  characteristic  clinical 
feature  of  Lyme  disease,  EM,  is 
shown  in  its  classic  form  in 
Figures  1 and  2.  It  is  caused  by 
the  local  spread  of  B.  burgdorferi 
in  the  skin.  The  primary  lesion 
begins  at  the  site  of  the  tick  bite 
as  a small  erythematous  macule/ 
papule  days  to  weeks  after  the 
bite  (mean,  seven  days  after  bite).1 
The  thigh,  groin,  and  axilla  are 
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most  commonly  involved,  though 
the  lesion  could  be  located  any- 
where. A central  punctum  or  scab 
may  be  seen  at  the  site  of  the  bite 
(Figure  3),  or  an  embedded  tick 
may  be  found.  The  rash  expands 
peripherally  as  a flat  or  slightly 
raised  ring  that  rarely  exhibits 
epidermal  changes.  The  annular 
border  is  about  1 to  3 cm  wide.11 
If  left  untreated,  this  rash  may 
expand  up  to  50  cm  or  more  in 
diameter  before  fading,  usually 
within  three  to  four  weeks  (range, 
1 day  to  14  months);  recurrence 
is  a possibility.5  The  area  between 
the  outer  ring  and  its  center  typi- 
cally is  flat  and  clears  completely. 
It  may  fade  partially  to  a bluish- 
red  color  before  clearing,  or  may 
even  develop  additional  rings  to 
form  the  target-like  lesion  com- 
monly referred  to  as  the  bull’s-eye 
rash.  Although  the  lesion  general- 
ly is  asymptomatic,  it  may  itch, 
sting,  or  bum.  It  usually  is  hot  to 
the  touch  and  much  warmer  than 
the  surrounding  uninvolved 
skin.12 

Studies  show  the  differences 
concerning  the  frequency  of  EM 
as  the  initial  sign  of  Lyme  disease. 
Berger  reports  that  it  occurs  in  66 
percent  of  patients;6  Schned  and 
Williams  report  it  occurs  in  75 
percent  of  patients.12  Trevisan 
and  Cinco  note  it  occurs  in  just 
over  50  percent  of  patients,  but 
state  that  lesions  sometimes  may 
be  barely  visible  and,  therefore, 
may  go  unnoticed.13  Steere  re- 
ports that  it  occurs  in  60  to  80 
percent  of  patients,5  the  same  fre- 
quency cited  by  the  CDC.9 
Although  further  clinical  ex- 
perience is  needed  to  refine  cur- 
rent assessments,  available  data 
strongly  suggest  that  a majority  of 
patients  with  Lyme  disease  have 
EM— in  one  form  or  another — in 
the  early  stage  of  the  disease. 

Primary'  solitary  lesions  are  the 
most  common  presentation, 
although  secondary  lesions  have 
been  noted.  In  early  reports, 
Steere  and  colleagues  described 
secondary  lesions  in  48  percent  of 
a large  series  of  patients.14  More 
recently,  Berger  reported  such 


disseminated  lesions  in  only  41 
(17  percent)  of  237  patients.15  The 
secondary  lesion  may  be  similar 
to  the  primary  one,  but  it  tends 
to  be  smaller,  migrate  less,  and 
lacks  indurated  centers.  Unlike 
urticaria,  erythema  multi- 
forme, and  some  other  cutaneous 
erythemas,  EM  spares  the  palms 
and  soles.14 

VARIANT  DERMATOLOGY 

Variations  on  the  typical  pat- 
tern of  the  classic  lesion  occur, 
although  their  frequency  is 
unknown.  The  typical  rash  with 
indurated  border  and  absence  of 
scaling  is  not  necessarily 
pathognomonic,  nor  is  it  in- 
variably present.  Scaling  in  the 
central  area  is  seen  in  about  10 
to  20  percent  of  patients  (Figures 
4 and  5).  Central  necrosis  or  in- 
duration rather  than  clearing 
sometimes  occurs.16  Although  the 
lesion  usually  is  asymptomatic,  a 
few  patients  have  pruritus.  If  the 
EM  is  on  the  head,  only  a linear 
streak  may  be  seen.14 

Most  EM  lesions  are  varying 
intensities  of  red.  However,  a 
bluish  appearance  similar  to  a 
bruise  is  possible  (Figure  6), 
especially  in  lesions  on  the  lower 
extremities.6  Circular  shapes 
predominate,  but  triangular  and 
elongated  oval  lesions  may  be 
seen  (Figure  7).  Although  the 
center  of  the  lesion  commonly  is 
erythematous,  it  may  be 
edematous,  vesicular,  or  crusted. 
Central  clearing  in  the  lesion  is 
another  possible  variant  presenta- 
tion. 

Other  cutaneous  manifestations 
of  Lyme  disease  include  a malar 
rash,  urticaria,  periorbital  edema, 
evanescent  erythemas,  and  septal 
panniculitis.1  In  one  study  of  pa- 
tients with  extracutaneous  signs 
and  symptoms  as  well  as  serologic 
evidence  of  Lyme  disease,  granu- 
loma annulare  lesions,  papular 
urticaria,  erythema  nodosum, 
localized  scleroderma  (morphea), 
and  Henoch-Schonlein-like  pur- 
pura were  reported.15  General- 
ized and  localized  urticaria  also 
were  found  with  EM.15 


HISTOLOGIC  FINDINGS 
AND  CULTURE 

Histologic  examination  and  cul- 
ture may  be  useful  adjuncts  in 
some  cases  but,  at  present,  they 
are  neither  sensitive  nor  specific 
for  the  diagnosis  of  Borrelia  infec- 
tion. The  spirochete  has  been  cul- 
tured more  readily  from  EM 
lesions  than  from  any  other 
source  or  at  any  other  time  in  the 
illness.5  Currently  available  his- 
tologic techniques  are  most  effec- 
tive when  the  biopsy  specimen  is 
obtained  from  the  advancing  edge 
of  the  lesion.17 

The  biopsy  of  a lesion  of  EM 
typically  reveals  superficial  and 
deep  perivascular  and  interstitial 
infiltrates,  mainly  of  lymphocytes 
and  some  eosinophils  and/or 
plasma  cells.  This  histologic  pat- 
tern is  helpful  but  not  diagnostic 
and  may  be  indistinguishable 
from  that  of  other  insect  bites  or 
from  drug- related  eruptions.  On 
the  other  hand,  negative  findings 
cannot  be  considered  conclusive 
because  the  spirochete  usually  is 
sparse  and  often  hard  to  identify 
with  accuracy. 

Another  drawback  of  the  avail- 
able techniques  is  that  specimens 
from  the  EM  lesion  yield  positive 
results  in  less  than  45  percent  of 
cases.10  Attempts  at  culturing 
ticks  that  have  been  removed 
from  patients  also  can  be  unreli- 
able, as  lightly  infected  ticks  may 
test  negative.  Moreover,  the 
presence  of  spirochetes  in  a tick 
does  not  prove  that  transmission 
has  necessarily  taken  place. 

The  current  diagnostic  role  of 
histologic  findings  and  culture,  as 
stressed  in  this  article,  is  secon- 
dary to  clinical  examination.  It 
must  be  remembered  that  mis- 
interpretation of  histologic  find- 
ings and  culture  may  lead  to  un- 
derdiagnosis or  overdiagnosis. 

DIFFERENTIAL  DIAGNOSIS 

The  many  different  possible  ex- 
pressions of  EM  may  suggest  a 
range  of  clinical  disorders. 
Hurwitz  cautions  against  mistak- 
ing the  skin  lesions  of  tinea  cor- 
poris, erythema  annulare  cen- 
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trifugum,  or  cellulitis  for  EM 
(Figure  5.)u  He  notes  that  EM 
generally  can  be  differentiated 
from  lesions  of  tinea  corporis  and 
erythema  annulare  centrifugum 
by  rapid  peripheral  expansion, 
lack  of  vesiculation  and  scaling 
along  the  peripheral  border, 
microscopic  examination  of  skin 
scrapings,  and  fungal  culture.  It 
often  can  be  differentiated  from 
cellulitis  by  bacterial  cultures  and 
by  the  rapidly  expanding  border 
with  central  clearing.  Unlike  the 
EM  lesion,  which  tends  to  clear 
spontaneously,  cellulitis  does  not 
resolve  unless  treated  with  ap- 
propriate antibiotics.  The  his- 
topathologic findings  of  primary 
EM  lesions  differ  from  those  of 
erythema  annulare  centrifugum, 
in  which  the  infiltrate  usually  has 
a mononuclear,  largely 
lymphocytic  infiltrate  around 
blood  vessels  in  a “coat  sleeve- 
like’ arrangement.11  In  addition, 
the  histopathologic  features  of 
EM  must  not  be  confused  with 
those  of  insect  bites,  which  also 
may  result  in  edema  of  the 
papillary  dermis  and  a heavy 
mononuclear  infiltration. 

Berger  discusses  the  similari- 
ties between  EM  and  the  painful, 
blue-red,  eentrifugally  enlarging 
lesion  resulting  from  the  bite  of 
the  brown  recluse  spider.6 
Emphasizing  the  need  for  careful 
history,  he  recommends  that  if 
the  patient  has  been  in  a geo- 
graphic area  endemic  for  Lyme 
disease,  then  EM  should  be  the 
primary  consideration.  Berger 


also  explains  that  erysipelas, 
which  usually  appears  as  a warm 
edematous  erythema  on  a patient 
with  fever,  can  be  mistaken  for 
EM.  Not  only  do  drug  eruptions 
have  histologic  features  similar  to 
those  of  EM,  they  also  may  share 
similarities  on  clinical  examina- 
tion. Fixed  eruptions  that  are 
solitary  or  multiple  and  appear 
with  or  without  extracutaneous 
signs  and  symptoms  should  be 
considered  in  the  differential 
diagnosis  as  well.  The  urticaria 
seen  with  serum  sickness  also 
may  be  mistaken  for  EM. 

Erythema  multiforme  and,  in 
most  cases,  pityriasis  rosea  can  be 
differentiated  from  multiple  EM 
by  the  latter’s  usual  absence  of 
lesions  on  the  palms,  soles,  and 
mucous  membranes.  Although 
the  primary  lesion  of  EM  is  quite 
different  from  that  of  erythema 
marginatum  rheumaticum,  the 
secondary  and  evanescent  lesions 
of  Lyme  disease  may  resemble 
those  of  erythema  marginatum.18 
Erythema  marginatum  lesions, 
however,  generally  are  smaller, 
more  numerous,  less  widely  scat- 
tered, and  faster  moving  than  the 
lesions  seen  in  Lyme  disease. 
Erythema  marginatum  rheumat- 
icum has  become  rare  with  the 
decline  of  its  associated  disease, 
rheumatic  fever.  Nonetheless,  re- 
cent outbreaks  of  rheumatic  fever 
have  been  reported,19  and  the  in- 
creasing frequency  of  this  disease 
makes  it  necessary  for  physicians 
to  be  able  to  distinguish  its 
cutaneous  manifestations  from 


those  of  Lyme  disease. 

In  general,  if  a lesion  seen  in 
a patient  who  lives  in  or  has  been 
in  a geographic  area  endemic  for 
Lyme  disease  looks  like  EM,  then 
the  lesion  should  be  assumed  to 
be  EM  and  therapy  should  be 
directed  at  Borrelia  infection. 

CONCLUSION 

Although  EM  commonly  is  the 
initial  presentation  in  Lyme  dis- 
ease, it  may  not  be  seen  in  all 
patients  infected  with  B. 
burgdorferi,  and  it  may  not 
present  in  the  classic  bull’s-eye 
form.  In  addition,  a range  of  other 
skin  lesions  with  different 
etiologies  may  be  confused  with 
EM.  The  physician,  therefore, 
must  learn  to  recognize  the  vari- 
ous possible  presentations  of  the 
pathognomonic  skin  lesion, 
especially  since  the  clinical  pic- 
ture together  with  a careful  his- 
tory remain  the  principal  means 
of  diagnosing  this  disease  in  the 
absence  of  reliable  laboratory 
methods  of  confirmation.  H 
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Mean  percentage  change  from  baseline  after 
8 weeks  of  treatment  with  I 0 to  40  mg  of  pravastatin'1 
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Consistently  and  significantly  reduces  total  C and 
atherogenic  LDL-C;  positively  affects  other  key  lipids 


TEabh  arrow  represents  a range  of  means  derived  from  a single  placebo-controlled 


study  that  included  55  patients  treated  with  pravastatin. 


PRAVACHOLf  (pravastatin  sodium)  is  indicated  as  an  adjunct  to  diet 
for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  Ila  and  lib)  when 
the  response  to  diet  alone  has  not  been  adequate. 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy 
and  lactation  are  contraindications  to  the  use  of  pravastatin. 

Reference:  1.  Jones  PH,  et  al.  Once-daily  pravastatin  in  patients  with  primary  hypercholesterolemia:  a 
dose-response  study.  Clin  Cardiol.  1991 ; 14:1 46-1 51 . 


Please  see  CONTRAINDICATIONS,  WARNINGS^  PRECAUTIONS,  and  ADVERSE 
REACTIONS  in  the  brief  summary  of  prescribing  information  on  the  adjacent  page. 
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PRAkACHOL*  (Pravastatin  Sodium  Tabtets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication. 

Active  liver  disease  or  unexplained,  persistent  eta/atons  in  liver  functon  tests  (see  WARNINGS). 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid-lowenng  drugs 
during  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia. 
Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development 
(including  synthesis  of  steroids  and  cell  membranes)  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol 
synthesis  and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from  cholesterol,  they  may 
cause  fetal  harm  when  administered  to  pregnant  women.  Therefore.  HMG-CoA  reductase  inhibitors  are  contrain- 
dicated during  pregnancy  and  in  nursing  mothers  Pravastatin  should  be  administered  to  women  of  child- 
bearing age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
potential  hazards.  If  the  patient  becomes  pregnant  while  takng  this  class  of  drug,  therapy  should  be  discon- 
tinued and  the  patient  apprised  of  the  potential  hazard  to  the  fetus. 

WARNINGS  . . . . 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-lcwenng  therapies,  have  been  associated 
with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transaminase  (ALT.  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessanly  sequential)  occasions  have  been 
reported  in  1.3%  of  patients  treated  with  pravastatin  in  the  U.S.  cm*  an  average  period  of  18  months.  These 
abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In 
those  patients  n whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued 
from  therapy,  the  transaminase  levels  usually  fell  slowfy  to  pretreatment  levels.  These  biochemical  fndings  are 
usually  asymptomatic  although  worldwide  experience  ndicates  that  anorexia,  weakness,  and/or  abdominal  pan 
may  also  be  present  n rare  patients. 

As  with  other  lipid-lowenng  agents,  liver  function  tests  should  be  performed  dumg  therapy  with  pravastatin 
Serum  am  notransferases,  including  ALT  (SGPT),  should  be  monitored  before  treatment  begins.  e**y  six  weeks 
for  the  first  three  months,  every  ei^it  weeks  dumg  the  remainder  of  the  first  yeas,  and  periodically  thereafter  (e.g.. 
at  about  six-month  ntervals).  Special  attention  should  be  gi^n  to  patients  who  develop  increased  transamnase 
levels  Liver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  more 
frequent  ntervals.  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued.  Persistence  of  significant  amnotransferase  elevations  following  discon- 
tinuation of  therapy  may  warrant  consideration  of  liver  biopsy. 

Active  liver  disease  or  unexplained  transamnase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
CONTRAINDICATIONS).  Cauton  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history 
of  liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinetics/ Metabolism). 
Such  patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and 
titrated  to  the  desired  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  In  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatn-treated  patients  (see  ADVERSE  REACTIONS)  Myopathy,  defined  as  muscle  aching  or  mjscle  weak- 
ness m coniuncton  with  ncr eases  n creatine  phosphoknase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  n only  one  patient  n clinical  trials  (<0.1%).  Myopathy 
should  be  considered  n any  patent  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  Patents  should  be  advised  to  report  promptly  unexplaned  muscle  pam,  tenderness  or  weak- 
ness. particularly  if  accompaned  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued  If  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withhold  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  ag.,  sepsis;  hypotension;  major 
surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  during  treatment  with  lovastatn  is  increased  if  therapy  with  either  cyclospome,  gem- 
fibrozil. erythromycin,  or  niacin  is  administered  concurrently.  There  is  no  experience  with  the  use  of  pravastatn 
together  with  cyclospome  Myopathy  has  not  been  observed  n clinical  trials  involving  small  numbers  of  patients 
who  were  treated  with  pravastatn  together  with  niacin.  One  trial  of  limited  size  n\oMng  combned  therapy  with 
pravastatn  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatn  monotherapy.  Myopathy  was  not  reported  in  this  trial  (see  PRECAUTIONS 
Drug  Interactions)  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin,  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined 
use  of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatn  may  elevate  creatine  phosphoknase  and  transaminase  levels  (see  ADVERSE  REACTIONS) 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  n a patient  on  therapy  with  pravastatn 
Homozygous  Familial  Hypercholesterolemia  Pravastatn  has  not  been  evaluated  n patients  with  rare  homo- 
zygous familial  hypercholesterolemia.  In  this  group  of  patents,  it  has  been  reported  that  HMG-CoA  reductase 
nhitxtors  are  less  effective  because  the  patents  lack  functional  LDL  receptors. 

Renal  Insufficiency.  A single  20  mg  oral  dose  of  pravastatn  was  administered  to  24  patents  with  varyng 
degrees  of  renal  impairment  (as  determned  by  creatinine  clearance).  No  effect  was  observed  on  the  pharmacoki- 
netics of  pravastatin  or  its  3a -hydroxy  tsomenc  metabolite  (SQ  31 ,906)  A small  increase  was  seen  n mean  AUC 
values  and  half-life  (h/2)  for  the  inactive  enzymatic  nng  hydroxylation  metabolite  (SQ  31 .945)  Given  this  small 
sample  size,  the  dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who 
are  receiving  pravastatin  should  be  closely  monitored. 

Information  for  Patients:  Patents  should  be  advised  to  report  promptly  unexplaned  muscle  pan.  tenderness 
or  weakness,  particularly  if  accompanied  by  malaise  or  fever 

Drug  Interactions:  tmminosuppressrve  Drugs.  Gemfibrozil.  Niacti  (Nicotinic  Aod).  Erythromyan  See  WARN- 
INGS: Skeletal  Muscle 

Antpyme:  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatn. Since  pravastatin  does  not  appear  to  induce  hepatic  drug-metabolizng  enzymes,  it  is  not  expected  that 
any  significant  nteraction  of  pravastatin  with  other  drugs  (e.g..  phenyton,  qunidine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur. 

Cholestyramne/ Colestipol  Concomitant  administration  resulted  n an  approximately  40  to  50%  decrease  n 
the  mean  AUC  of  pravastatn.  However,  when  pravastatn  was  admnistered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  dmcalfy  significant  decrease  n 
bioavailability  or  therapeutic  effect.  (See  DOSAGE  AND  ADMINISTRATION:  Concomitant  Therapy.) 

Warfam  In  a study  involving  10  healthy  male  subjects  given  pravastatn  and  warfam  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered.  Pravastatn  did  not 
alter  the  plasma  proten-bnding  of  warfarin.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfam  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  n mean  prothrombn  time  after 
6 days  of  concomitant  therapy).  However,  bleed ng  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class.  Fhtients  receivng  warfam-type  anticoagulants  should  have  ther  pro- 
thrombn times  closely  monitored  when  pravastatin  is  intiated  or  the  dosage  of  pravastatn  is  changed. 

Cimetidine:  The  AUCo.i2hr  f°r  pravastatin  when  given  with  cimetidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  gnon  alone  A significant  difference  was  observed  between  the  AUC's  for  pravastatn 
when  given  with  cimetidine  compared  to  when  administered  with  antacid. 

Digoxn : In  a crossover  tnaJ  involving  18  healthy  male  subjects  given  pravastatin  and  digoxin  concurrently  for  9 
days,  the  bioavailability  parameters  of  digoxn  were  not  affected.  The  AJJC  of  pravastatn  tended  to  ncrease.  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31 ,906  and  SQ  31 .945  was  not  altered. 

Gemfibrozil:  In  a crossower  study  n 20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  urinary  excretion  and  protein  bndng  of  pravastatin.  In 
addition,  there  was  a significant  increase  h AUC.  Cmax.  and  Tmax  for  the  pravastatin  metabolite  SQ  31.906. 
Combination  therapy  with  pravastatn  and  gemfibrozil  is  generally  not  recommended. 

In  nteraction  studies  with  asptm,  antacids  (1  hour  pnor  to  FRAVACHOL).  ametidne,  rucothc  acid,  or  probucol. 
no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL  (pravastatin  sodium)  was 
admnistered. 

Other  Drugs:  During  clincaJ  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensives,  digitalis,  converting -enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers.  or  nitroglycem. 

Endocrine  Function:  HMG-CoA  reductase  nhibitors  nterfere  with  cholesterol  synthesis  and  lower  circulating 
cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results 
of  clinical  trials  with  pravastatn  in  males  and  post -menopausal  females  were  nconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chonomc  gonadotropn  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin.  However,  the  percentage  of  patients  showng  a 2:50%  nse  n plasma  testosterone  after  human 
chonomc  gonadotropn  stimulation  did  not  change  significantly  after  therapy  n these  patients.  The  effects  of 
HMG-CoA  reductase  nhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients.  The  effects,  if  any.  of  pravastatn  on  the  pituitary-gonadal  axis  in  pre- menopausal  females  are  unknown. 
Fbtients  treated  with  pravastatin  who  display  climcal  ^/idence  of  endocrine  dysfunction  should  be  B/aluated 
appropriately  Cauton  should  also  be  exercised  if  an  HMG-CoA  reductase  nhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e.g.,  ketoconazole.  spironolactone, 
cimetidine)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cell  nfiltraton  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  n humans  takng  40 
mg/ day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  n this  class. 
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A chemically  similar  drug  ri  this  class  produced  optic  nerve  degeneration  (Waflenan  degeneration  erf  reti- 
nogeniculate  fibers)  in  clinically  normal  dogs  in  a dose-dependent  fashion  starting  at  60  mg/kg/day.  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  nhibitory  activity).  This  same  drug  also  produced  ves- 
tibulocochlear Wallenan-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for  14  weeks  at 
180  mg/kg/day.  a dose  which  resulted  n a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  n rats  fed  pravastatn  at  doses  of 
10. 30,  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males  at  the 
highest  dose  (p<0.01)  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatn  as  measured  by  AUC 

The  oral  administration  of  10.  30.  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to  5.0  times 
human  drug  levels  at  40  mg)  of  pravastatn  to  mice  for  22  months  resulted  in  a statistically  significant  increase  in 
the  incidence  of  malignant  lymphomas  n treated  females  when  all  treatment  groups  were  pooled  and  compared 
to  controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected. 

A chemically  similar  drug  in  this  class  was  admnistered  to  mice  for  72  weeks  at  25,  100.  and  400  mg/kg 
body  weight,  which  resulted  n mean  serum  drug  levels  approximately  3. 15.  and  33  times  higher  than  the  mean 
human  serum  drug  concentration  (as  total  nhibitory  activity)  after  a 40  mg  oral  dose.  U\or  carcinomas  were 
significantly  increased  n high-dose  females  and  mid-  and  hicfi-dose  males,  with  a maximum  rodence  of  90 
percent  in  males.  The  rodence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high-dose 
females.  Drug  treatment  also  significantly  increased  the  rodence  of  lung  adenomas  in  mid-  and  hicfi-dose  males 
and  females  Adenomas  of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  high- 
dose  mice  than  in  controls. 

No  evidence  of  mutagenoty  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  n the  following 
studies,  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimurium  or  Escherichia  coli.  a forward 
mutation  assay  in  L51 78Y  TK  +/-  mouse  lymphoma  cells;  a chromosomal  aberration  test  in  hamster  cells;  and 
a gene  conversion  assay  using  Saccharomyces  cerevtsiae  In  addition,  there  was  no  evidence  of  mutagenicity  n 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  n mice. 

In  a study  in  rats,  with  daily  doses  ip  to  500  rrig/kg,  pravastatn  did  not  produce  any  adverse  effects  on  fertil- 
ity or  general  reproductive  performance.  However,  n a study  with  another  HMG-CoA  reductase  inhibitor,  there 
was  decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  n a subsequent  fertility  study  when  this  same  dose  was  administered  for  1 1 weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day,  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  epithelium)  was  ob- 
served. Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy, 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The  clinical 
significance  of  these  fndings  is  unclear 

Pregnancy:  Pregnancy  Category  X:  See  (XlNTRAfsOCATIONS. 

Safety  in  pregnant  women  has  not  been  established.  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  n 20x  (rabbit)  or  240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/ meter?)  However,  n studies  with  another  HMG-CoA  reductase 
nhibitor,  skeletal  malformations  were  observed  n rats  and  mice.  PRAVACHOL  (pravastatn  sodium)  should  be 
admnistered  to  women  of  child-beamg  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and 
have  been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while  taking  FRAVACHOL  (prav- 
astatin sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus. 
Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  n human  breast  milk.  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
(XNTRAINDCATIONS). 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established.  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAUTIONS  Goneral ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient.  In  4-month  long 
placebo-controlled  trials.  1 .7%  of  pravastatn-treated  patients  and  1 .2%  of  placebo-treated  patients  were  discon- 
tinued from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy,  this  difference  was  not 
statistically  significant.  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asymptomatic 
serum  transamnase  increases  and  mild,  non-specific  gastrontestinal  complants.  During  clinical  trials  the  overall 
incidence  of  adverse  events  n the  elderly  was  not  different  from  the  incidence  observed  n younger  patients. 
Adverse  Clinical  Events:  All  adverse  dncal  events  (regardless  of  attribution)  reported  n more  than  2%  of 
pravastatn-treated  patients  n the  placebo-controlled  trials  are  identified  n the  table  below,  also  shown  are  the 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug: 


All  Events  % 

Events  Attributed  to  Study  Drug  % 

Body  System/Event 

FYavastatm 
(N  = 900) 

Placebo 
(N  = 411) 

Pravastatn 
(N  = 900) 

Placebo 
(N  = 411) 

Cardiovascular 

Cardiac  Chest  Pan 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0* 

1.1 

1.3 

0.9 

GastromtestnaJ 

NauseaAfomitmg 

7.3 

7.1 

2.9 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdomnal  Pan 

5.4 

6.9 

2.0 

3.9 

Constipation 

4.0 

7.1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1.9 

2.0 

0.7 

General 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  Pain 

3.7 

1.9 

0.3 

0.2 

Influenza 

2.4* 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  Fain 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizzness 

3.3 

3.2 

1.0 

0.5 

Ftenal/Genitourmary 

Umary  Abnormality 

2.4 

2.9 

0.7 

1.2 

Respratory 

Common  Cold 

7.0 

6.3 

0.0 

0.0 

Rhnitis 

4.0 

4 1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

‘Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  n this  class. 

Skeletal:  myopathy,  rhabdomyolysis. 

Neurological  dysfunction  of  cert  an  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nerve 
palsy. 

Hypersensitivity  Reactions:  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has  in- 
cluded one  or  more  of  the  following  features  anaphylaxis,  angioedema.  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA. 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens-Johnson  syndrome. 

Gastroritestnal  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and.  rarefy,  arrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting. 

Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye  progression  of  cataracts  (lens  opacities),  ophthalmoplegia. 

Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosnophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  normal  despite 
continued  therapy  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reduc- 
tase inhibitors 

Concomitant  Therapy:  Pravastatn  has  been  administered  concurrently  with  cholestyramne.  colestipol,  nico- 
tnic  aod.  probucol  and  gemfibrozil.  Prelimnary  data  suggest  that  the  addition  of  either  probucol  or  gemfibrozil  to 
therapy  with  lovastatn  or  pravastatn  is  not  associated  with  greater  reduction  in  LDL-cholesterul  than  that 
achieved  with  lovastatn  or  pravastatin  alone  No  adverse  reactions  unique  to  the  combnation  or  n addition  to 
those  previously  reported  for  each  drug  alone  have  been  reported  Myopathy  and  rhabdomyolysis  (with  or 
without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used  n combi- 
nation with  immunosuppressive  drugs,  gemfibrozil,  erythromycin,  or  lipid-lcvvering  doses  of  nicotnic  aod  Con- 
comitant therapy  with  HMG-CoA  reductase  nhibitors  and  these  agents  is  generally  not  recommended.  (See 
WARNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVER DOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatn. 

Should  an  accidental  overdose  occur,  treat  symptomatically  and  nstitute  supportive  measures  as  required. 

(J4-422A) 
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Laparoscopic  hysterectomy, 
appendectomy,  and 
cholecystectomy 

Marco  A.  Pelosi,  MD 
Emmanuel  Villalona,  MD 


This  paper  presents  the  first  recorded  combined  laparoscopic 
hysterectomy,  appendectomy,  and  cholecystectomy.  The 
performance  of  these  procedures,  in  experienced  hands,  did 
not  alter  the  outcome.  Underlying  pathology  included  uterine 
myomas,  pelvic  adhesive  disease,  and  symptomatic  gallstones. 


A combination  of  gyneco- 
logical and  gallbladder 
pathology  requiring  sur- 
gical treatment  coexists 
in  many  female  patients.  Tradi- 
tionally, women  suffering  from 
gynecological  and  gallbladder 
pathology  are  operated  on  at 
separate  times,  despite  evidence 
in  the  literature  indicating  that 
cholecystectomy  by  laparotomy, 
at  the  time  of  uncomplicated  ab- 
dominal or  vaginal  hysterectomy, 
can  be  performed  safely  and  ef- 
fectively without  compromising 
the  hysterectomy  outcome.1"3 
Presently,  laparoscopic  hysterec- 
tomy, appendectomy,  and  chole- 
cystectomy are  considered  to  be 
effective  alternatives  to  traditional 
laparotomy.4"6 

This  article  presents  the  first 
recorded  combined  laparoscopic 
hysterectomy,  appendectomy, 
and  cholecystectomy.  Our  com- 
bined endoscopic  approach 
eliminated  the  need  to  perform 
the  cholecystectomy  at  a future 
date,  thereby  effectively  reducing 
recovery  period,  hospitalization 
costs,  anesthesia  risks,  and  time 
away  from  work.  In  addition,  by 
performing  the  hysterectomy  and 
appendectomy  using  the  Pelosi 
single  umbilical  puncture  tech- 
nique,7'9 and  the  cholecystectomy 


utilizing  only  three  additional  ab- 
dominal punctures,  we  were  able 
to  successfully  accomplish  the 
combined  surgery  with  four  ab- 
dominal punctures. 

CASE  REPORT 

A 48-year-old  woman,  gravida  3 
para  3,  was  seen  on  a referral 
basis  to  determine  the  feasibility 
of  laparoscopic  hysterectomy  for 
uterine  fibroids.  Her  complaints 
included  persistent  and  heavy 
menometrorrhagia  (despite  two 
recent  curettages);  severe, 
chronic  pelvic  and  rectal  pain; 
and  dyspareunia.  The  general 
physical  examination  was  essen- 
tially normal.  The  patient 
weighed  195  pounds  and  was 
5 '3".  A large  midline,  vertical, 
subumbilical  scar  was  noted.  The 
pelvic  examination  confirmed  the 
presence  of  a very  tender,  poorly 
mobile  fibroid  uterus  of  approx- 
imately 16  weeks  in  size.  No  uter- 
ine descensus  or  pelvic  relaxation 
was  present.  Examination  of  the 
adnexa  demonstrated  bilateral 
tenderness  with  no  palpable 
masses.  Her  past  medical  history 
included  five  previous  laparot- 
omies: myomectomy  (1973),  three 
cesarean  deliveries  (1974,  1975, 
and  1978),  and  tubal  sterilization 
(1982).  In  addition,  the  patient 


had  chronic  symptomatic  gall- 
stones. An  endometrial  sampling 
was  obtained  that  revealed  a 
benign  endometrium  and  endo- 
cervical  polyps.  The  Papanicolaou 
smear  was  within  normal  limits. 

Pelvic  sonography  confirmed 
the  presence  of  a large 
myomatous  uterus  with  no  ex- 
trauterine  masses.  The  gallblad- 
der sonogram  revealed  multiple 
stones.  The  common  duct  and 
biliary  tree  were  within  normal 
limits;  the  liver  and  pancreas 
were  unremarkable.  Standard 
laboratory  screening  test  and 
CA125  were  within  normal  ranges. 

The  primary  care  physician  and 
gynecologist  recommended  the 
patient  undergo  laparoscopic  or 
open  abdominal  hysterectomy  to 
be  followed  at  a later  date  by 
laparoscopic/abdominal  cholecys- 
tectomy. The  performance  of  a 
combined  laparoscopic  hysterec- 
tomy and  cholecystectomy  then 
was  offered  to  the  patient. 

TECHNIQUE 

After  general  endotracheal 
anesthesia  was  initiated,  the 
pneumoperitoneum  was  created 
using  a Verres  needle  through  an 
intraumbilical  puncture.  A 10  mm 
viewing  laparoscopic  then  was  in- 
troduced intraumbilically,  and  the 
upper  abdomen  and  pelvis  in- 
spected. 

A large  leiomyomatous  uterus, 
pelvic  and  periappendiceal 
adhesions,  and  gallstones  were 
found.  At  this  point,  the  perfor- 
mance of  a combined  laparoscopic 
hysterectomy,  appendectomy. 
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Figure  1.  Laparoscopic  cholecystectomy  is  being 
performed  using  two  video  monitors.  In  addition  to  the 
intraumbilically  placed  viewing  laparoscope,  three  right 
upper  quadrant  abdominal  punctures  are  utilized. 


Figure  2.  The  gallbladder  has  been  dissected  free  and 
detached  from  the  liver  and  other  anatomical  structures 
in  our  patient. 


and  cholecystectomy  was  con- 
sidered technically  feasible  and 
safe.  Under  “video”  surveillance, 
three  5 mm  ancillary  trocars  were 
placed  in  the  right  upper  quad- 
rant (Figure  1).  The  gallbladder 
and  the  cystic  duct  were  iden- 
tified and  dissected  free  from  sur- 
rounding tissues.  Metallic  clips 
were  placed  on  the  cystic  duct 
followed  by  transection  with 
scissors.  A similar  procedure  was 
carried  out  on  the  cystic  artery. 

Using  unipolar  current  in- 
strumentation, the  gallbladder 
was  dissected  from  the  liver  bed 
and  mobilized  (Figure  2).  After 
the  detached  gallbladder  was  re- 
moved through  the  umbilicus,  the 
three  ancillary  surgical  ports  were 
closed  with  absorbable  sutures 
(Figure  3). 

Following  cholecystectomy,  the 
patient  was  placed  in  a deep 
Trendelenburg  position.  The 
bladder  was  catheterized  and  an 
intrauterine  manipulator  then  was 
inserted.  The  viewing  laparoscope 
was  replaced  with  a 10  mm 
operative  laparoscope  upon  which 
a beam  split  video  coupler  was 
attached.  After  the  performance 


of  extensive  adhesiolysis,  standard 
steps  of  a traditional  abdominal 
hysterectomy  were  carried  out 
through  the  5 mm  operative  chan- 
nel of  the  laparoscope  (Figure  4). 
The  right  and  left  round  liga- 
ments, proximal  end  of  the  fallo- 
pian tubes,  and  uterovarian  liga- 
ments were  grasped  and 
dessicated  using  bipolar  current 
forceps  followed  by  scissors  tran- 
section. 

The  vesicouterine  fold  was 
opened  using  sharp  dissection 
and  hydrodissection.  The  bladder 
was  separated  from  the  uterus, 
the  cervix,  and  the  upper  vagina. 
Division  of  the  broad  ligaments, 
followed  by  skeletonization  of  the 
uterine  vessels  with  identification 
of  the  ureters,  was  accomplished. 
Using  bipolar  current,  the  uterine 
vessels  were  dessicated  and  then 
transected. 

In  a similar  fashion,  the 
cardinal  and  uterosacral  ligaments 
were  identified,  dessicated,  and 
transected.  The  cul-de-sac  and 
anterior  vagina  were  opened 
using  unipolar  current  scissors.  In 
order  to  accomplish  the  vaginal 
retrieval  of  the  uterus,  the 


myomatous  uterus,  due  to  its 
large  size  and  irregular  shape,  re- 
quired a combined  laparoscopic 
enucleation  of  several  large 
myomas  and  transvaginal 
morcellation  (Figures  5 and  6). 
Bilateral  salpingo-oophorectomy 
was  performed.  Both  adnexa  then 
were  delivered  vaginally.  The  va- 
ginal cuff  was  closed  through  the 
vagina  with  absorbable  sutures. 

Extensive  periappendiceal 
adhesiolysis  was  carried  out 
followed  by  laparoscopic  ap- 
pendectomy using  the  Pelosi 
single  umbilical  puncture  tech- 
nique (Figures  7,  8,  and  9). 

The  pneumoperitoneum  was 
recreated,  copious  irrigation  of 
the  pelvis  and  upper  abdomen 
was  performed,  and  hemostasis 
was  confirmed.  The  umbilical 
puncture  site  was  closed  with  a 
2-0  vicryl  suture  (Figures  10  and 
11).  Unasyn®  (ampicillin  sodium/ 
sulbactam  sodium)  was  used  for 
prophylactic  antibiotic  coverage. 

The  estimated  blood  loss  was 
280  ml.  The  operative  time  was 
210  minutes.  There  were  no  im- 
mediate or  later  complications. 
The  patient  was  discharged  84 
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Figure  3.  The  detached  gallbladder  was  removed  through  the  umbilicus.  The 
three  upper  quadrant  surgical  ports  were  closed  with  absorbable  sutures. 


hours  later  and  returned  to  reg- 
ular activities  ten  days  post- 
operatively.  Premarin*  (con- 
jugated estrogen)  tablets  were 
prescribed  for  estrogen  replace- 
ment. 

At  a six-month  followup  visit, 
the  patient  was  found  to  be 
symptom  free.  The  examination 
revealed  a well-supported  and 
healed  vaginal  cuff. 

DISCUSSION 

The  majority  of  the  600,000 
hysterectomies  performed  yearly 
in  the  United  States  are 
performed  abdominally,  despite 
the  advantages  associated  with 
the  transvaginal  approach  (lower 
complication  rate,  faster  recovery, 
less  postoperative  discomfort,  and 
the  avoidance  of  a large  ab- 
dominal incision).1011 

Recently,  laparoscopic  hyster- 
ectomy has  proved  to  be  an  effec- 
tive alternative  to  traditional  ab- 
dominal hysterectomy  in  those 
patients  for  whom  the  trans- 
vaginal removal  of  the  uterus  and 
adnexa  are  considered  too  risky 
and  technically  difficult.  The  ben- 
efits observed  with  laparoscopic 
hysterectomy  include  the  elimina- 
tion of  a larger  abdominal  incision 
and  a dramatic  decrease  in  pain 
and  postoperative  discomfort, 
hospital  stay,  and  recuperative 
time.47811 

Incidental  appendectomy  in 
patients  undergoing  elective 
uncomplicated  abdominal 
gynecological  surgery  (including 
hysterectomy)  and  during 
cholecystectomy  has  proved  to  be 
a safe  procedure,  routinely 
performed  by  gynecologists  and 
general  surgeons.  The  benefits  of 
incidental  appendectomy  include 
the  elimination  of  the  risk  of 
future  appendicitis,  the  removal 
of  undiagnosed  pathology  of  the 
appendix,  and  the  simplification 
of  future  differential  diagnosis  of 
abdominal  pain.  Among  surgeons 
proficient  with  operative 
laparoscopy,  the  laparoscopic  re- 
moval of  the  noninflamed  and  in- 
flamed appendix  is  rapidly  replac- 
ing removal  by  traditional 


laparotomy.6912 11  In  the  United 
States  and  Europe,  laparoscopic 
cholecystectomy  has  become  the 
surgical  treatment  of  choice  for 
symptomatic  cholelithiasis. 
Laparoscopy  combines  the  ben- 
efits of  open  laparotomy  removal 
of  the  gallbadder  and  its  symp- 
toms with  the  minimal  pain  and 
discomfort  of  nonincisional  treat- 
ment, resulting  in  a shorter 
hospital  stay  and  an  earlier  return 
to  work.’ 

Approximately  10  percent  of 
the  adult  population  in  the  United 
States  have  gallstones,  and  each 
year  one  million  new  cases  are 
diagnosed.  It  has  been  estimated 
that  the  treatment  of  gallstones 
accounts  for  2.5  percent  of  the 
United  States  health  care  expen- 
diture. The  incidence  of 
gallstones  is  four  times  higher  in 
women  than  in  men.  In  patients 
over  50  years  of  age,  gallstones 
are  found  in  approximately  40 
percent  of  women  and  half  of 
these  women  will  become 
symptomatic.2  5 As  a result, 
gallstones  frequently  are  found 
during  surgery  in  patients  under- 
going hysterectomy. 

Convincing  evidence  in  the 
literature  indicates  that,  in  the 


hands  of  experienced  and 
motivated  gynecological/surgical 
operating  teams,  cholecystectomy 
with  or  without  appendectomy  at 
the  time  of  uncomplicated  tradi- 
tional abdominal  or  vaginal 
hysterectomy  can  be  performed 
safely  and  effectively  without  an 
undue  increase  in  operating  time, 
infection  rate,  blood  transfusions, 
and  postoperative  complica- 
tions.1'3 However,  due  to  the 
major  shortcoming  of  traditional 
laparotomy  necessitating  the  crea- 
tion of  either  a single  large,  verti- 
cal abdominal  incision  (involving 
the  pelvis  and  upper  abdomen)  or 
two  separate  incisions,  the  com- 
bined abdominal  procedure  has 
been  reported  infrequently. 

The  advantages  of  combining 
the  procedures  include  the 
elimination  of  future  hospitaliza- 
tion for  cholecystectomy,  the 
risks  associated  with  another 
anesthesia,  and  the  reduction  of 
time  lost  from  work.  In  addition, 
the  recovery  period  is  shorter 
with  a potential  reduction  in 
medical  costs.  Moreover,  the  re- 
moval of  the  gallbladder  during 
hysterectomy  eliminates  the 
possibility  of  postoperative 
cholecystitis,  a serious  complica- 
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Figure  4.  Following  the  cholecystectomy,  the  three  upper 
abdominal  punctures  were  closed  and  the  intraumbilical 
viewing  laparoscope  was  replaced  with  an  operative 
laparoscope  upon  which  a beam  split  video  coupler  was 
attached.  The  hysterectomy  was  performed  through  the 
operative  channel  of  the  laparoscope. 


Figure  6.  Transvaginal  morcellation  of  the  uterus  was 
needed — in  addition  to  laparoscopic  enucleation  of 
myomas — to  accomplish  the  vaginal  retrieval  of  the  uterus. 
The  vaginal  cuff  was  closed  through  the  vagina. 


Figure  5.  Laparoscopic  enucleation  of  a large  myoma  is 
being  performed. 


Figure  7.  Following  periappendicular  adhesiolysis,  the  tip 
of  the  now  mobile  appendix  was  grasped  and  brought  to 
the  umbilicus. 
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Figure  8.  The  laparoscope  and  its  attachments  are  re-  Figure  9.  Following  the  extraction  of  the  appendix  through 
moved  while  the  grasping  forceps  holds  the  appendix.  This  the  umbilicus,  an  extracorporeal  traditional  appendectomy 
maneuver  deflates  the  abdomen,  allowing  the  appendix  to  was  easily  performed. 


become  visible  through  the  umbilicus. 

tion  associated  with  a high 
mortality  rate.2314  An  additional 
advantage  is  the  elimination  of 
future  emergency  cholecystec- 
tomy for  acute  cholecystitis  and 
its  associated  higher  operative 
morbidity  and  mortality  rates 
when  compared  to  patients  un- 
dergoing elective  cholecystec- 
tomy.2,35 

Laparoscopy,  due  to  its 
minimally  invasive  surgical 
nature,  eliminates  the  need  to 
create  large  abdominal  incisions 
at  the  time  of  hysterectomy  and 
cholecystectomy  that  are  re- 
sponsible for  substantial  postoper- 
ative pain  and  discomfort  and  re- 
sult in  expensive,  prolonged 
hospitalization  and  recovery 
periods  for  most  patients.  More- 
over, the  strategic  placement  of 
the  laparoscope  through  the  um- 
bilicus allows  easy  access  to  the 
female  pelvic  organs,  appendix, 
and  gallbladder;  this  procedure 
thereby  enables  the  surgeon  to 
perform  a minimally  invasive 
combined  hysterectomy,  appen- 
dectomy, and  cholecystectomy. 

Standard  laparoscopic  hys- 
terectomy and  appendectomy 


techniques  require  two  or  more 
portals  of  entry  into  the  pelvis  in 
addition  to  the  umbilically  placed 
laparoscope.  Current  laparoscopic 
cholecystectomy  techniques  uti- 
lize three  or  more  abdominal 
punctures,  plus  the  umbilical 
puncture  site.  The  combined 
surgery  using  standard  tech- 
niques would  require  an  undesir- 
ably high  number  of  puncture 
sites. 

In  our  patient,  a standard 
laparoscopic  cholecystectomy  was 
carried  out  using  three  upper  ab- 
dominal portals  of  entry  in  ad- 
dition to  the  umbilically  placed 
laparoscope.  The  hysterectomy 
and  appendectomy  were 
performed  utilizing  the  Pelosi 
single  umbilical  puncture  tech- 
nique.'9 By  using  this  approach, 
we  were  able  to  successfully  ac- 
complish the  hysterectomy,  ap- 
pendectomy, and  cholecystec- 
tomy without  creating  more  ab- 
dominal punctures  than  the  stan- 
dard four  currently  used  for 
laparoscopic  cholecystectomy.  H 

REFERENCES 

1.  Pratt  JH,  O’Leary  JA,  Sym- 


monds  RE:  Combined  cholecystec- 
tomy and  hysterectomy:  A study  of 
95  cases.  Mayo  Clin  Proc  42:529-535, 
1967. 

2.  Murray  JM,  Gilstrap  LC  III, 
Massey  FM:  Cholecystectomy  and 
abdominal  hysterectomy.  JAMA 
244:2305-2306,  1980. 

3.  Stevens  ML,  Hubert  BC, 
Wenzel  FJ:  Combined  gynecologic 
procedures  and  cholecystectomy.  Am 
J Gynecol  149:350-354,  1984.  ’ 

4.  Reich  H:  Laparoscopic 

hysterectomy.  Surg  Laparos  Endosc 
2:85-88,  1992. 

5.  Lillemoe  KD,  Pitt  HA:  Thera- 
peutic options  for  patients  with 
gallstone  disease,  in  Zucker  KA, 
Surgical  Laparoscopy.  St.  Louis,  MO, 
Quality  Medical  Publishing,  Inc., 
1991,  pp.  115-141. 

6.  Nezhat  C,  Nezhat  F:  Incidental 
appendectomy  during  video- 
laseroscopy.  Am  J Obstet  Gynecol 
165:559-564,  1991. 

7.  Wolenski  M,  Pelosi  MA: 
Laparoscopic  hysterectomy.  Today’s 
OR  Nurse  13:23-29,  1991. 

8.  Pelosi  MA,  Pelosi  MA  III: 

Special  report:  Laparoscopic 

hysterectomy  with  bilateral  salpingo- 
oophorectomy  using  a single  umbili- 
cal puncture.  NJ  Med  88:721-726, 
1991. 

9.  Pelosi  MA,  Pelosi  MA  III: 

211 


VOL.  90-NUMBER  3 MARCH  1993 


Figure  10. 
The  fibroid 
uterus, 

appendix,  and 
gallbladder 
are  displayed. 

◄ 


Figure  11. 
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surgery  was 
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Notice  the 
large  vertical 
scar  as  a 
result  of  five 
previous 
laparotomies. 
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In  1991,  the  New  Jersey  Legislature  passed  the  New  Jersey 
Advance  Directives  for  Health  Care  Act.  We  surveyed  the  elderly 
about  their  knowledge  and  interest  in  advance  directives,  their 
preferences  regarding  end-of-life  care,  and  whether  their 
physicians  discuss  these  matters. 


New  Jersey  was  the  48th 
state  to  enact  a law  ac- 
knowledging the  legal 
right  of  individuals  to 
use  advance  directives  (either  an 
instructive  directive,  a proxy 
directive,  or  both)  in  planning 
future  critical  health  care 
needs.12  Given  the  relative  new- 
ness of  the  New  Jersey  Advance 
Directives  for  Health  Care  Act 
(1991),  we  conducted  a survey  to 
determine  knowledge  and  in- 
terest in  advance  directives  and 
attitudes  toward  end-of-life  care. 
The  target  population  was  com- 
munity-dwelling elderly  residing 
at  senior  citizen  residential  com- 
plexes. 

METHODS 

Eighty-six  community-dwelling 
senior  citizens  volunteered  to 
participate  in  this  study.  Volun- 
teers were  recruited  from  three 
senior  citizen  residential  com- 
plexes in  Jersey  City.  The  survey 
was  conducted  immediately  after 
the  congregate  mid-day  meal.  The 
survey  team  distributed  a 28- 
point  questionnaire  and  offered 
assistance  in  completing  the  form 
(Figure).  Only  one  of  the  study 
subjects  did  not  read  English  and 
required  translation  of  the  ques- 
tions, which  was  done  by  a fellow 


resident.  Other  than  writing  in 
their  name,  age,  and  address,  all 
questions  were  phrased  to  elicit  a 
yes/no  or  check-type  response. 
There  were  11  questions  relating 
to  the  demographic  makeup  of 
the  study  group.  There  were  2 
questions  relating  to  knowledge 
of  legal  rights  to  accept  or  refuse 
medical  treatment  offered.  There 
were  4 questions  as  to  prior 
thought  given  to  the  type  of  end- 
of-life  care  desired  and  to  whom 
and  how  these  wishes  are  made 
known.  There  were  4 questions 
regarding  the  use  of  artifical 
means  of  sustaining  life  if 
permanently  unconscious  or  ter- 
minally ill.  And  there  were  7 
questions  relating  to  advance 
directives  and  surrogate  decision 
making. 

RESULTS 

Table  1 lists  the  demographic 
data  of  the  study  group.  The 
mean  age  was  71.3  years  and  78 
percent  were  females.  Sixty-four 
percent  of  the  respondents  were 
white;  34  percent  of  the  respon- 
dents were  black;  and  2 percent 
of  the  respondents  were  His- 
panic. The  majority  of  the  group 
lived  alone,  12  percent  of  the 
group  lived  with  a family 
member,  and  7 percent  of  the 


group  lived  with  a spouse.  Almost 
all  of  the  respondents  were  apart- 
ment dwellers.  Of  the  84  percent 
who  had  a private  physician,  82 
percent  made  office  visits  to  their 
doctor  on  a regular  basis. 

Table  2 shows  that  62  percent 
of  the  group  knew  they  had  legal 
rights  to  accept  or  refuse  the 
medical  treatment  offered  to 
them.  Forty-seven  percent  of  the 
group  had  given  prior  thought  to 
end-of-life  care  and  51  percent  of 
the  group  had  not  given  prior 
thought  to  end-of-life  care.  Twen- 
ty-eight percent  of  the  respon- 
dents discussed  the  type  of  termi- 
nal care  they  wanted  with  a family 
member  or  spouse,  but  only  4 
percent  of  the  respondents  made 
their  wishes  known  in  writing;  the 
rest  communicated  their  wishes 
orally.  Only  two  subjects  dis- 
cussed issues  of  terminal  care 
with  their  physician  and  in  both 
instances  this  was  patient  ini- 
tiated. 

Table  3 shows  that  75  percent 
of  the  elderly  would  not  want  to 
be  resuscitated  or  kept  alive  by 
artificial  means  if  permanently 
unconscious  or  terminally  ill. 
Eighty-eight  percent  of  the  elder- 
ly surveyed  indicated  they  had 
little  or  no  knowledge  of  advance 
directives  for  health  care  while  9 
percent  of  the  elderly  claimed  to 
have  a good  understanding  of  ad- 
vance directives.  Two  subjects 
gave  no  response  to  this  question. 
When  asked  if  they  wanted  to 
know  more  about  advance  direc- 
tives for  health  care,  81  percent 
responded  affirmatively,  10  per- 
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Table  1.  Results  of  the  advance  directives  questionnaire. 


Average  Age  71.3  years 

Sex 

Female  67  (78%) 

Male  19  (22%) 

Race 

White  55  (64%) 

Black  29  (34%) 

Hispanic  2 (02%) 

Religion 

Catholic  52  (61%) 

Protestant  23  (27%) 

Jewish  3 (03%) 

Muslim  3 (03%) 

Other  5 (06%) 

Living  Arrangements 

Alone  70  (81%) 

With  family  10  (12%) 

With  spouse  6 (07%) 

Place  of  Residence 

Apartment  83  (97%) 

Own  home  3 (03%) 

Have  a Private  Physician? 

Yes  72  (84%) 

No  14  (16%) 

Make  regular  visits  to  physician  59/72  (82%) 


cent  responded  negatively,  and  8 
percent  gave  no  response.  Seven- 
ty-one percent  of  the  respondents 
indicated  a desire  to  prepare  in- 
structions in  advance  for  the  type 
of  end-of-life  care  they  wanted, 
while  20  percent  did  not  wish  to 
prepare  instructions.  When  asked 
whom  they  would  choose  to  make 
medical  care  decisions  for  them 
should  they  become  incapable  of 
making  them  for  themselves,  60 
percent  were  undecided,  22  per- 
cent chose  a family  member,  and 
10  percent  selected  their  doctor. 
When  asked  if  their  physicians 
ever  initiated  discussions  with 
them  about  advance  directives  or 
type  of  end-of-life  care,  the 
answer  was  no. 


DISCUSSION 

The  results  of  this  survey  in- 
dicate that  most  of  the  elderly  (88 
percent)  had  little  or  no 
knowledge  of  advance  directives. 
This  finding  is  in  contrast  to  re- 
sults reported  in  two  similar 
surveys  conducted  elsewhere.34 

In  1991,  Gamble,  reporting  on 
75  ambulatory  elderly  (60  to  80 
years  of  age)  living  in  a rural  area 
of  North  Carolina  that  had 
enacted  a right  to  natural  death 
act  in  1977,  found  that  52  percent 
of  subjects  surveyed  were  familiar 
with  living  wills  and  that  64  per- 
cent correctly  summarized  the 
North  Carolina  Living  Wills  Act.3 

In  the  same  year,  Emanuel  re- 
ported 70  percent  of  405  outpa- 


tients and  102  members  of  the 
general  public  in  the  Boston  area 
understood  the  term  “living 
will.”4  The  two  study  groups  in 
the  report  by  Emanuel  included 
subjects  younger  and  older  than 
65  years  of  age.  Whether  these 
geographic  differences  concern- 
ing knowledge  of  advance  direc- 
tives among  the  elderly  can  be 
explained  by  the  relative  newness 
of  the  New  Jersey  Advance  Direc- 
tives for  Health  Care  Act  is 
speculative.  Despite  the  fact  that 
the  subjects  of  both  the  North 
Carolina  and  Boston  studies  had 
a greater  knowledge  of  advance 
directives  than  those  in  our  study, 
the  number  of  individuals  who 
had  made  a preference  known  in 
writing  were  0 percent,  7 percent, 
and  4 percent,  respectively.  Other 
reports  have  substantiated  the 
low  incidence  (4  to  15  percent) 
among  the  general  public  who 
have  a written  living  will.5 

The  high  percentage  of  sub- 
jects who  indicated  that  they 
would  not  want  resuscitative  or 
artificial  life  support  should  they 
become  permanently  unconscious 
or  terminally  ill  is  consistent  with 
the  findings  of  others. 3’4'810  It  re- 
mains to  be  seen  if  the  high 
percentage  of  subjects  (81  per- 
cent) who  professed  a desire  to 
know  more  about  advance  direc- 
tives and  who  indicated  they 
wanted  to  prepare  instructions  in 
advance  (71  percent)  would  in 
fact  do  so,  if  given  the  opportuni- 
ty. This  opportunity  must  begin 
with  education  of  what  an  ad- 
vance directive  is,  the  types  of 
advance  directives  available,  and 
how  to  execute  an  advance  direc- 
tive. From  this  evidence,  it  would 
appear  that  knowledge  of  advance 
directives  alone  does  not  insure 
that  a significant  number  of  in- 
dividuals will  prepare  a written 
living  will.  An  often-cited  barrier 
to  the  execution  of  living  wills  is 
the  fact  that  physicians  rarely 
broach  this  subject  with  their  pa- 
tients.3411 12  Most  patients  expect 
their  physicians  to  take  the  ini- 
tiative in  these  types  of  dis- 
cussions but  often  physicians  do 
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Table  2.  Answers  to  advance  directives 

questionnaire. 

Yes 

No 

No  Response 

Knew  they  had  legal  rights  to  accept  or 
refuse  any  medical  treatment  offered. 

53 

(62%) 

31 

(36%) 

2 (2%) 

Gave  thought  to  type  of  terminal  care 
they  wanted. 

40 

(47%) 

44 

(51%) 

2 (2%) 

Discussed  type  of  terminal  care  with 
family  or  spouse. 

24 

(28%) 

62 

(72%) 

— 

Made  terminal  care  wishes  known 
in  writing. 

4 

(04%) 

— 

— 

Discussed  type  of  terminal  care 
with  physician. 

2 

(02%) 

84 

(98%) 

— 

Table  3.  Answers  to  advance  directives 

questionnaire. 

Yes 

No 

No  Response 

Want  resuscitative  and  artificial 

life  support  as  part  of  end-of-life  care. 

19 

(22%) 

64 

(75%) 

3 

(3%) 

Had  little  to  no  knowledge  of 
advance  directives. 

76 

(88%) 

— 

2 

(2%) 

Had  good  understanding  of  advance 
directives. 

8 

(09%) 

— 

— 

Wanted  to  know  more  about  advance 
directives. 

70 

(81%) 

9 

(10%) 

7 

(8%) 

Wanted  to  prepare  instructions 
in  advance  for  end-of-life  care. 

61 

(71%) 

17 

(20%) 

8 

(9%) 

Whom  they  would  want  to  make 
proxy  decisions: 

Undecided 

52 

(60%) 

— 

— 

Family 

19 

(22%) 

— 

— 

Doctor 

9 

(10%) 

— 

— 

Spouse 

2 

(02%) 

— 

— 

Lawyer 

2 

(02%) 

— 

— 

Clergyman 

1 

(01%) 

— 

— 

Friend 

1 

(01%) 

— 

— 

Physicians  who  initiated  discussions  of 
advance  directives  or  end-of-life  care. 

0 

( 0%) 

not,  as  was  found  in  this  study. 

We  found  an  unexpectedly 
high  number  of  individuals  who 
were  undecided  as  to  whom  they 
would  choose  to  make  medical 
decisions  for  them  in  the  event 


they  were  incapable  of  making 
decisions  for  themselves.  Other 
studies  have  shown  that  respon- 
dents to  this  question  usually 
chose  a spouse  or  family  mem- 
ber.361 3 This  discrepancy  also  may 


reflect  lack  of  knowledge  regard- 
ing advance  directives  and/or  lack 
of  prior  discussion  about  such 
matters  with  their  physician. 

Jersey  City  has  a population  of 
228,537  people;  11  percent  are  65 
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1. 

2. 

3. 

4. 


5. 


10. 

11. 


12. 


13. 


14. 


15. 

16. 


Name: 

Address:  

Age: Years 

Sex:  M □ F □ 

Religion 

I I Catholic 

I I Jewish 

I I Protestant 

I I Muslim 

EH  Other 

Race/Ethnicity 

I I Black,  not  of  Hispanic  origin 
EH  Hispanic 
EH  Asian/Pacific  Islander 
EH  White 
EH  Other 


6.  What  is  your  current  living  arrangement? 


□ 

Live  alone 

□ 

Live  with  spouse 

□ 

Live  with  family  member 

□ 

Live  with  friends 

□ 

Other 

7.  Where  do 

you  live? 

□ 

Own  home 

EH  Apartment 

□ 

, Nursing  home 

EH  Other 

□ 

Boarding  home 

□ 

Residential  health 

care  facility 

□ 

Cooperative  family  situation 

8.  Do  you  have  a private  doctor?  Yes  I I No  I I 

9.  Do  you  see  your  doctor? 

EH  On  a fairly  regular  basis 

EH  Only  when  necessary 


Have  you  had  a serious  illness  in  the  past  five  years? 

EH  Yes  EH  No 


Have  you  given  any  thought  as  to  the  kind  and  extent  of  care  you  would  want  should  you  become  seriously 
or  terminally  ill  or  permanently  unconscious? 

EH  Yes  EH  No 


Would  you  want  to  be  put  on  an  artificial  respirator  should  you  become  terminally  ill  or  permanently 
unconscious? 

I I Yes  EH  No 

If  you  became  terminally  ill  or  permanently  unconscious  would  you  want  your  heart  resuscitated  should 
it  stop  beating? 

EH  Yes  EH  No 

Would  you  want  to  be  kept  alive  by  artificial  feeding  methods  should  you  become  terminally  ill  or 
permanently  unconscious? 

EH  Yes  EH  No 

Would  you  want  to  be  kept  alive  by  artificial  means  if  you  remained  permanently  unconscious? 

EH  Yes  EH  No 

Have  you  ever  asked  your  doctor  about  this  matter? 

EH  Yes  EH  No 


Figure.  Advance  directive  questionnaire. 
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17.  Has  your  doctor  ever  brought  up  these  matters  with  you?  EH  Yes  EH  No 

18.  Have  you  let  anyone  know  about  the  kind  of  care  you  would  want  or  would  not  want  should  you  become 
permanently  unconscious  or  unable  to  make  your  wishes  known? 

□ Yes  □ No 

19.  Whom  did  you  inform? 


Your  doctor 

□ 

Your  spouse 

□ 

Other  family  members 

□ 

Other 

□ 

Clergy 

□ 

20.  How  did  you  make  your  wishes  known? 

Verbally  EH  In  writing  EH 

21.  Have  you  heard  the  terms  advance  directive  or  living  will  as  it  relates  to  medical  care? 

EH  Yes  EH  No 

22.  If  you  answered  yes  to  question  number  21 , how  did  you  come  to  know  about  advance  directives  or 
living  wills?  Check  as  many  as  you  want. 

Radio  Family  member  My  lawyer  

Television  Friend  My  clergyman  

Newspaper/magazine  My  doctor  Other  

23.  If  you  answered  yes  to  question  number  21,  check  one  of  the  following  that  best  describes  your 
understanding  of  advance  directives  or  living  wills. 

EH  Heard  about  them  but  do  not  understand. 

EH  I understand  them  somewhat. 

EH  I have  good  knowledge  of  them. 

24.  If  you  answered  no  to  question  number  21 , would  you  like  to  know  more  about  what  these  terms  mean? 

EH  Yes  EH  No 

25.  Do  you  know  you  have  the  legal  right  to  refuse  or  accept  any  treatment  offered  you  in  your  medical 
care? 

EH  Yes  EH  No 

26.  Do  you  know  you  have  the  legal  right  to  determine  what  kind  of  medical  care  you  would  accept  or  refuse 
before  you  become  seriously  ill? 

EH  Yes  EH  No 

27.  Would  you  like  to  prepare  instructions  in  advance  as  to  the  type  of  care  you  would  want  to  receive  should 
you  become  seriously  ill? 

EH  Yes  EH  No 

28.  If  you  answered  no  to  question  number  27,  then  whom  would  you  want  to  make  decisions  for  you  should 
you  become  unexpectedly  ill  or  unconscious? 

EH  Your  doctor  EH  Doctor  and  family  EH  Lawyer  EH  Other 

EH  Your  family  EH  Friend  EH  Clergyman 
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years  of  age  and  older.  The 
makeup  of  this  population  is:  36.5 
percent  are  white,  27.6  percent 
are  black,  24  percent  are  His- 
panic, and  11.4  percent  are  other. 
Fifty-one  percent  of  the  people 
are  female  and  48  percent  are 
male.  Our  study  group  was  over- 
represented by  whites,  slightly 
under-represented  by  blacks,  and 
significantly  under-represented 
by  Hispanics.  For  practical  rea- 
sons, we  chose  to  survey  indi- 
viduals living  in  residential  com- 
plexes although  a majority  of 
senior  citizens  in  Jersey  City  re- 
side outside  this  type  of  com- 
munal environment.  We  do  not 
know  to  what  extent  this  selection 
bias  affects  the  results.  Further- 
more, it  remains  to  be  determined 
whether  our  results  are  reflective 
of  the  elderly  living  in  nonurban 
areas  of  the  state  and  the  younger 
population  at  large. 

While  we  did  not  formally 
assess  the  mental  status  of  the 
participants  of  this  study,  we  feel 
they  were  all  mentally  competent 
because  they  appeared  at  the  de- 
signated place  and  time  indicated 
in  the  posted  announcement;  they 
required  a minimum  of  assistance 
in  completing  the  questionnaire; 
and  were  performing  their  usual 
activities  of  daily  living  and  re- 
quired no  assistance  for  in- 
strumental activities  of  daily  liv- 
ing. 

CONCLUSION 

We  found  most  elderly  have  lit- 
tle or  no  knowledge  or  under- 
standing of  advance  directives; 


only  4 percent  of  the  elderly  put 
in  writing  their  preferences  for 
terminal  care;  a majority  of  the 
elderly  do  not  want  resuscitative 
or  artificial  life  support  as  part  of 
end-of-life  care;  a majority  of  the 
elderly  want  to  know  more  about 
advance  directives  and  would 
consider  preparing  written  direc- 
tives; and  physicians  do  not  dis- 
cuss these  matters  with  their  pa- 
tients. ■ 
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■ Comprehensive  major  medical  coverage 

■ Full  coverage  for  dependent  children  to  age  23 

■ Continuance  of  coverage  for  retirees,  widows  and  widowers 

■ Coverage  may  be  extended  to  employees 

For  more  information,  please  call 
Jean  Wasielczyk,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895-1616 -(800)  227-6484 
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Correlation  of 

therapeutic  modalities  and 
mortality  in  critical  care 

Martin  L.  Evers,  MD 
Anthony  Chiaramida,  MD 


Severity  scoring  systems  are  time  consuming  for  physicians 
and  other  health  professionals.  In  addition,  they  are  unlikely 
to  be  used  by  resident  physicians  wishing  to  have  a quantitative 
measure  of  a patient’s  severity.  The  authors  describe  a new 
critical  care  scoring  system. 


Over  the  last  two  dec- 
ades numerous  at- 
tempts have  been 
made  to  assess  patients, 
newly  admitted  to  critical  care,  in 
an  effort  to  predict  mortality. 
These  include  the  Therapeutic 
Intervention  Scoring  System 
(TISS),12  the  Acute  Physiology 
and  Chronic  Health  Evaluations 
(APACHE),310  the  Simplified 
Acute  Physiology  Score 
(SAPS),11 12  the  Mortality  Predic- 
tion Models  (MPM),13'15  the 
Modified  System  Outcome  Score 
(SOS)  and  outcome  index,16  and 
the  Critical  Care  Scoring  System 
(CCSS).17 

Each  of  these  scoring  systems 
has  advantages  and  disadvantages. 
Each  of  these  systems  requires 
multiple  parameters  for  an  ac- 
curate score  to  be  derived.  This 
can  lead  to  logistical  problems 
with  incomplete  data  collection 
and  inaccurate  scores.  Further- 
more, due  to  these  limitations,  a 
resident  is  unable  to  use  one  of 
these  scoring  systems  to  rapidly 
assess  in  a quantitative  manner  a 
particular  patient’s  mortality  risk 
upon  admission  to  critical  care. 

Therefore,  we  established  a 
simple,  easy-to-obtain  method  for 
determining  hospital  mortality 
risk  upon  admission  to  the  critical 


care  setting.  In  the  critical  care 
units  of  the  Raritan  Bay  Medical 
Center  (RBMC),  Perth  Amboy 
Division,  and  St.  Francis  Medical 
Center  (SFMC),  we  used  four 
common  therapeutic  interven- 
tions during  the  24  hours  im- 
mediately before  and  after  in- 
tensive care  admission.  They  are 
transfusion  of  blood  products  (T), 
placement  on  a respirator  (R),  use 
of  parenteral  antibiotics  (A),  and 
use  of  pressor  agents  (P).  Based 
on  this,  a score — “TRAP” — was 
established.  The  purpose  of  our 
study  was  to  determine  whether 
the  TRAP  score  could  be  used  to 
estimate  the  risk  of  mortality, 
using  the  data  obtained  from  that 
48-hour  period. 

PATIENTS  AND  METHODS 

RBMC’s  critical  care  units 
comprise  20  of  the  hospital’s  480 
beds.  RBMC  is  a community 
teaching  hospital,  supporting  an 
internal  medicine  residency,  with 
general  medical  and  surgical  pa- 
tients. There  is  no  coronary 
surgery  of  any  kind  performed  in 
the  facility.  All  major  trauma  and 
bum  patients  are  transferred  to 
appropriate  centers,  as  soon  as 
possible.  All  patients  admitted  to 
this  critical  care  unit,  either 
directly  or  by  transfer  from 


another  floor,  during  the  months 
of  May,  June,  and  July  1988  were 
entered  into  the  study.  Upon  ad- 
mission, each  patient  had 
established  an  APACHE  II  score 
as  well  as  a TRAP  score.4  No  pa- 
tients from  this  intensive  care 
area  were  excluded  from  analysis. 

SFMC  is  a community  teaching 
hospital  supporting  a medical  and 
a surgical  residency;  12  of  the  440 
beds  are  in  the  intensive  care 
unit.  Cardiac  catheterization  is 
performed  on  site;  open  heart 
surgery  is  not.  Trauma  patients 
are  transferred  out  as  appropriate. 
All  patients  admitted  to  this  in- 
tensive care  unit,  either  directly 
or  by  transfer  from  another  floor, 
for  the  months  of  July  through 
and  including  November  1990, 
were  included  in  the  study.  Upon 
admission,  each  of  these  patients 
had  a TRAP  score  determined. 
No  patients  from  this  intensive 
care  unit  were  excluded  from 
analysis. 

The  TRAP  score  was  de- 
termined as  the  sum  of  four  treat- 
ment modalities  administered 
during  the  24  hours  immediately 
preceding  critical  care  admission 
through  and  including  the  24 
hours  after  admission  to  critical 
care.  Patients  received  one  point 
for  each  of  the  four  treatments 
present,  yielding  an  integer  score 
of  0,  1,  2,  3,  or  4.  Neither  the 
patient’s  age  nor  diagnosis  had  a 
role  in  the  evaluation  of  the  TRAP 
score.  Routine  postoperative 
respirators  and  parenteral  anti- 
biotics are  scored  as  1 point  each, 
where  present.  All  scoring  was 
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Table  1.  TRAP  score  as  compared  to  APACHE  II  at  Raritan 


Bay  Medical  Center. 
TRAP 

0 

1 

2 

3 

4 

APACHE  II 

9.3 

13.9 

17.6 

29.0 

31.8 

+ /-SD 

5.0 

7.1 

7.8 

12.9 

10.3 

No.  of  patients 

81 

52 

49 

26 

10 

P < .001. 

done  by  one  of  the  investigators. 
Statistics  were  performed  on  a 
CompuAdd™  computer,  using 
SPSS  software.  Demographic  data 
are  presented  as  averages  plus  or 
minus  ( + /-)  standard  deviation. 
All  P values  are  for  ehi  square 
calculations,  except  as  indicated. 

RESULTS 

There  were  563  patients  ad- 
mitted to  the  study,  218  patients 
from  RBMC  and  345  patients 
from  SFMC.  There  were  232 
females  (82  female  patients  from 
RBMC  and  150  female  patients 
from  SFMC)  and  321  males  (136 
male  patients  from  RBMC  and 
195  male  patients  from  SFMC). 
Direct  admissions  to  the  unit  ac- 
counted for  413  patients  (155  pa- 
tients from  RBMC  and  258  pa- 
tients from  SFMC)  and  150  pa- 
tients (63  patients  from  RBMC 
and  87  patients  from  SFMC)  were 
transferred  from  other  floors  into 
critical  care.  The  average  age  for 
the  entire  study  group  was  61.5 
years  (the  range  was  7 to  96 
years).  The  average  length  of  stay 
in  critical  care  for  the  entire  study 
group  was  6.8  days  (the  range  was 
1 to  80  days). 

There  were  178  surgical  pa- 
tients and  385  medical  patients 
admitted  into  the  study.  By 
diagnostic  group,  there  were  179 
cardiovascular  patients  (40  surgi- 
cal patients),  89  gastrointestinal 
patients  (41  surgical  patients),  77 
respiratory  patients  (12  surgical 
patients),  73  neurological  patients 
(35  surgical  patients),  37  infec- 
tious disease  patients,  and  108 
miscellaneous  patients  (50  sur- 
gical patients). 

The  218  patients  at  RBMC  had 
two  scores  obtained — TRAP  and 


APACHE  II.  The  average 
APACHE  II  score  in  this  group 
was  15.6  (the  range  was  0 to  57). 
For  these  patients,  the  increases 
in  the  TRAP  score  correlated  with 
the  increases  in  the  APACHE  II 
score  ( P < 0.001,  Table  1). 

Analysis  of  the  TRAP  score  data 
showed  that  the  563  patients  were 
distributed  as  follows  (Table  2): 
194  patients  with  0 points,  196 
patients  with  1 point,  107  patients 
with  2 points,  49  patients  with  3 
points,  and  17  with  4 points. 
Four  hundred  forty-six  patients 
were  discharged  from  the  hospital 
alive.  The  mortality  rates  were  3.7 
percent  (7  patients)  in  the  0 point 
group,  11.7  percent  (23  patients) 
in  the  1 point  group,  36.4  percent 
(39  patients)  in  the  2 point  group, 
69.4  percent  (34  patients)  in  the 
3 point  group,  and  82.4  percent 
(14  patients)  in  the  4 point  group 
(P  < 0.005).  The  three  survivors 
to  hospital  discharge  with  4 points 
were  a 34-year-old  patient  with 
an  acute  abdomen,  a 61 -year-old 
patient  with  chronic  obstructive 
pulmonary  disease,  and  a 66-year- 
old  patient  with  chronic  obstruc- 
tive pulmonary  disease.  The  7 pa- 
tients with  0 points  that  died  in 
the  hospital  were  a 35-year-old 
patient  with  hepatic  encepha- 
lopathy, a 63-year-old  patient 
with  diabetic  hyperosmolar  coma 
who  suffered  a cardiac  arrest  in 
the  ward,  a 71 -year-old  patient 
with  an  exacerbation  of  chronic 
obstructive  pulmonary  disease,  a 
75-year-old  patient  with  a stroke, 
a 76-year-old  patient  with 
postoperative  sepsis,  an  82-year- 
old  patient  with  intracranial 
bleed,  and  an  83-year-old  patient 
who  had  a cardiac  arrest  after  a 
myocardial  infarction. 


Analysis  also  was  performed  on 
each  of  the  individual  treatment 
methods  used  in  the  scoring 
system  (Table  3).  Sixty-six  pa- 
tients were  transfused,  regardless 
of  other  modalities  given,  164  pa- 
tients were  placed  on  respirators, 
285  patients  were  given  anti- 
biotics, and  102  patients  were 
placed  on  pressor  agents. 
Presence  of  any  individual 
modality  was  associated  with  a 
higher  mortality  rate  {P  < 0.001 
for  all  four  modalities). 

DISCUSSION 

The  objective  of  this  study  was 
to  establish  an  easy-to-derive 
score  for  use  by  resident  staff  in 
the  determination  of  inhospital 
mortality  risk,  at  the  time  of  ad- 
mission to  the  critical  care  area. 
Using  the  TRAP  score,  we  have 
shown  a statistical  correlation 
with  mortality  risk,  in  our  subset 
of  patients,  based  on  four  major 
therapeutic  methods  instituted 
during  the  24  hours  immediately 
before  and  after  intensive  care  ad- 
mission. These  four  interventions 
are  transfusion  of  blood  products, 
use  of  a respirator,  administration 
of  parenteral  antibiotics,  and  use 
of  pressor  agents. 

One  of  the  earliest  attempts  to 
assess  severity  of  illness  in  critical 
care  was  the  TISS  score.12  This 
retrospective  scoring  system  uses 
57  different  interventions,  each 
with  a weighted  integer  score  of 
1 to  4,  which  when  summed, 
gives  a total  that  increases  with 
greater  severity  of  illness.  The 
score  does  not  use  physiology  to 
assess  the  patient,  and  cannot 
assess  mortality  risk.  The  prime 
function  of  this  system  appears  to 
be  the  evaluation  of  resource  use. 

The  original  APACHE  system 
uses  up  to  34  parameters,  based 
on  admission  examination  and 
laboratory  studies,  and  the  pa- 
tient s chronic  health  status,  in  an 
effort  to  predict  the  severity’  of 
illness  upon  intensive  care  ad- 
mission.31’ Each  of  the  potential 
parameters  has  a weighted  in- 
teger score  of  0 to  4,  based  upon 
deviation  from  normal.  The 
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Table  2. 

TRAP  score  versus  inhospital 

mortality. 

TRAP 

Discharged 

Expired 

Total 

Percent 

score 

patients 

patients 

patients 

mortality 

0 

187 

7 

194 

3.7 

1 

173 

23 

196 

11.7 

2 

68 

39 

107 

36.4 

3 

15 

34 

49 

69.4 

4 

3 

14 

17 

82.4 

P < 0.005. 


higher  the  sum  of  these  scores, 
the  more  severe  the  patient’s  ill- 
ness and  mortality  risk.  The  large 
number  of  parameters  possible  is 
an  advantage,  but  also  is  a disad- 
vantage since  the  number  of 
parameters  is  variable  from  pa- 
tient to  patient,  thereby  yielding 
a great  disparity  in  the  scores  ob- 
tained. Inherent  in  this  system  is 
the  assumption  that  if  a particular 
measurement  has  importance  it 
will  be  obtained.  Due  to  the  large 
number  of  data  points  required, 
obtaining  the  most  accurate  score 
possible  could  be  complicated 
and  time  consuming. 

APACHE  II4'6  was  a simplified 
version  of  the  earlier  system,  re- 
ducing the  number  of  parameters 
required  to  12,  all  of  which  must 
be  present  to  obtain  a valid  score. 
Each  variable  gets  a weighted  in- 
teger score,  based  on  deviation 
from  normal,  with  a range  of  0 to 
4.  In  addition,  patients  can  get  up 
to  6 additional  points  for  age  and 
5 points  for  chronic  health  vari- 
ables. This  yields  a maximum 
possible  score  of  71,  with  higher 
scores  denoting  a greater  severity 
of  illness  as  well  as  a greater 
mortality  risk.  Diagnoses  receive 
a weighted  score  to  use  in  an 
equation  with  the  APACHE  II 
score  to  predict  mortality.  An  ad- 
vantage of  this  system  is  the 
limited  amount  of  information  re- 
quired to  establish  a score.  The 
disadvantages  include  requiring  a 
review  of  the  entire  chart  to  ob- 
tain an  accurate  score,  the  great 
overlap  between  the  scores  ob- 
tained in  critical  care  and  on  the 
ward,18  and  its  reduced  accuracy 
in  patients  transferred  to  critical 
care  from  other  areas  of  the  hos- 
pital as  opposed  to  direct  ad- 
missions.19 In  addition,  it  is 
cumbersome  and  difficult  to  sepa- 
rately calculate  a risk  of  mortality 
for  each  individual  patient. 
APACHE  III,  the  newest  modifi- 
cation of  the  APACHE  system, 
has  undergone  assessment  and 
can  be  purchased  commercially.  '9 

SAPS  uses  13  variables  ob- 
tained at  admission  from  the 
physical  examination  and  initial 


laboratory  findings,  as  well  as  age, 
in  an  attempt  to  predict  mortality 
risk.11 12  Each  variable  has  an  as- 
signed weight  of  0 to  4,  based 
upon  deviation  from  normal.  The 
mortality  risk  increases  with  in- 
creased SAPS  score.  A major  ad- 
vantage of  this  system  is  the  ease 
of  obtaining  the  needed  data,  but 
all  the  parameters  must  be 
present  for  the  score  to  be  valid. 
It  has  been  shown  to  be  at  least 
as  accurate  as  the  APACHE  I,11 
and  may  be  used  as  an  assessment 
of  morbidity  risk.12 

MPM  uses  12  parameters  at  ad- 
mission to  estimate  the  mortality 
risk,  then  refines  it  24  hours  and 
48  hours  after  admission,  using  a 
multiple  logistic  regression 
analysis.13'1’  Presence  or  absence 
of  coma  is  a major  determinant. 
While  this  model  permits  an  ac- 
curate estimation  of  the  mortality 
risk  in  intensive  care,  its  calcu- 
lation requires  use  of  a computer 
model,  making  it  difficult  to  easily 
obtain  this  risk  assessment.  In 
1990,  Rapoport  showed  that  for 
medical  patients  admitted  directly 
to  critical  care,  MPM  overesti- 
mates the  mortality  risk,  whereas 
for  those  patients  transferred  into 
critical  care  48  hours  or  more 
after  hospitalization,  MPM  under- 
estimates the  mortality  risk.  He 
further  showed  that  for  surgical 
patients,  the  prediction  is  ac- 
curate at  all  times.  This  dis- 
crepancy in  the  medical  patients 
may  be  due  to  the  fact  that  trans- 
fer patients  tend  to  enter  critical 
care  as  the  result  of  a complica- 
tion or  of  a new  management 
dilemma.20 

There  also  have  been  attempts 


to  compare  these  systems  of 
predicting  mortality  at  the  time  of 
admission  to  critical  care.2122 
Lemeshow  stated  that  the  best 
prediction  estimate  was  with  the 
MPM  model.21  Castella,  in  1991, 
showed  that  APACHE  II  and 
MPM  are  equally  accurate,  but 
MPM  is  better  when  corrected 
for  coma.22  Furthermore,  a recent 
German  study  showed  that  no 
matter  how  accurate  any  of  these 
systems  are  for  patient  groups  as 
a whole,  they  cannot  be  used  to 
predict  with  accuracy  what  will 
happen  to  an  individual  patient.23 

SOS  uses  five  components, 
based  on  organ  system  derange- 
ments, each  with  a weighted 
score.16  The  maximum  score  is  10. 
Higher  scoring  patients  are  more 
severe  and  have  a higher  mortali- 
ty risk.  The  most  important  com- 
ponent is  neurology,  and  in  this 
sense  follows  the  MPM  model.13'15 
They  noted  three  problem 
areas  — sudden  increases  in  SOS, 
delayed  deteriorations,  and  low 
scoring  patients  dying.  This  may 
be  due  to  the  fact  that  physicians 
are  unable  to  predict  the  unex- 
pected. The  SOS  system  includes 
treatment  parameters  relying, 
therefore,  on  management  of  a 
particular  problem  as  opposed  to 
the  problem  itself  to  assess 
mortality  risk. 

CCSS  uses  17  parameters, 
scored  from  0 to  4,  based  on  de- 
viation from  the  normal,  using 
data  derived  from  the  diagnosis, 
laboratory,  respiratory  parame- 
ters, and  hemodynamics.17  High 
scores  are  consistent  with  a high 
mortality  risk.  Each  point  over  14 
increases  the  risk  by  3 percent. 
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Table  3.  Analysis  of  individual  modalities  and  expiration. 


Total 

Expired 

Percent 

Modality 

patients 

patients 

mortality 

Transfused 

66 

25 

37.9 

Not  transfused 

497 

92 

18.5 

Respirator 

164 

106 

64.6 

No  respirator 

399 

11 

2.8 

Antibiotics 

285 

86 

30.2 

No  antibiotics 

276 

31 

11.2 

Pressors 

102 

57 

55.9 

No  pressors 

461 

60 

13.0 

P < 0.001  for  all  four  modalities. 


Due  to  the  requirement  of  having 
all  17  parameters  present  for  a 
valid  score,  a Swan-Ganz  catheter 
is  required  to  make  this  risk 
assessment.  Further,  there  is  no 
assessment  of  the  neurological 
system  in  this  evaluation.  These 
limitations  make  this  a severity 
scale  best  suited  for  cardiopul- 
monary pathology  as  opposed  to 
the  general  critical  care  patient. 

Studies  have  attempted  to  use 
other  parameters,  such  as  age,24  26 
domicile  prior  to  intensive  care 
admission,25  2,1  presence  of  chronic 
illness,25  26  or  the  use  of  treatment 
modalities25'28  to  predict  mortality 
risk.  But  several  of  these  rely  on 
the  use  of  a computer,24'26  where- 
as the  others  focus  primarily  on 
a single  intervention. 

These  studies  attempt  to 
predict  the  risk  mortality  at  the 
time  of  admission  to  critical  care. 
However,  most  of  the  studies 
have  the  disadvantage  of  being 
relatively  time  consuming,  and 
several  studies  require  access  to 
a computer.  Over  time,  attempts 
have  been  made  to  simplify  the 
methods  by  which  the  mortality 
risk  is  assessed.  To  be  useful,  a 
predictor  of  mortality  should  be 
easy  to  remember  and  the  data 
required  should  be  easy  to  obtain 
at  admission.  This  is  important  for 
a resident  attempting  to  assess  a 
particular  patient  s mortality  risk, 
since  residents  are  poor  predic- 
tors of  outcome  for  the  severely 
ill.7-29 

Our  score— TRAP — fits  these 
criteria.  Any  member  of  the 
housestaff  can  determine  the 


TRAP  score  simply  by  checking 
the  admission  orders  and  giving  a 
single  point  for  each  of  the  four 
major  therapeutic  interventions. 
It  also  can  be  easily  applied  at  the 
patient’s  bedside. 

We  have  shown  that  a TRAP 
score  of  0 has  a minimal  mortality 
risk  (3.7  percent),  whereas  a score 
of  4 has  a 82.4  percent  mortality 
risk  while  in  the  hospital  after 
critical  care  admission.  We  have 
shown  that  each  of  the  separate 
therapeutic  interventions,  inde- 
pendent of  the  others,  increases 
the  mortality  risk  in  a statistically 
and  clinically  significant  manner. 
We  have  shown  a correlation  be- 
tween the  APACHE  II  score  and 
the  TRAP  score.  Further  study  is 
required  in  larger  centers. 

We  feel  that  the  TRAP  score 
can  be  used  as  an  adjunct  to  other 
scoring  systems  in  estimating 
critical  care  mortality  risk  for  an 
individual  patient.  It  is  not  in- 
tended to  serve  as  a means  to 
triage  patients,  but  rather  to  give 
the  resident  physician  an  estimate 
of  mortality  at  the  time  of  initial 
presentation  and  treatment.  Our 
objective  is  not  to  replace  the 
more  sophisticated  systems,  but 
to  provide  a rapid  means  of 
mortality  risk  assessment  to  the 
medical  and  surgical  housestaff, 
pending  the  calculation  of  one  of 
the  other  severity  scores.  Ap- 
propriate care  for  the  patient 
should  not  be  withheld  based 
upon  this  score.  The  TRAP  score 
also  can  be  used  to  assess  the 
appropriate  use  of  these  treat- 
ment modalities  by  physicians.  H 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
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central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
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are  common  after  parenteral  administration  of  the  drug.1’?  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 -3 
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or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
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therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
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Physicians  and  pharmacists: 
Operation  Medication 
Awareness 

Edith  Tortora  Micale,  RP 


Hudson  County  senior 
citizens  came  from  all 
parts  of  the  county:  by 
bus,  by  car,  and  by 
foot  to  participate  in  the  Second 
Annual  Operation  Medication 
Awareness  sponsored  by  the 
Hudson  County  Medical  Society 
and  the  Hudson  County  Phar- 
maceutical Society.  At  this  con- 
ference, participants  had  an  op- 
portunity to  interact  with  physi- 
cians and  pharmacists  to  learn 
about  proper  medication  usage. 

The  concept  of  seminars  to  en- 
courage patient  compliance  is  not 
new.  The  Pharmacy  Institute  of 
New  Jersey,  a sister  organization 
of  the  New  Jersey  Pharmaceutical 
Association,  has  sponsored  con- 


ferences in  select  counties  in  New 
Jersey,  with  pharmacists  partici- 
pating in  both  lectures  and  round- 
table discussions  with  senior 
citizens. 

The  importance  of  medication 
compliance,  especially  with 
seniors,  who  often  are  on  multiple 
medications,  was  recognized  by 
H.  Lee  Gladstein,  RP,  executive 
director  of  the  New  Jersey  State 
Board  of  Pharmacy.  Mr.  Gladstein 
recognized  the  need  for  drug 
education  in  the  senior  popula- 
tion— to  explain  to  senior  citizens 
the  proper  use  of  prescribed 
medications  and  the  need  to  en- 
courage them  to  ask  questions. 
He  took  this  idea  to  the  people, 
and  began  a speaker’s  bureau  to 


address  senior  citizens.  This  year 
Mr.  Gladstein  will  be  awarded  the 
prestigious  Citizen’s  Award  by 
the  Academy  of  Medicine  of  New 
Jersey  for  his  volunteer  efforts  in 
this  program. 

Operation  Medication  Aware- 
ness is  a unique  project  based  on 
the  participation  of  physicians 
and  pharmacists.  As  president  of 
the  New  Jersey  State  Board  of 
Pharmacists,  I conceived  the  idea 
that  pharmacists  and  physicians 
should  work  together  on  such  a 
project.  Working  with  Sanford 
Fishman,  RP,  a trustee  of  the 
New  Jersey  Pharmaceutical  As- 
sociation, and  Mr.  Gladstein,  I 
approached  the  Hudson  County 
Medical  Society  for  support. 


Figure  1.  Joseph  N.  Micale,  MD,  MSNJ  president- 
elect, welcomes  the  audience. 


Figure  2.  As  program  organizer,  Edith  T.  Micale,  RP 

(center),  reviews  the  day  s events. 
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Figure  3.  Palma  E.  Formica,  MD, 
AMA  trustee  and  past-president  of 
MSNJ,  addresses  the  participants. 


Figure  4.  Hospital  staff  members 
sponsor  informational  tables  and 
educational  handouts. 


Figure  5.  Hilda  Roque,  MD,  dis- 
cusses health  care  with  a senior 
citizen  at  the  luncheon. 


Figure  6.  Nan  Davis,  RP,  spoke  on 
“Alcohol  and  Other  Drugs:  A 

Dangerous  Combination. 


Figure  7.  John  S.  Madara,  MD,  was 
the  keynote  speaker  at  the  First 
Annual  Operation  Medication 
Awareness. 
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Joseph  N.  Micale,  MD,  and  San- 
ford Fishman,  RP,  co-chaired  a 
committee  of  physicians  and 
pharmacists  to  oversee  the  plan- 
ning of  the  event.  Operation 
Medication  Awareness  in  October 
1991  was  attended  by  300  senior 
citizens,  county  legislators,  com- 
munity leaders.  Medical  Society 
of  New  Jersey  (MSNJ)  members, 
and  local  pharmacists.  John  S. 
Madara,  MD,  MSNJ  past-presi- 
dent, spoke  on,  “Patients,  Pills, 
and  Physicians.” 

Because  of  the  success  of  this 
initial  program,  the  Second  An- 
nual Operation  Medication 
Awareness  was  held  in  October 
1992.  Over  500  senior  citizens  at- 
tended. Palma  E.  Formica,  MD, 
MSNJ  past-president  and  trustee 
of  the  American  Medical  Associa- 
tion, was  the  representative 
speaker  for  medicine.  Louis  A. 
Mitchell,  RP,  past-president  of 
the  New  Jersey  Pharmaceutical 
Association  and  trustee  of  the  Na- 
tional Association  of  Retail  Drug- 
gists, emphasized  the  importance 
of  compliance.  The  1992  program 
also  received  support  from 
Bayonne  Hospital,  Christ 
Hospital,  Meadowlands  Hospital 
Medical  Center,  and  Palisades 
General  Hospital  (Figures  1-7). 

Pharmacists  and  physicians 
joined  senior  citizens  for  lunch 
and  acted  as  moderators,  en- 
couraging seniors  to  ask  ques- 
tions. The  importance  of  the  pro- 
gram was  recognized  by  county 


leaders  who  supported  the  pro- 
gram by  their  presence  and  the 
presentation  of  a citation  to  the 
chairmen  of  the  committee. 

Medication  awareness  is  a con- 
cept that  encourages  patients  to 
understand  medications  and  to 
use  medications  to  the  fullest  ex- 
tent. With  good  communication 
and  understanding  between  the 
patient,  the  physician,  and  the 
pharmacist,  every  patient  receives 
the  best  possible  care  and  the 
benefits  of  all  medications.  Dr. 
Micale  noted  physicians  must 
stress  to  patients  the  need  to  un- 
derstand medications,  to  ask 
questions  about  medications,  to 
take  all  medications,  and  to  be 
sure  all  medications  are  in  orig- 
inal bottles  and  labeled  properly. 

Operation  Medication  Aware- 
ness is  a nonprofit  organization, 
founded  by  a group  of  physicians, 
pharmacists,  and  community 
leaders  who  encourage  seminars 
throughout  the  state  and  through- 
out the  nation. 

Judging  by  the  success  of  the 
two  Hudson  County  seminars,  a 
bright  future  can  be  seen  for  the 
implementation  of  many  more 
programs.  H 

Mrs.  Micale  is  a registered  pharmacist 
in  New  York  and  New  Jersey.  She  is 
affiliated  with  Englewood  Hospital  and 
she  is  president  of  the  New  Jersey 
Board  of  Pharmacy.  For  information  on 
a seminar  in  your  county,  contact 
OMA,  Inc.,  90  Huyler  Landing  Road, 
Cresskill,  NJ  07626. 
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to  managed  compe- 
tition, now  is  the 
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Breast  cancer  after 
radiation  exposure 
in  cMdhooa 

Ravi  Jhaveri 
Donald  K.  Brief,  MD 
Viera  Schweitzer,  MD 


Reports  in  the  literature  link  radiation  in  childhood  to  some  form 
of  breast  cancer  in  later  life.  The  authors  present  a report  on 
the  carcinogenic  effects  of  chemotherapy  and  radiation  on  the 
pubescent  breast  of  a 12-year-old  female  treated  for  Wilms’ 
tumor  of  the  left  kidney. 


Survivors  of  childhood 
cancers  commonly  de- 
velop secondary  neo- 
plasms later  in  life.  Radia- 
tion exposure  of  the  immature 
breast  in  the  course  of  treatment 
for  primary  malignancy  has  been 
linked  to  the  formation  of  new 
cancers.  This  report  describes  a 
case  of  breast  cancer  that  de- 
veloped after  radiation  exposure 
to  the  prepubescent  breast  for 
metastatic  left-sided  Wilms’ 
tumor. 

CASE  REPORT 

A 12-year-old  white  female 
presented  with  vague  pain  in  the 
left  upper  quadrant  of  the  ab- 
domen. Physical  examination  re- 
vealed a large,  firm,  nontender, 
left  upper  quadrant  mass  extend- 
ing to  the  costal  margin  in  the 
area  of  the  upper  pole  of  the  left 
kidney.  Preoperative  diagnosis 
was  a tumor  of  the  left  kidney. 
She  underwent  exploratory 
laparotomy  with  a left  radical 
nephrectomy  with  excision  of  the 
spleen,  the  tail  of  the  pancreas, 
part  of  the  diaphragm,  and  a 
wedge  resection  of  the  left  lobe 
of  the  liver.  Postoperative 
diagnosis  was  Wilms’  tumor  of  the 
left  kidney.  Vincristine  and  radia- 
tion were  given  as  adjuvant  thera- 


py. She  received  a total  of  4,000 
R as  an  outpatient  over  the  course 
of  two  months.  Three  months’ 
postoperatively,  a chest  x-ray 
showed  no  evidence  of 
metastases. 

Fifteen  months  later  a chest 
x-ray  revealed  a mass  in  the  left 
apical  and  left  perihilar  areas. 
Diagnosis  was  pleural  metastases 
in  the  left  upper  chest  and  to 
lymph  nodes  in  the  left  superior 
mediastinum.  She  was  treated 
with  vincristine  and  actinomycin 
D and  a radiation  dose  of  4,000 
R.  Three  months  later,  an  x-ray 
showed  the  lesions  to  have  disap- 
peared. 

At  age  19,  the  patient  com- 
plained of  diplopia  one  night,  and 
shortly  thereafter  she  was  found 
in  a coma  with  urine-stained 
sheets  and  blood  in  her  mouth. 
An  angiogram  revealed  a basilar 
artery  occlusion.  The  patient  re- 
mained quadreplegic  and  aphonic 
for  the  rest  of  her  life.  The  oc- 
clusion was  believed  to  be  of  em- 
bolic origin  but  that  diagnosis 
never  was  confirmed. 

At  age  30,  a mass  was  dis- 
covered in  her  left  breast.  A mam- 
mogram was  performed  suggest- 
ing a diagnosis  of  carcinoma. 
Physical  findings  showed  a mass 
in  the  left  breast  that  was  approx- 


imately 4x6  cm.  The  lesion  was 
mobile  and  not  attached  to  mus- 
cle or  skin.  No  masses  were  found 
in  the  right  breast  and  no  axillary 
or  supraclavicular  nodes  were 
present.  The  left  breast  was  un- 
derdeveloped, half  the  size  of  the 
normal  right  breast. 

An  open  incisional  biopsy  was 
performed  with  a diagnosis  of  in- 
filtrating ductal  carcinoma.  A 
modified  radical  mastectomy  was 
performed  two  weeks  later.  The 
tumor  extended  into  all  four 
quadrants  of  parenchymal  tissue. 
The  lateral  portions  of  the  outer 
quadrants  were  heavily  fibrosed. 
One  of  12  lymph  nodes  revealed 
metastatic  carcinoma. 

Progesterone  receptor  assay 
levels  were  128  fm/mg  on  the  day 
of  the  biopsy  and  168  fm/mg  on 
the  day  of  surgery.  Estrogen  re- 
ceptor levels  were  36  fin/mg  and 
88  fm/mg,  respectively.  (Normal 
values  for  estrogen  and 
progesterone  receptor  levels  are 
10  fm/mg.) 

The  final  pathology  report  in- 
dicated an  infiltrating  ductal 
carcinoma  of  the  left  breast 
(Figure).  Due  to  her  neurologic 
condition,  a more  aggressive 
strategy  with  adjuvant  treatment 
was  not  undertaken. 

At  age  33,  she  was  diagnosed 
with  multiple  rib  metastases  and 
underwent  radiation  therapy. 
Bone  scan  a few  months  later 
showed  multiple  lytic  metastases. 
She  subsequently  experienced 
hypercalcemia  and  died  in  a coma 
two  and  a half  years  after  the 
diagnosis  of  breast  carcinoma. 
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Figure.  Low-power  magnification  showing  invasive  intraductal  carcinoma  with  intraductal  component. 


DISCUSSION 

There  is  no  observed  associa- 
tion between  Wilms  tumor  and 
the  subsequent  development  of 
breast  carcinoma,  although  there 
may  be  a genetic  predisposition  to 
secondary  malignant  neoplasms  (6 
percent  over  20  years,  and  18  per- 
cent over  34  years).10  The  breast 
neoplasm  is  likely  to  have  oc- 
curred because  of  the  radiation 
involved  in  treatment  of  the 
Wilms’  tumor.  Radiation  has  long 
been  identified  as  a cause  of 
cancer.  This  hypothesis  is  sup- 
ported by  the  hypoplasia  that  re- 
sulted from  irradiation  of  the  im- 
mature breast.  Hypoplasia  is 
known  to  occur  in  young  girls 
who  have  received  radiation 
doses  of  greater  than  2,000  R.1 
Abnormal  hypoplasia,  however, 
cannot  be  positively  linked  with 
the  abnormal  growth  of  cancer 
cells.  Some  of  the  documented 
cases  of  radiation-induced 
carcinoma  after  Wilms’  tumor 
have  hypoplasia  but  one  can  only 
hypothesize  a connection.6  ' 

Genetic  susceptibility  may  have 


made  the  patient  more  vulnerable 
to  radiation-induced  breast 
cancer,  but  the  only  family  history 
of  breast  cancer  was  in  a maternal 
aunt. 

The  developing  breast  consists 
of  a slowly  expanding  duct 
system.  High  doses  of  radiation 
concentrated  into  short  periods 
like  those  given  for  Wilms’  tumor, 
will  not  only  cause  marked  under- 
development, but  also  will  arrest 
growth  permanently  and  cause 
severe  fibrosis  and  shrinkage  of 
tissue.2 

Modan  conducted  a study  on 
the  increased  risk  of  breast  cancer 
after  low-dose  irradiation.3  Two 
possible  explanations  were  given. 
One  explanation  suggested 
greater  radiosensitivity  of  the 
young  breast  than  currently  was 
thought;  the  other  explanation 
postulated  endocrine  changes  due 
to  radiation  of  the  pituitary  gland, 
although  the  latter  theory  does 
not  apply  in  this  case.  Forbes’s 
opinion  was  that  thymus  irradia- 
tion may  be  associated  with  an 
increased  risk  of  malignancy,  in- 
cluding breast  cancer.4 


A Swedish  study  concerning 
the  effects  of  the  radiation  from 
chest  x-rays  in  children  suggested 
a considerable  increase  in  the  risk 
of  inducing  breast  cancer  in 
adolescents.  Frequencies  of  in- 
duced malignancies  were  calcu- 
lated, and  the  morbidity  due  to 
chest  wall,  breast,  and  spinal  de- 
formity was  estimated  at  four 
times  the  mortality  rate.5 

Cases  similar  to  ours,  of  breast 
carcinoma  developing  after  re- 
moval of  Wilms’  tumor  accom- 
panied by  radiotherapy,  have 
been  reported.6'9  Reimer  re- 
ported the  first  case  in  which 
radiation  was  believed  to  have 
caused  the  secondary  neoplasm.6 
Love  reported  a case  of  breast 
cancer  following  radiation  of 
Wilms’  tumor.7  The  genetic  factor 
was  excused  as  a cause  of  the 
cancer,  and  radiation  was  credited 
with  causing  carcinoma  and  hypo- 
plasia. The  Table  summarizes 
cases  involving  radiation-induced 
breast  carcinoma  after  Wilms’ 
tumor.  It  is  interesting  to  note 
that  no  male  patients  have 
presented  with  such  a history'. 
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Table.  Breast  carcinoma  after  Wilms'  tumor. 

Years 


Hypo- 

Diagnosis of 

since 

Sex 

Diagnosis 

Age 

Portals  of  radiation  and  doses 

plasia 

second  cancer 

Age 

primary 

F 

Left-sided  Wilms’  tumor 

12 

Left  thorax 

2,000  R 

(A) 

Yes 

Left  infiltrating  ductal 

30 

18 

2,000  R 

(P) 

carcinoma 

Pleural  metastases 

13 

Left  upper  chest 

2,000  R 

(A) 

2,000  R 

(P) 

F6 

Right-sided  Wilms’  tumor 

6 

Right  renal  bed 

1,500  R 

Yes 

Left  infiltrating  ductal 

22 

16 

carcinoma 

Left  metastatic  Wilms'  tumor 

7 

Left  hemithorax 

2,000  R 

Right  fibroadenoma  (breast) 

24 

18 

R 

Left-sided  Wilms’  tumor 

6 

Left  breast 

app.  4,745  R 

Yes 

Infiltrating  ductal  carcinoma 

34 

28 

F» 

Wilms’  tumor 

9 

Abdominal 

2,100  R 

No 

Breast  adenocarcinoma 

38 

29 

thorax 

600  R 

F9 

Left-sided  Wilms'  tumor 

9 

Left  breast 

200  R 

(A) 

No 

Infiltrating  ductal 

38 

29 

400  R 

(P) 

carcinoma 

Right  breast 

200  R 

(A) 

200  R (P) 


Li  did  a study  on  second 
neoplasms  after  Wilms  tumor  in 
childhood.8  Out  of  427  patients, 
30  patients  developed  second 
neoplasms,  of  which  16 
neoplasms  were  malignant.  One 
neoplasm  was  a case  of  breast 
adenocarcinoma  in  which  the 
tumor  appeared  within  the  win- 
dow of  prior  radiation  treatment. 
Li  also  conducted  a study  to  in- 
vestigate the  occurrence  of  breast 
carcinomas  following  cancer  ther- 
apy during  childhood.9  Out  of  910 
patients,  5 patients  developed 
either  infiltrating  carcinoma  or 
noninfiltrating  tumor  of  the 
breast.  Each  of  the  4 patients  with 
metastasis  Wilms’  tumor  was 
treated  with  surgery  and  radiation 
therapy.  Radiotherapy  again  was 
considered  to  be  the  cause  of 
secondary  breast  cancers.  The 
doses  of  radiation  given,  however, 
were  less  than  in  other  cases  re- 
ported. On  average,  1,700  R were 
given  to  the  affected  areas;  Re- 
imer  reported  3,500  R total,  and 
Love  reported  4,745  R total.  The 
total  radiation  dose  in  our  patient 
was  8,000  R,  but  the  amount  of 
radiation  received  by  the  breast  is 
unknown.  Unlike  hypoplasia, 
there  is  no  proved  threshold  for 
radiation-induced  cancer. 

Iknayan  discussed  two  cases 
linking  radiation  in  the  prepubes- 
cent  breast  to  carcinoma  develop- 
ing some  years  after  treatment.10 
The  patients  received  large  doses 
of  radiation  for  a congenital  nevus 
and  a lymphoma,  respectively. 
Both  developed  adenocarcinoma 


of  the  breast  many  years  after  in- 
itial therapy. 

The  chemotherapy  given  in  our 
case  is  known  to  potentiate  the 
effects  of  radiation  therapy, 
perhaps  increasing  the  risk  of  the 
immature  breast  tissue  to  radia- 
tion exposure. 

CONCLUSION 

Reports  in  the  literature  link 
radiation  in  childhood  to  some 
form  of  breast  cancer  in  later  life. 
They  also  discount  an  inherent 
link  between  Wilms  tumor  and 
breast  carcinoma.  This  case 
parallels  other  reported  cases  in 
that  sense.  Since  there  is  no 
proved  connection  between 
Wilms  tumor  and  subsequent 
breast  cancer,  radiation  is  con- 
sidered the  primary  agent.  There 
are  many  theories  as  to  the 
etiology  of  radiation-induced 
breast  carcinoma,  but  no  de- 
finitive answers. 

This  case  illustrates  the  risks 
involved  with  radiation  exposure 
of  the  prepubescent  breast. 
Survivors  of  childhood  cancers 
have  been  shown  to  develop 
breast  neoplasms  in  later  life.  De- 
veloping breast  tissue  should  be 
considered  highly  susceptible  to 
irradiation,  and  proper  precau- 
tions and  careful  followup  should 
be  employed.  M 
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MEDICAL  SOCIETY  OF 
NEW  JERSEY  AUXILIARY 

is  sponsoring  a 

50/50  RAFFLE 

to  benefit 

American  Medical  Association 
Education  and  Research  Foundation 
(AMA-ERF) 

★★★★★★★★★★ 


With  your  donation,  the  AMA-ERF  can  continue  to  provide  funds  to  medical  schools  and 
medical  students. 


Donation: 

First  Prize: 

Second  Prize: 

Drawing: 

Winners  need  not  be  present  to  win. 
I.D.  #248-5-28836 


$25  a ticket 

80%  of  the  cash  award 

20%  of  the  cash  award 

May  4,  1993,  at  12  noon 
Trump  Taj  Mahal  Casino/Resort 
Atlantic  City,  NJ 


License  #RA2950 


To  purchase  50/50  raffle  tickets,  complete  this  form  and  return  it  with  a check  made  payable 
to  MSNJ  Auxiliary  to: 


MSNJ  Auxiliary 
2 Princess  Road 
Lawrenceville,  NJ  08648 


Number  of  tickets 


Amount  enclosed  $ 


Name. 


Address. 


Telephone. 


Confirmation  will  be  sent  to  you  upon  receipt  of  your  check. 
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DOCTORS’  NOTEBOOK 


TRUSTEES’  MINUTES 


A regular  meeting  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  January  17,  1993,  at 
MSNJ  headquarters  in  Lawrence- 
ville.  Detailed  minutes  are  on  file 
with  the  secretary  of  your  county 
society.  A summary  of  significant 
actions  follows. 

Executive  director’s  report. 

1.  Stewart  (Copeland  versus 
Sullivan).  Noted  the  opinion  of 
Palma  E.  Formica,  MD,  AM  A 
trustee,  who  articulated  her 
perception  of  the  AMA  position: 
any  physician  contemplating  a 
private  agreement  with  a patient 
should  seek  guidance  from  his  at- 
torney. 

2.  Legislation  update.  Noted 

the  following:  Clark  Martin’s 

comments  on  MSNJ  s role  in  the 
passage  of  A-1117/S-559,  which 
eliminated  the  2.5  percent 
surcharge  on  medical  malpractice 
insurance;  and  a bill  opposing 
Green  Spring,  a managed  care  or- 
ganization, has  been  introduced 
in  the  Senate. 

3.  Health  care  reform.  Noted 
that  the  agenda  for  the  New 
Jersey  Coalition  for  Health  Care 
Reform  includes  refinement  of 
the  recently  enacted  major  review 
and  revision  of  the  Medicaid  pro- 
gram, with  special  emphasis  on 
primary  care  physicians’  fees. 

4.  Council  on  Public  Health 
subcommittees.  Reviewed  the 
following:  a subcommittee  under 
the  auspices  of  the  Council  on 
Public  Health  will  explore  the  is- 
sues of  domestic  and  community 
violence;  and  the  Council  on 
Public  Health  will  establish  a 
work  group  to  combat  the  threat 
of  tuberculosis. 

5.  Membership  recruitment 
and  retention.  Authorized  the  ex- 
penditure of  $20,000  for  im- 
plementation of  the  membership 


1993  MSNJ  ANNUAL  MEETING 

DAILY  SCHEDULE 

SATURDAY,  MAY  1,  1993 

3:30  P.M. 

Board  of  Trustees’  Meeting 

7:00  P.M. 

Officers’  Reception/Dinner  (by  invitation  only) 

SUNDAY,  MAY  2,  1993 

8:00  a.m. 

Registration  Opens 

8:00  A.M. 

Meeting— AMA  Delegation 

9:00  AM. 

Message  Center  Opens 

10:00  A.M. 

“Managed  Care/Managed  Competition”  Program 

11:30  A.M. 

Exhibits  Open 

12:15  p.m. 

“Health  Reform  in  New  Jersey  Lecture 

2:00  P.M. 

House  of  Delegates 

3:30  P.M. 

Reference  Committee  Meetings 

MONDAY,  MAY  3, 1993 

7:30  A M. 

Breakfast  Meeting 

8:00  A.M. 

Registration  Opens 

8:00  a.m. 

Message  Center  Opens 

9:00  AM. 

House  of  Delegates  (Election) 

12:15  P.M. 

Luncheon  for  “Women  in  Medicine” 

12:30  P.M. 

Golden  Merit  Award  Ceremony  and  Reception 

2:30  P.M. 

Reference  Committee  Meetings 

5:00  P.M. 

JEMPAC  Political  Forum 

5:45  P.M. 

JEMPAC  Wine  and  Cheese  Reception 

7:00  P.M. 

Mercer  County  Medical  Society  Reception  Honoring 

William  E.  Ryan,  MD,  President 

TUESDAY,  MAY  4,  1993 

8:00  A M. 

Registration  Opens 

8:00  A M. 

Message  Center  Opens 

8:30  A.M. 

Exhibits  Open 

9:00  A.M. 

House  of  Delegates 

2:00  P.M. 

Exhibits  Close 

6:00  P.M. 

Inaugural  Ceremony 

7:00  P.M. 

Inaugural  Reception  and  Dinner  Honoring 

Joseph  N.  Micale,  MD,  Incoming  President 

WEDNESDAY,  MAY  5, 1993 

8:00  a.m. 

Registration  Opens 

8:00  a.m. 

Message  Center  Opens 

9:00  a.m. 

“Management  Strategies  for  HIV  Infection”  Program 

1:00  P.M. 

Board  of  Trustees’  Meeting 
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plan,  which  includes  focus  groups 
conducted  by  an  outside  agency 
to  determine  how  MSNJ  could 
make  membership  more  attrac- 
tive; materials  to  be  developed  on 
managed  care;  and  a FAX  broad- 
casting network. 

Specialty  reports.  Received  re- 
ports from  Stanley  S.  Bergen,  Jr, 
MD,  for  the  University  of 
Medicine  and  Dentistry;  Louis  P. 
Scibetta  for  the  New  Jersey 
Hospital  Association;  and  Marion 
H.  Geib,  for  the  Medical  Society 
of  New  Jersey  Auxiliary. 

Unfinished  business.  Approved 
the  following  recommendation: 

That  the  AMA  Delegation  submit  a 
resolution  to  the  1993  AMA  Annual 
Meeting  to  accomplish  the  intent  of 
Resolution  #23  and  the  Substitute 
Resolution. 

Note:  Resolution  #23  resolved 
that  the  Board  of  Trustees  be  in- 


structed to  initiate  a lawsuit 
against  the  Health  Care  Financ- 
ing Administration  (HCFA), 
Pennsylvania  Blue  Shield  (PBS), 
and  any  other  federal,  state,  or 
local  agencies  that  interfere  with 
the  physician  passing  on  man- 
dated costs  to  the  ultimate  con- 
sumer, seeking  a permanent  in- 
junction to  prevent  such  agencies 
from  enacting  penalties  or  in  any 
other  way  interfering  with  said 
charges.  The  Substitute  Resolu- 
tion further  resolved  that  the 
Board  of  Trustees  be  instructed  to 
seek  corrective  legislation,  ad- 
dressed to  HCFA,  Congress,  and 
any  other  federal,  state,  or  local 
agencies  that  interfere  with  the 
physician  passing  on  mandated 
costs  to  the  ultimate  consumer, 
seeking  permanent  relief  to  pre- 
vent such  agencies  from  enacting 
penalties,  or  in  any  other  way  in- 
terfering with  said  charges. 


New  Business 

1.  New  policy  for  dermato- 
logical procedures.  Agreed  that 
letters  will  be  written  to  HCFA, 
PBS,  the  New  Jersey  Congres- 
sional delegation,  and  the  AMA, 
criticizing  the  peremptory  han- 
dling by  PBS  of  the  procedural 
code  problem  affecting  derma- 
tologists, and  stated  a resolution 
will  be  submitted  to  the  AMA  for 
consideration  in  June. 

2.  Physicians  excluded  from 
managed  care  programs.  Will 
refer  the  issue  of  excluding 
qualified  physicians  from 
managed  care  programs  to  the 
Council  on  Medical  Services  for 
consideration. 

Upcoming  meetings.  Reviewed 
the  following  dates  for  Board 
meetings:  March  21,  at  10  AM. 
and  April  14,  at  9:45  A.M.  □ 


LEGISLATIVE  UPDATE 


The  following  list  presents  the 
official  position  of  the  Medical 
Society  of  New  Jersey  (MSNJ)  re- 
garding bills  currently  in  the 
Legislature.  As  further  bills  of 
medical  interest  are  introduced, 
they  will  be  considered  by  MSNJ 
and  supplemental  bulletins  will 
be  supplied,  indicating  MSNJ’s 
position. 

Senate/Assembly 

Active 

S-676-Dorsey— Permits  physi- 
cians to  dispense  up  to  a 14-day 
supply  of  drugs  and  increases  al- 
lowable administrative  costs.  Sup- 
port with  amendment,  that  the 
limitation  on  administrative  costs 
be  deleted. 

S-695-Cardinale—  Provides 
that  the  State  Board  of  Medical 
Examiners,  rather  than  the  State 
Board  of  Optometrists,  will  certify 
optometrists  to  use  or  prescribe 
certain  medications.  Active  sup- 
port. 

S-720-Matheussen  — Termi- 
nates a moratorium  on  issuing 
certificates  of  need.  Active  sup- 
port. 


S-722-Dorsey — Specifies  that 
prompt  payment  provisions  in 
Health  Care  Cost  Reduction  Act 
pertain  to  hospital  services  claims. 
Active  opposition,  because  the 
requirement  to  provide  prompt 
payment  of  all  provider  claims  is 
reduced  to  apply  only  to 
hospitals. 

S-723-Dorsey— Repeals  sec- 
tion 37  of  P.L.  1991,  c.187  to 
permit  any  certificate  of  need  ap- 
plication to  be  forwarded  to  the 
State  Health  Planning  Board  and 
commissioner  of  health.  Active 
support. 

S-868-Dorsey  — Revises 
prompt  payment  provisions  in 
Health  Care  Cost  Reduction  Act 
to  require  payment  in  30  days. 
Active  support. 

S-874-Bassano — Allows  in- 
surers to  establish  preferred 
provider  arrangements.  Active 
opposition,  insurance  companies 
should  not  be  deciding  quality 
care  or  negotiating  fees  for  care. 

S-876-Sinagra — Prohibits  the 
advertising  of  tobacco  and  related 
products  on  public  properties. 
Active  support. 


S-1023-Bassano— Requires  all 
health  insurers  to  have  open 
enrollment  for  individual  health 
benefits  coverage  on  a community 
rated  basis.  Support  with  amend- 
ment, to  change  the  number  of 
representatives  on  the  New 
Jersey  Individual  Health  Cov- 
erage Program  board  to  12 
members,  3 of  whom  are  to  be 
physicians  nominated  by  MSNJ. 

S-1085-Codey—  Updates  pre- 
medical education  requirements 
for  the  practice  of  medicine  and 
surgery.  Support  with  amend- 
ment, deleting  the  requirement  of 
one  three-credit  course  each  in 
chemistry,  physics,  and  biology. 

SR-41-Matheussen  — Me- 
morializes Congress  and  the  HHS 
Secretary  to  restore  New  Jersey 
Medicare  diagnosis  related  group 
(DRG)  waiver  and  share  hospital 
uncompensated  care  payments. 
Active  support. 

SR-47-Brown  — Urges  com- 
missioner of  the  Department  of 
Human  Services  to  simplify 
Medicaid  application  and  eligibili- 
ty determination  procedures.  Ac- 
tive support. 
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SCR-52-Bassano— Establishes 
New  Jersey  Legislative  Com- 
mission on  Health  Care  Financ- 
ing. Support  with  amendment, 
that  MSNJ  and  the  New  Jersey 
Association  of  Osteopathic  Physi- 
cians & Surgeons  provide  the 
Legislature  with  the  names  of 
physicians  recommended  to  be 
appointed  to  the  Commission. 

A-ll-Wright  — Continues  New 
Jersey  Health  Care  Trust  Fund. 
Law  c.  25  P.L.  1992. 

A-12-Frelinghuysen— Termi- 
nates a moratorium  on  issuing 
certificates  of  need.  Active  sup- 
port. 

A-13-Mikulak — Specifies  that 
prompt  payment  provisions  in 
Health  Care  Cost  Reduction  Act 
pertain  to  hospital  services  claims. 
Active  opposition,  because  the 
requirement  to  provide  prompt 
payment  of  all  provider  claims  is 
reduced  to  apply  only  to 
hospitals. 

A- 15-Franks— Repeals  section 
37  of  P.L.  1991,  c.187  to  permit 
any  certificate  of  need  application 
to  be  forwarded  to  the  State 
Health  Planning  Board  and  com- 
missioner of  health.  Active  sup- 
port. 

A-1211-Russo — Prohibits  the 
advertising  of  tobacco  products 
on  billboards.  Active  support. 

A-1326-Arnone — Provides  that 
the  State  Board  of  Medical  Ex- 
aminers, rather  than  the  State 
Board  of  Optometrists,  will  certify 
optometrists  to  use  or  prescribe 
certain  medications.  Active  sup- 
port. 

A-1329-Mikulak  — Requires 
physicians  who  treat  Medicare 
patients  to  inform  their  patients  of 
their  Medicare  assignment 
policies.  Active  opposition,  there 
is  no  objection  to  informing  pa- 
tients of  a physician’s  Medicare 
policy,  but  the  posting  of  a sign 
in  the  office  is  not  necessary;  fines 
for  noncompliance  are  unreason- 
able and  excessive. 

A-1361-Catania  — Changes 
prescription  forms  to  facilitate  use 
of  generic  drugs.  Active  opposi- 
tion, liberalization  of  the  generic 
law  is  not  indicated  at  this  time 


and  presents  risks  to  patients. 

A- 1 4 13-Rocco— Requires  the 
certification  of  dialysis  techni- 
cians by  the  New  Jersey  State 
Board  of  Nursing.  Active  support. 

A-1449-Impreveduto  — Elim- 
inates DRG  hospital  reimburse- 
ment system.  Support  with 
amendment,  deleting  the  direc- 
tion of  the  commissioner  of  health 
to  adopt  regulations  to  implement 
an  alternative  hospital  reimburse- 
ment system. 

A-1503-Colburn  — Establishes 
county  health  planning  commit- 
tees. Active  support. 

A-1570-J  Smith  — Requires 
certain  seat  height  and  seatbelts 
on  school  buses;  requires  use  of 
seatbelts  on  school  buses.  Same  as 
S-291.  S-291  signed  into  law  as 
Chapter  92,  P.L.  1992. 

A-1574-Vandervalk  — Estab- 
lishes the  Volunteer  Physicians 
Program  in  the  New  Jersey  State 
Department  of  Health  (NJDOH). 
Active  support. 

A - 164  4- Franks  — Changes 
qualifications  for  commissioner  of 
health.  Active  opposition,  be- 
cause the  health  care  needs  of  our 
population  require  that  a licensed 
physician  serve  in  the  position  of 
commissioner  of  health.  There  are 
many  qualified  candidates.  It  is 
not  advisable  to  dilute  the  re- 
quirements at  a time  when  the 
nation  and  New  Jersey,  in 
particular,  face  a major  public 
health  crisis  caused  by  drug  ad- 
diction, AIDS,  and  environmental 
diseases. 

A-1654-Felice — Requires  all 
health  insurers  to  have  open 
enrollment  for  individual  health 
benefits  coverage  on  a community 
rated  basis.  Support  with  amend- 
ment, to  change  the  number  of 
representatives  on  the  New 
Jersey  Individual  Health  Cov- 
erage Program  board  to  12 
members,  3 of  whom  are  to  be 
physicians  nominated  by  the 
MSNJ. 

AR-17-Colburn  — Me- 
morializes Congress  and  the 
Secretary  of  Health  and  Human 
Services  to  restore  New  Jersey 
Medicare  DRG  waiver  and  share 


hospital  uncompensated  care  pay- 
ments. Active  support. 

ACR-74-Felice  — Establishes 
New  Jersey  Legislative  Com- 
mission on  Health  Care  Financ- 
ing. Support  with  amendment, 
that  MSNJ  and  the  New  Jersey 
Association  of  Osteopathic  Physi- 
cians & Surgeons  provide  the 
Legislature  with  the  names  of 
physicians  who  are  recommended 
to  be  appointed  to  the  Com- 
mission. 

Senate/Assembly 

Monitor 

S-646-Cafiero — Requires  birth 
certificates  to  include  the  child’s 
blood  type.  Law  c.70,  P.L.  1992. 

S-696-Kyrillos — Establishes 
operating  rules  for  personal  wa- 
tercraft. 

S-714-DiFrancesco — The  Oc- 
cupational Therapy  Licensing  Act 
provides  for  the  licensure  of  oc- 
cupational therapists  and  occupa- 
tional therapy  assistants. 

S-760-CardinaIe— Permits  any 
private  health  care  institution  to 
determine  circumstances  under 
which  it  will  decline  to  withhold 
or  withdraw  life-sustaining 
measures. 

S-774-Sinagra  — Designates 
Robert  Wood  Johnson  University 
Hospital  and  St.  Peter’s  Medical 
Center  as  the  children’s  hospitals 
for  central  New  Jersey. 

S-793-Cardinale — Establishes 
standards  for  drug  review  pro- 
gram by  pharmacists  in  com- 
pliance with  federal  Medicaid  re- 
quirements. 

S-800-Palaia — Expands  EMT- 
A training  options  for  ambulance, 
first  aid,  and  rescue  squad 
personnel. 

S-808-Bassano — Requires  that 
federal  Medicaid  disproportionate 
share  monies  in  excess  of  amount 
anticipated  in  state  budget  be 
used  to  reduce  uncompensated 
care  add-on. 

S-810-Cardinale  — Requires 
parental  notification  of  abortion 
performed  on  minors. 

S-826-Cafiero— Grants  civil 
immunity  to  emergency  medical 
technicians  in  certain  cases. 
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S-848-AclIer — Allows  certain 
licensed  chiropractors  from  other 
states  to  he  licensed  in  New 
Jersey. 

S-883-Brown  — Permits  li- 
censed psychologists  to  perform 
competency  evaluations  in  crimi- 
nal cases. 

S-891-Sinagra  — Requires 
pharmaceutical  manufacturers  to 
pay  15  percent  rebate  to  PAAD 
program. 

S-900-Sinagra  — Requires 
pharmaceutical  manufacturers  to 
pay  rebate  to  PAAD  program. 

S- 906- Bassano  — Requires 
pharmaceutical  manufacturers  to 
provide  rebates  for  products 
purchased  under  PAAD  program. 
Law  c.83,  P.L.  1992. 

S- 909-Card  inale  — Modifies 
licensure  standards  for  certain  ap- 
plicants who  are  licensed 
chiropractors  in  other  states. 

S-927-Rice — Establishes  reim- 
bursement methodology  for  dis- 
proportionate share  hospitals. 

S-928-Rice— Establishes  tem- 
porary uniform  statewide  sur- 
charge on  hospital  bills  to  cover 
costs  of  reimbursing  Medicare 
program. 

S-9  3 5-Brown  — Requires 
health  care  facilities  to  notify  first 
aid,  ambulance,  and  rescue 
squads  that  they  are  transporting 
a patient  who  has  AIDS  or  a con- 
tagious, infectious,  or  com- 
municable disease. 

S-943-Rice — Requires  phar- 

maceutical manufacturers  to  re- 
imburse PAAD  program  15  per- 
cent of  cost  of  drug  products. 

S-962-Cardinale — Establishes 
hereditary  disorders  and  birth  de- 
fects program  in  New  Jersey  and 
Advisory  Council  on  Hereditary 
Disorders  and  Birth  Defects  in 
NJDOH. 

S-969-Dorsey  — Requires 
health  insurers  to  pay  for 
epithesis  therapy. 

S-981-Bassano— Permits  hos- 
pitals to  defer  payment  to  Health 
Care  Cost  Reduction  Fund  until 
December  1,  1992. 

S-1027-Ad!er — Permits  termi- 
nation of  pregnancy  before  via- 
bility; prohibits  termination  after 
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viability  except  in  certain  circum- 
stances. 

S-1059-Adler — Imposes  pen- 
alties against  an  underage  person 
for  operating  a motor  vehicle  after 
consuming  an  alcoholic  beverage. 

S-1072-Ciesla — Clarifies  that 
only  chiropractors  can  determine 
need  for  chiropractic  treatment  in 
review  of  PIP  benefits. 

S-1083-Bassano  — Provides 
continued  benefits  for  any  person 
in  a chronic  renal  disease  pro- 
gram as  of  June  30,  1992. 

S-l  1 10-Gormley  — Establishes 
the  Children  and  Families  Ini- 
tiative in  the  Department  of 
Human  Services  and  appropriates 
$1,000,000. 

SCR-65-LaRossa — Creates  the 
Joint  Select  Committee  on 
Medicaid  Reimbursement. 

A-14-Singer  — Limits  reim- 
bursement for  hospital  uncom- 
pensated care  to  state  residents. 
Law  c.68,  P.L.  1992. 

A-16-Colburn — Requires  that 
federal  Medicaid  disproportionate 
share  monies  in  excess  of  amount 
anticipated  in  state  budget  be 
used  to  reduce  uncompensated 
care  add-on. 

A-1128-Felice  — Permits  exist- 
ing sirens  within  500  feet  of 
schools. 

A- 1206- Russo — Clarifies  mea- 
surement of  alcohol  concentration 
in  blood  or  breath  for  drunken 
driving. 


A-1207-Russo — Amends  im- 

plied consent  law  to  allow  for 
blood  or  urine  testing  to  de- 
termine use  of  intoxicating  liquors 
or  controlled  dangerous  sub- 
stances; permits  use  of  portable 
roadside  breath  analyzers. 

A-1221-Felice— Requires  cer- 
tain health  insurers  to  allow 
freedom  of  choice  in  the  selection 
of  pharmacists  and  pharmacy 
services. 

A-1224-Farragher—  Permits 
any  private  health  care  institution 
to  determine  circumstances 
under  which  it  will  decline  to 
withhold  or  withdraw  life-sustain- 
ing measures. 

A-1232-Shinn — Amends  Right 
To  Know  Act;  regulates  use  of 
pesticides  on  farms. 

A-  1278-Azzolina  — Designated 
the  New  Jersey  Basic  Health 
Services  Study  Commission  Act. 

A-1301-Felice  — Requires 
clinical  laboratores  to  bill  recip- 
ients directly  for  services. 

A- 1339-Wright  — Designates 
Robert  Wood  Johnson  University 
Hospital  and  St.  Peter  s Medical 
Center  as  the  children’s  hospitals 
for  central  New  Jersey. 

A- 1381 -Catania.  — Profes- 
sional Counselor  Licensing  Act. 

A-1389-Moran  — Establishes 
standards  for  drug  review  pro- 
gram by  pharmacists  in  com- 
pliance with  federal  Medicaid  re- 
quirements. 


ARE  YOU  MOVING? 

Please  send  a change  of  address  to  NEW  JERSEY  MEDICINE,  Medical 
Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville,  NJ  08648,  at 
least  six  weeks  before  you  move. 

Name  

Old  Address 

City. State Zip 

New  Address 

City State Zip 
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A-  1436-Gibson— Grants  civil 
immunity  to  emergency  medical 
technicians  in  certain  cases. 

A-1514/A-1517-Mikulak  — Re- 
quires NJDOH  to  ensure  pa- 
tient’s right  to  appeal  hospital  bill. 

A - 1520-Singer  — Exempts 
physical  and  occupational  thera- 
pists from  the  provisions  of  the 
Orthotist  and  Prosthetist  Licens- 
ing Act. 

A-1522-Derman  — Provides 
that  licensed  audiologists  and 
speech  language  pathologists  are 
eligible  for  reimbursement  under 
certain  health  insurance  policies. 

A-1532-Catania  — Clarifies 
that  only  chiropractors  can  de- 
termine need  for  chiropractic 
treatment  in  review  of  PIP  ben- 
efits. 


UMDNJ  NOTES 


A-1533-Catania  — Requires 
posting  of  warnings  on  the 
dangers  of  drinking  alcohol  dur- 
ing pregnancy. 

A-1588-Catania  — Provides 
that  chiropractic  services  must  be 
provided  by  health  maintenance 
organizations  (HMOs). 

A-1591-Heck  — Establishes  an 
Office  of  Child  Advocacy. 

A- 1592-Catania  — Requires  re- 
porting of  positive  toxicology  tests 
on  newborn  infants. 

A-1596-Mikulak — Establishes 
New  Jersey  Unemployment 
Health  Insurance  Plan  for  certain 
unemployed  individuals. 

A-1600-Crecco  — Permits 
licensed  psychologists  to  perform 
competency  evaluations  in  crimi- 
nal cases. 


A-1621-Solomon  — Provides 
for  community  residences  for 
head  injured  persons  licensed  by 
the  Department  of  Human 
Services. 

A-1647-Derman  — Prohibits 
smoking  in  child  care  centers. 

A- 165  7-Bagger — Prohibits 
written  recommendations  of  in- 
surers regarding  the  management 
of  risk  from  being  used  as 
evidence  in  court  or  arbitration 
forum. 

AR-72-Doria — Requests  com- 
missioner of  health  to  examine 
feasibility  of  new  methods  to  pre- 
vent the  spread  of  tuberculosis.  □ 


Partnerships  are  key  to 
UMDNJ  progress.  The  key  role 
partnerships  will  play  in  future 
UMDNJ  progress — from  new 
statewide  programs  in  health  care 
and  medical  research  to  the  de- 
velopment of  a clinical  campus  in 
southern  New  Jersey — was  the 
theme  of  the  ninth  annual  Univer- 
sity Day  program,  held  on 
January  27,  1993,  in  Camden. 
Highlights  of  the  program,  which 
honored  UMDNJ’s  southern  New 
Jersey  affiliates,  included  award- 
ing of  the  University  Medal  for 
Distinguished  Leadership  to  As- 
semblyman John  A.  Rocco  (R- 
Camden)  and  recognizing  six 
UMDNJ  employees  for  their 
outstanding  contributions. 

In  the  president’s  traditional 
State  of  the  University  address,  it 
was  noted  that  the  passage  of  the 
UMDNJ  Flexibility  Act  last  year 
paved  the  way  for  University 
participation  in  joint  research  and 


AMNJ  REPORT 


The  Academy  of  Medicine  of 
New  Jersey  (AMNJ),  the  Medical 
Society  of  New  Jersey,  and  the 
New  Jersey  State  Department  of 
Health,  Division  of  AIDS  Preven- 
tion and  Control,  are  sponsoring 
three  major  symposia  on  manage- 
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health  care  ventures  with  New 
Jersey  s vast  pharmaceutical  in- 
dustry. 

Partnerships  also  will  be  a 
major  factor  in  the  University’s 
goal  of  establishing  Camden  as  a 
major  regional  health  sciences 
center. 

National  tuberculosis  research 
and  care  center.  A major  center 
for  tuberculosis  (TB)  care,  re- 
search, and  training  has  been 
established  at  the  Newark  campus 
of  UMDNJ.  The  center,  the  New 
Jersey  Medical  School  National 
Tuberculosis  Center  at  UMDNJ, 
will  be  a state  and  national  re- 
source in  the  escalating  battle  to 
stop  the  resurgence  of  TB.  Dr. 
Lee  Reichman,  internationally 
recognized  for  his  expertise  in 
treating  TB,  is  stepping  down  as 
director  of  the  Division  of 
Pulmonary  Medicine  at  the 
medical  school  to  head  the  new 
center. 


ment  strategies  for  HIV  infection. 
The  symposia  will  be  held  on  the 
following  dates  and  at  the  follow- 
ing locations:  May  5,  1993,  MSNJ 
Annual  Meeting,  Trump  Taj 
Mahal  Casino/Resort;  May  10, 
1993,  Radisson  Hotel,  Newark 


UMDNJ  forms  new  school  of 
nursing.  A new  school  of  nursing 
offering  an  innovative  career  lad- 
der to  professional  advancement 
has  been  established  by  UMDNJ. 
The  UMDNJ-School  of  Nursing, 
the  University’s  seventh  school,  is 
the  tri-state  area’s  first  to  offer  an 
uninterrupted  path  to  advanced 
nursing  degrees.  Its  creation 
represents  UMDNJ’s  commit- 
ment to  serve  the  state’s  needs  by 
educating  a full  spectrum  of 
health  care  practitioners.  Dr. 
Frances  W.  Quinless,  a registered 
nurse  with  a doctoral  degree  in 
nursing,  is  dean  of  the  new 
school.  She  had  been  acting  as- 
sociate dean  for  clinical  affairs 
and  chairman  of  the  Department 
of  Nursing  Education  and 
Services  at  UMDNJ-School  of 
Health  Related  Professions.  □ 
Stanley  S.  Bergen,  Jr,  MD,  Presi- 
dent 


Airport;  and  May  11,  1993, 

Sheraton  Poste  Inn,  Cherry  Hill. 

Dr.  John  W.  Sensakovic  of 
Saint  Michael’s  Medical  Center 
and  chairman  of  the  series  will 
address,  “Current  Treatment  Op- 
tions for  HIV-Associated  Op- 
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portunistic  Infections.”  Dr. 
George  Perez  of  Saint  Michael  s 
Medical  Center  will  present 
“Anti-Viral  Therapy  for  HIV  In- 
fection: Newest  Approaches  and 
Future-  Strategies.”  Dr.  Richard 
B.  Roberts  of  New  York  Hospital- 
Comell  Medical  Center  will  be 
the  keynote  speaker  on  May  10 
and  11.  He  will  address  “Control 
Policies  for  HIV  Infection  and 
TB:  Fact  or  Fiction.  For  farther 
information,  contact  the  AIDS 
program  manager  at  AMNJ  ex- 
ecutive offices. 

On  Wednesday,  March  17, 
1993,  AMNJ,  the  New  Jersey 
State  Department  of  Personnel, 
and  the  New  Jersey  State  Depart- 
ment of  Corrections  will  sponsor 
“A  Wellness  Program:  Prevention 
and  Medical  Management  of 


Heart  Disease.  The  program, 
which  will  be  held  at  the  Human 
Resource  Development  Institute 
in  Princeton,  includes  two 
speakers:  Dr.  Norman  Ertel, 

chief.  Medical  Services,  Veterans 
Administration  Medical  Center, 
East  Orange,  who  will  discuss 
cholesterol  control,  and  Dr.  Al- 
luru  Reddi,  associate  professor  of 
medicine  (nephrology),  UMDNJ- 
New  Jersey  Medical  School,  who 
will  discuss  hypertension  and 
wellness. 

Plans  are  moving  forward  for 
the  Academy’s  Annual  Awards 
Dinner  to  be  held  on  May  26, 
1993,  at  the  Chanticler  in  Short 
Hills.  The  Awards  Committee  has 
sent  a solicitation  letter  to  all 
Academy  fellows  and  friends  re- 
questing support  for  the  Spon- 


sor’s Book  to  commemorate  the 
occasion  and  raise  funds  for  the 
Academy’s  Education  Fund.  Fur- 
ther information  on  the  dinner 
and  this  fundraising  activity  can 
be  obtained  by  contacting  Linda 
Bartolo. 

The  1993  schedule  for  the  New 
Jersey  Physician’s  Golf  Associa- 
tion (NJPGA)  is  being  completed 
and  will  be  mailed  to  the 
membership.  The  NJPGA  plans 
to  hold  six  tournaments  this  year 
beginning  in  May.  This  will  be 
the  seventh  season  for  the  or- 
ganization. Dr.  J.  Thomas  David- 
son of  Princeton  is  serving  as 
president  for  the  1993  season. 
Further  information  on  mem- 
bership in  the  NJPGA  is  available 
by  contacting  Lisa  Fleischer.  □ 
George  J.  Hill,  MD,  President. 


MSNJ  AUXILIARY 


AMA-ERF.  Thanks  to  the 
statewide  efforts  of  Auxiliary 
members,  total  contributions  to 
the  American  Medical  Associa- 
tion-Education and  Research 
Foundation  (AMA-ERF)  and  its 
Tuition  Assistance  and  Medical 
Excellence  programs  are  greater 
than  $10,000.  This  is  ahead  of  last 
year’s  total,  and  we  are  halfway  to 
our  goal.  An  AMA-ERF  50/50  raf- 
fle is  underway  and  the  Auxiliary 
hopes  to  sell  at  least  1,000  tickets 
at  $25  each.  The  drawing  will  take 
place  at  the  MSNJ  Annual  Meet- 
ing at  the  Trump  Taj  Mahal 
Casino/Resort  in  Atlantic  City  on 
May  4,  1993.  Winners  need  not 
be  present.  A raffle  subscription 
is  on  page  237  of  this  issue.  Con- 
tact the  MSNJA  office  for  details 
or  additional  subscription  forms  at 
1/609/896-1766. 

Medical  Marriages.  The 
MSNJA  Membership  Develop- 
ment Committee  sponsored  a suc- 
cessful program  on  medical  mar- 
riages. Participants  learned  that 
working  in  a spouse’s  medical  of- 
fice can  be  a challenge,  and  suc- 
cessful relationships  with  staff, 
patients,  and  physicians  require 
detailed  planning,  communication 
between  partners,  and  under- 


standing of  work  roles.  Psycholo- 
gists Kathy  Seid,  PhD,  and 
Rosemarie  Scolaro  Moser,  PhD, 
outlined  the  advantages  and  dis- 
advantages and  the  coping  skills 
couples  use  to  make  working  to- 
gether successful. 

On  the  plus  side,  working  in  a 
husband  s medical  office  can 
provide  a shared  sense  of  excite- 
ment and  involvement  in  the 
future  and  create  a mutual  sense 
of  importance  in  the  practice.  A 
spouse  naturally  has  a greater  in- 
terest in  the  welfare  of  the  prac- 
tice than  do  other  employees.  A 
spouse  also  is  more  protective  of 
the  physician  and  the  practice, 
and  has  a greater  impact  on  the 
patients.  No  one  else  will  treat 
patients  as  well  as  a spouse.  In 
addition,  a physician  and  spouse 
working  together  better  appre- 
ciate the  stresses  in  the  practice 
and,  therefore,  can  support  each 
other  in  sharing  and  managing 
stress.  And  finally,  a physician  can 
trust  and  rely  on  a spouse  more 
than  anyone  else  in  the  office. 

There  are,  however,  potential 
difficulties  in  working  together. 
The  entire  marriage  can  revolve 
around  the  practice  and  its 
problems,  particularly  when  the 


partners  fail  to  leave  the  practice 
at  work  and  continue  addressing 
issues  at  home.  It  is  important  to 
separate  marital  concerns  and  of- 
fice/practice concerns.  Com- 
munication between  partners  is 
vital  to  sustain  good  relations. 

In  addition,  a spouse  can  ap- 
pear to  take  over  running  the 
practice  and  make  the  physician 
feel  out  of  control.  It  is  important 
to  determine  roles  and 
responsibilities  in  advance. 

Spouses  working  in  the  medical 
office  also  have  an  impact  on  the 
staff.  Relationships  with  cowork- 
ers will  depend  on  several  factors. 
A spouse’s  role  must  be  clearly 
defined  to  prevent  problems.  Jobs 
outside  the  scope  of  that  role 
should  be  delegated  to  others.  To 
avoid  the  potential  for  resent- 
ment, the  spouse  needs  to  clarify 
the  role  and  know  exactly  with 
whom  to  talk  and  then  adhere  to 
the  chain  of  command.  Staff  meet- 
ings on  a regular  basis  are  critical. 

All  in  all,  the  pros  outweigh  the 
cons  if  the  physician  and  spouse 
make  even7  effort  to  plan  well, 
communicate  with  each  other, 
and  follow  through  on  good  office 
procedures  with  staff.  O Marion 
H.  Geib,  President 
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HOUSING  APPLICATION 


227th  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

May  2 to  May  5,  1993 

TRUMP  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 

RESERVATION  DEPARTMENT  1/800/825-8786 

(Please  Print) 

Name __ 

Address 

City___ State Zip 

Home  Phone Business  Phone 

Sharing  With  

Date  of  Arrival Time 

Date  of  Departure Time 

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check  or  money 
order  payable  to  TRUMP  TAJ  MAHAL  CASINO/RESORT  or  complete  the  following: 


Card  # Type Exp.  Date 

• 

SCHEDULE  OF  RATES  SUBJECT  TO  12%  TAX 

□ SINGLE  $115  □ DOUBLE  $115  □ Extra  Person  $25 

(Reservations  must  be  received  prior  to  April  2,  1993) 

□ One  Bedroom  Suite  $275  per  day 

□ One  Bedroom  Hospitality  Suite  $300  per  day 

Check-out  time  is  12  NOON  Rooms  may  not  be  available  for  check-in  until  after  4 P M.  Check-in  time  on  Sundays 
is  6 P M.  FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  is  required  for  a full  refhnd.  PARKING: 
FREE  PARKING  TO  REGISTERED  GUESTS.  One  car  per  room. 

□ Check  if  Official  Delegate  County 

PLEASE  NOTE:  Effective  March  1,  1992,  Atlantic  City  casino  hotels  must  levy  a $2  per  room,  per  night  hotel  room  use 
as  legislated  by  the  state  of  New  Jersey. 

The  proceeds  from  the  fees  collected  pursuant  to  this  legislation  shall  be  paid  into  a special  fund  that  will  be  established 
and  held  by  the  Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended  by  the  Convention 
Center  Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts,  and  casino  gaming. 

★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★ 

MAIL  THIS  APPLICATION  TO: 

Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  NJ  08401 
Tel:  1/800/825-8786 
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NEW  JERSEY  MEDICINE 


Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


MARCH  1993 

MARCH  3rd 

Critical  Reading  of  the  Medical 
Literature 

Robert  H.  Fletcher,  M.D. 

Editor,  Annals  of  Internal  Medicine, 
Philadelphia 

MARCH  10th 

Review  of  Current  Classification  of 
Pemphigus 

John  R.  Stanley,  M.D. 

Senior  Investigator,  Dermatology  Branch, 
National  Institutes  of  Health,  Bethesda, 
Maryland 

MARCH  17th 

Clinical  Pathological  Case  Presentation 

Brad  B.  Moore,  M.D. 

Sunil  Natrajan,  M.D. 

Savas  Petrides,  M.D. 

W.  Clay  Wamick,  M.D. 

Chief  Medical  Residents,  Hahnemann 
University 

MARCH  24th 

Skeletal  Changes  in  Spaceflight 

Sara  Bond  Amaud,  M.D. 

Research  Scientist,  Life  Science  Division, 
University  of  California/San  Francisco 

MARCH  31st 

Acute  Myocardial  Infarction  in  the  ’90s 

J.  Ward  Kennedy,  M.D. 

Professor  of  Medicine,  Director,  Division 
of  Cardiology,  University  of  Washington 
School  of  Medicine,  Seattle 


APRIL  1993 

APRIL  7th 
Bacterial  Meningitis 

M.  Michael Sheld,  M.D. 

Professor  of  Internal  Medicine,  University 
of  Virginia  School  of  Medicine, 
Charlottesville,  VA 

APRIL  14th 

Impact  of  New  Advances  in 
Cardiovascular  Ultrasound  in  Clinical 
Practice 

A.J.  Tajik,  M.D. 

Professor  of  Medicine  & Pediatrics, 
Director,  Cardiac  Ultrasound  Laboratory, 
The  Mayo  Clinic,  Rochester,  MN 

APRIL  21st 

Onychomycosis  and  Its  Imitators 

Lynn  Drake,  M.D. 

Assistant  Professor  of  Medicine,  Division 
of  Dermatology,  Massachusetts  General 
Hospital,  Deputy  Chairman  and  Director, 
Policy  and  Planning,  Harvard  Medical 
School,  Boston,  MA 

APRIL  28th 

Migraine:  Epidemiology,  Pathology, 
Diagnosis,  and  Treatment 

Neil  L.  Raskin,  M.D. 

Professor  and  Vice  Chairman, 

Department  of  Neurology,  University  of 
California/San  Francisco,  CA 


MAY  1993 

MAY  5th 

Upper  Gastrointestinal  Acid-Peptic 
Disorders 

Barry  J.  Marshall,  M.D. 

Associate  Professor  of  Internal  Medicine, 
University  of  Virginia  School  of  Medicine, 
Charlottesville,  VA 

Stuart  J.  Spechler,  M.D. 

Division  of  Gastroenterology 
Beth  Israel  Hospital 
Boston,  MA 

MAY  12th 

Myocarditis:  Pathology  & Clinical 
Correlation— Results  of  NIH  Myocarditis 
Trial 

Margaret  Billingham,  M.D. 

Professor  of  Pathology,  Stanford 
University  School  of  Medicine,  CA 

MAY  19th 

Diagnosis  and  Treatment  of  Anxiety  and 
Depression 

Jean  W.  Helz,  M.D. 

Assistant  Professor  of  Mental  Health 
Sciences,  Director,  Liaison  Psychiatry, 
Hahnemann  University 

MAY  26th 

Advances  in  Diagnosis  and  Treatment  of 
Peripheral  Vascular  Disease 

Morris  D.  Kerstein,  M.D. 

Deissler  Professor  and  Chairman  of 
Surgery,  Hahnemann  University 


Wednesday  Medical  Seminar  Series 


8:30  a.m.  to  3:30  p.m. 

MARCH  10, 1993  APRIL  14, 1993  MAY  5, 1993 

Dermatology:  Immunopathologic  Echocardiography  Upper  Gastrointestinal  Acid-Peptic  Disorders 

Mechanisms  and  Treatment  of  Selected  Ramesh  C.  Bansal,  M.D.,  Alan  Manet,  M.D.  Barry  J.  Marshall,  M.D., 

Vesiculobullous  Disorders  Jae  K.  Oh,  M.D.,  A.J.  Tajik,  M.D.  Stuart  J.  Spechler,  M.D. 

John  R.  Stanley,  M.D.  Course  Director:  K.  Chandrasekaran,  M.D.  Course  Director:  Harris  R.  Clearfield,  M.D. 

Ernst  H.  Beutner,  Ph.D. 

Course  Director:  Richard  Spielvogel,  M.D. 


Seminar  Director:  Allan  B.  Schwartz,  M.D  , Professor  and  Vice  Chair  of  Medicine,  Director, 
Continuing  Medical  Education  for  the  Department  of  Medicine 

Conflict  of  Interest  Statement:  All  faculty  participating  in  continuing  medical  education  pro- 
grams sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real  or 
apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 


Statement  of  Accreditation:  As  an  organization  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME).  Hahnemann  University  designates  this  continuing 
medical  education  activity  as  Category  I of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association.  One  credit  hour  may  be  claimed  for  each  hour  of  participation 
by  the  individual  physician. 
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CONTINUING  EDUCATION 


CARDIOLOGY 

April  Woodbridge  Place,  Iselin 

14  20th  Annual  Pacemaker  (Newark  Beth  Israel  Medical 

Meeting  Center) 

8 A.M.-3  P.M. — Sheraton  at  15  Ventricular  Arrhythmias:  To 

Treat  or  Not  To  Treat 

5-6  P.M.  — Somerset  Medical 
Center,  Somerville  (Somerset 
Medical  Center) 

DERMATOLOGY 

April  (UMDNJ,  Division  of 

13  General  Membership  Meeting  Dermatology) 

6 P.M.  — Schering  Corporation,  {^ay 

Kenilworth  (Dermatological  . . , .. 

_ . , rXjT\  1 Annual  Meeting 

ociety  of  J)  All  day — Ramada  Renaissance, 

21  Robert  Wood  Johnson  East  Brunswick 

Medical  School  (Dermatological  Society  ofNJ) 

Dermatological  Conference  ,g  Rober,  Wood  ,ohnson 

6-9  P.M.  — Rutgers  Community  „ ~ , ■ 

Health  Plan,  57  U S.  Highway  Medical  5choo 

, „ t xt  i Dermatological  Conference 

1,  South,  New  Brunswick 

6-9  P.M. — Rutgers  Community 
Health  Plan,  57  U.S.  Highway 
1,  South,  New  Brunswick 
(UMDNJ,  Division  of 
Dermatology) 

Sensible  Sun  Exposure  and 
Common  Tumors  of  the  Skin 
10-11  A.M.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

DIABETES 

May  Orange  (AMNJ) 

4 Diabetic  Nephropathy  5 Prevention  of  Lower 

12  NOON-1  P.M. — The  Extremity  Amputations 

Hospital  Center  at  Orange,  12:30-1:30  P.M.  — Kessler 

Institute  for  Rehabilitation, 
West  Orange  (AMNJ  and 
NJDOH) 

INFECTIOUS  DISEASE 


April 

6 Infection  Control  in  the  16 

HIV  Era 

3-4  P.M.  — MCOSS  Nursing 
Services,  Red  Bank  (NJDOH 
and  AMNJ) 

7 Infection  Control  in  the  21 

HIV  Era 

11:30  A.M. -12:30  P.M  — 

Hamilton  Hospital,  Trenton 
(AMNJ  and  NJDOH) 

7 Identification  and  29 

Management  of  Asymptomatic 
HIV  Infection 
11:30  A M -12:30  P.M  — 

Rahway  Hospital,  Rahway 
(AMNJ  and  NJDOH) 

14  Integrating  TB  Management 

into  Care  of  the  HIV-Infected 
Patient 

8-9  A.M. — Somerset  Medical 
Center,  Somerville  (AMNJ  and 
NJDOH) 

16  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

11:30  A.M. -12:30  P.M  — 

Rahway  Hospital,  Rahway 


(NJDOH  and  AMNJ) 

Infection  Control  in  the 
HIV  Era 

10-11  A.M. — Marlboro 
Psychiatric  Hospital,  Marlboro 
(AMNJ  and  NJDOH) 

Infection  Control  in  the 
HIV  Era 

9-10  A.M. — Warren  Hospital, 
Phillipsburg  (AMNJ  and 
NJDOH) 

Identification  and 
Management  of  the  HIV 
Indeterminant  Infant 

1:30-2:30  P.M.  — Essex  County 
Hospital  Center,  Cedar  Grove 
(AMNJ  and  NJDOH) 

30  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

12  NOON-1  P.M.  — South  Jersey 
Hospital  System,  Bridgeton 
(AMNJ  and  NJDOH) 

May 

5 Identification  and 

Management  of  the  HIV 
Indeterminant  Infant 


11:30  A.M.-12:30  P.M  — 
Hamilton  Hospital,  Trenton 
(AMNJ  and  NJDOH) 

5 Infection  Control  in  the 
HIV  Era 

11:30  A.M. -12:30  P.M  — 

Rahway  Hospital,  Rahway 

(AMNJ  and  NJDOH) 

19  Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

1:30-2:30  P.M.  — Runnells 
Specialized  Hospital,  Berkeley 
Heights  (AMNJ) 

21  Diagnosis  and  Treatment  of 
AIDS 

12  NOON-1  P.M. — South  Jersey 
Hospital  System,  Bridgeton 
(AMNJ) 
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MEDISOFT  MEDICAL  PRACTICE 
ADVANCED  ACCOUNTING 


Used  by  over  20,000  Doctors  Nationwide.  Computerize 
your  business  now  and  get  the  MANDATORY  ELECTRONIC 
BILLING  Feature  FREE.  We  will  install,  fully  train  you  and 
your  staff  and  give  you  on-site  full  support.  The  System  has 
all  the  advanced  billing  and  practice  management  features 
with  its  great  advantage  Easy  To  Use.  30-day  money  back 
guarantee.  Only  $1 ,495  for  the  Software  package  alone.  If 
you  need  hardware,  we  will  get  it  at  wholesale  price  and 
install  it  free. 

Authorized  Preferred  Dealer 

Computer  Systems  & Applications 

781  Oneida  Trail.  Franklin  Lakes,  NJ  07417 


Tel:  (201)  891-7622  Fax:  (201)  847-8609 


JUNE  7-1 1th,  1993 

Update  Your  Medicine  nineteenth  annual 
practical  CME  course  with  Hands-on  work- 
shops. Sponsored  by  Cornell  University  Medical 
College  in  New  York  City  and  the  Association 
of  Practicing  Physicians  of  The  New  York 
Hospital.  39  Category  I AMA-PRA  credit.  Also 
elective  credit  by  AAFP.  Info:  Lila  A.  Wallis,  MD, 
Director  and  Debora  A.  Laan,  Coordinator/445 
East  69th  Street,  Olin  328,  New  York,  NY  10021. 
Telephone:  212-746-4752. 


Women  in  Medicine 

Monday,  May  3,  1993 
12:15  P.M. 

Topaz  Room— Section  B 
Trump  Taj  Mahal  Casino/Resort 
Atlantic  City,  New  Jersey 

Invited  Guest  Speaker: 

Honorable  Donna  Shalala,  Secretary 
Department  of  Health  and  Human  Services 

Sponsored  by 

MSNJ  Committee  on  Women  in  Medicine 

Luncheon  charge:  $40.00 

Reservation  Deadline:  April  19,  1993 
Send  form  and  check  made  out  to 

Medical  Society  of  New  Jersey 
Attention:  Karen  Monsees 
2 Princess  Road 
Lawrenceville,  NJ  08648 

WOMEN  IN  MEDICINE 

Name: 

Address: 

Phone: No.  reservations 


June  12,  1993 
13th  ANNUAL 

ADVANCES  IN 
GASTROENTEROLOGY 


Bally’s  Park  Place  Hotel  and  Casino 
Atlantic  City,  New  Jersey 

Sponsored  by  the 
Presbyterian/Medical  Center 
Gastrointestinal  Section 
and  the  Underwood  Memorial  Hospital 
Woodbury,  New  Jersey 

Accreditation:  Category  1 credit  offered 


Information:  Registration  Manager 
SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  NJ  08086-9447 
(609)  848-1000 


POSTPARTUM  DEPRESSION 
Recognition,  Assessment  & 
Clinical  Management 


A one-day  program  to  educate  non-psychiatric  health 
professionals  in  recognizing,  diagnosing  and  developing 
a treatment  plan  for  the  patient  with  postpartum 
depression. 


Saturday,  April  24,  1993 

8:15  a. m. -4:15  p.m. 
at 

The  Center  for  Health  Affairs 
760  Alexander  Road,  Princeton,  NJ 


$30.  registration  fee 
6 CATEGORY  1 CME  CREDITS 

Call  (609)  275-4115  for  program  brochure 
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MEDICINE 


April 

2 Lyme  Disease 

10-11  AM.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

7 Endocrinology  Grand  Rounds 

1 1:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

7 Interhospital  Endocrine 

Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

14  Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

14  Interhospital  Endocrine 

Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

14  20th  Annual  Pacemaker 
Meeting 

8  A.M.-3  P.M. — Sheraton  at 
Woodbridge  Place,  Iselin 
(Newark  Beth  Israel  Medical 
Center) 

15  Ventricular  Arrhythmias:  To 
Treat  or  Not  To  Treat 

5-6  P.M.  — Somerset  Medical 
Center,  Somerville  (Somerset 
Medical  Center) 

16  Advance  Directives 
8:30-9:30  A.M.  — United 
Hospitals  Medical  Center, 
Newark  (AMNJ) 

20-  Orthopaedic  Society  Meeting 

25  Hyatt  Regency  Cerromar 

Beach  Hotel,  Puerto  Rico  (NJ 
Orthopaedic  Society  and  AMNJ) 
20  Issues  in  Metabolic  Acidosis 
Overlook  Hospital,  Summit 
(Nephrology  Society  of  NJ) 

20  Art  Therapy 

8:30-10  A.M.  — Elizabeth 
Genera]  Medical  Center, 
Elizabeth  (Elizabeth  General 
Medical  Center) 

21  Endocrinology  Grand  Rounds 

1 1:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

21  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

23-  Advances  in  Muscular 
24  Dystrophy 

8 A.M. -5  P.M.  — Kessler 


Conference  Center,  West 
Orange  (Kessler  Institute  for 
Rehabilitation) 

24  Blepharoplasty 

8:30  A.M.  — Englewood 
Hospital,  Englewood 
(Englewood  Hospital) 

28  Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

May 

2-  MSNJ  Annual  Meeting 

5 Trump  Taj  Mahal  Casino/ 

Resort,  Atlantic  City  (MSNJ) 

4-  Decisions  in  Emergency 
7 Medicine 

Trump  Plaza,  Atlantic  City 
(American  College  of 
Emergency  Physicians) 

5 Endocrinology  Grand  Rounds 

11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

5 Interhospital  Endocrine 

Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

7 Fluid  and  Electrolyte 

Imbalance 

10:45-11:45  A.M. — Greystone 
Park  Psychiatric  Hospital, 
Greystone  Park 
(AMNJ) 

10  Physician  Payment  Reform 

7- 8  P.M  — Wallkill  Valley 
General  Hospital,  Sussex 
(AMNJ) 

12  Endocrinology  Grand  Rounds 

11:30  A.M.-]  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

12  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AlMNJ) 

12  Risk  Management 

8- 9  P.M. — West  Jersey 
Hospital,  Voorhees  Division 
(AMNJ) 

12  Ultrasound  in  Obstetrics  and 
Gynecology 

8-9  A.M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 

12  Valerie  Fund  Annual  Meeting 

8 A.M. -5  P.M.  — Sheraton  at 
Woodbridge  Place,  Iselin 
(AMNJ) 

14  Psychiatry  and  the  Law 


10:30-1 1:30  A.M.  — Marlboro 
Psychiatric  Hospital,  Marlboro 
(AMNJ) 

18  Prescription  of  Peritoneal 
Dialysis 

9  A.M. — Overlook  Hospital, 
Summit  (Nephrology  Society 
ofNJ) 

18  Anesthesiology  General 
Membership  Meeting 

All  day — Ramada  Inn,  Clark 
(NJ  State  Society  of 
Anesthesiologists) 

19  Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

19  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AlMNJ) 

20  Medical  Problems  in  the 
Elderly 

12  NOON-1  P.M. —Community 
Medical  Center,  Toms  River 
(AMNJ  and  NJDOH) 

20  Analysis  of  the  Role  of 

Humanities,  Social  Sciences, 
and  Ethics  in  the  Application 
of  Medical  Treatments 
5-6  P.M.  — Somerset  Medical 
Center,  Somerville  (Somerset 
Medical  Center) 

21-  Manual  Medicine:  Techniques 
22  and  Application 

8 A.M. -5  P.M.  — Kessler 
Conference  Center,  West 
Orange  (Kessler  Institute  for 
Rehabilitation) 

26  Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

31  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 


MSNJ 
ANNUAL 
MEETING 
May  2-5, 1993 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

I Cardiology 
Update  w 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 


Wednesday,  April  7,  1993 

Heart  Failure 

Moderator:  Mariell  Jessup,  M.D. 

3:00-3:30  Diagnosis,  management  and  risk  factors  determining  prognosis.  Who  will 
live  and  who  will  di e.?—Mariell  Jessup,  M.D. 

3:30-4:00  Expansion  and  remodeling  of  the  heart  after  myocardial  infarction; 

interventions  that  will  reduce  complications— W/f/iam  J.  Corin,  M.D. 

4:00-5:00  Case  Presentations— Scott  Fuchs,  M.D. 

Panel  Discussion— Elliott  Rosenberg,  M.D., 

Samuel  Ruby,  M.D.,  Frederic  J.  Weber,  M.D. 


■ Case  Presentations  and  Panel  Discussions 
m CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservations  215-662-8627 

Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  8f  Market  Streets 
Philadelphia,  Pennsylvania  19104 

The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership 
requirement,  fline  sessions , 18  credits. 
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ONCOLOGY  AND  RADIATION  ONCOLOGY 


April  15  Scientific  Meeting  May 


6 Colon  and  Rectal  Cancer 

12  NOON-1  P.M. —The 
Hospital  Center  at  Orange, 
Orange  (AMNJ) 

6:30-9:30  P.M. — The  Nassau  19 

Inn,  Princeton  (Head  and  Neck 
Oncology  Section,  AMNJ) 

Scientific  Meeting 

6:30-9:30  P.M. — The  Manor, 
West  Orange  (Head  and  Neck 
Oncology  Section,  AMNJ) 

I RADIOLOGY 

April 

8 Radiology  of  Acute  Intestinal 

Obstruction 

4-5  P.M. — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

15  Scientific  Meeting 

7:30-10  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 
(Radiological  Society  ofNJ 
and  AMNJ) 

22  Visiting  Professor  Lecture  27 

1:30-5  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 
(Department  of  Radiology) 

May 

20  Scientific  Meeting 

7:30-10  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 
(Radiological  Society  ofNJ 
and  AMNJ) 

Visiting  Professor  Lecture 
1:30-5  P.M  — Saint  Barnabas 
Medical  Center,  Livingston 
(Department  of  Radiology) 

SURGERY  & ITS  SPECIALTIES 

April 

3 NJ  Society  of  Plastic  and 

Reconstructive  Surgeons 
Meeting 

8:30  A.M.-l  P.M.  — Nassau  Inn, 
Princeton  (NJ  Society  of  Plastic 
and  Reconstructive  Surgeons) 

21  NJ  Society  of  Colon  & Rectal 

Surgeons  Meeting 

6:30  P.M. — Forsgate  Country 
Club,  Jamesburg  (NJ  Society  of 
Colon  <Lr  Rectal  Surgeons) 

UPDATE  ON  PSYCHIATRY 

Special  Issue:  February  1993 

To  order  additional  copies,  send  $6  per  copy 

NEW  JERSEY  MEDICINE 
Two  Princess  Road 
Lawrenceville,  NJ  08648 


TRANSPLANTATION  IN  NEW  JERSEY 

Special  Issue:  Spring  1993 

To  order  additional  copies,  send  $6  per  copy 

NEW  JERSEY  MEDICINE 
Two  Princess  Road 
Lawrenceville,  NJ  08648 

1993  MSNJ  ANNUAL  MEETING 

May  2,  1993-May  5, 1993 

Trump  Taj  Mahal  Casino/Resort 
Atlantic  City,  NJ 
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BOOK  REVIEWS 


PHOTODYNAMIC  THERAPY 


Barbara  Henderson  and 
Thomas  Dougherty.  New  York, 
NY,  Marcel  Dekker,  1992.  For  the 
reader  who  might  not  be  aware  of 
photodynamic  therapy  (PDT),  an 
introductory  explanation  is  in 
order.  PDT  is  a novel  therapeutic 
modality  based  on  an  ingenuous 
integration  of  chemistry,  biology, 
and  physics.  Certain  chemicals 
are  preferentially  taken  up  by 
cancer  cells  rendering  them 
sensitive  to  exposure  to  light,  i.e. 
photosensitive,  and/or  ionizing 
radiation,  i.e.  radiosensitive. 
Although  the  phenomenon  of 
porphyrins  photosensitization  has 
been  clinically  known  since  1930, 
PDT  as  a treatment  modality  is 
ten  years  old.  Recently,  however, 
it  gained  such  momentum  that  at 
least  two  books  have  been 
published  in  1992  on  the  subject. 
Photodynamic  Therapy  deals  with 
basic  principles  and  clinical  appli- 
cations of  PDT. 

This  book  has  contributions  by 
79  researchers  and  clinicians  from 
the  United  States,  Europe,  Japan, 
and  Israel.  The  text  is  divided 
into  four  chapters  preceded  by  an 
introductory  historical  perspec- 
tive. The  first  chapter  is  con- 
cerned with  molecular  and 
cellular  effects  of  PDT.  This 
chapter,  contributed  by  eight 


study  groups,  addresses  the 
photodynamic  effects  of  the  two 
main  families  of  chemicals 
studied  in  relation  to  PDT:  the 
phthalocyanines  and  the  porphy- 
rins. Molecular  and  biochemical 
mechanisms  of  action  and  tar- 
geting are  studied,  analyzed,  and 
reported.  The  second  chapter 
covers  tissue  effects  of  PDT,  and 
is  composed  of  seven  sections.  In 
this  chapter,  mechanisms  of  ac- 
tion are  discussed  concerning  the 
tissue  level  in  experimental 
animals.  Factors  influencing  tis- 
sue damage,  like  vascular  re- 
sponse, delivery  systems,  and  in- 
teraction with  serum  proteins  are 
investigated.  The  third  chapter 
deals  with  clinical  applications  of 
PDT.  This  chapter  describes  the 
evolution  of  clinical  PDT.  It  re- 
ports experience  with  phase  I,  II, 
and  III  clinical  trials  using 
photofrin,  fiberoptics,  and  suit- 
able laser  light  for  the  treatment 
of  superficial  bladder  cancer,  en- 
dobronchial lung  cancer,  esoph- 
ageal cancer,  and  cervical  dys- 
plasia. The  last  chapter  deals  with 
photophysics  and  PDT  technolo- 
gy. The  book  is  a valuable  re- 
source for  clinical  investigators 
who  wish  to  enter  the  novel  and 
exciting  field  of  PDT.  □ Ismail 
Kazem,  MD 


TEXTBOOK  OF  MEDICAL  ETHICS 


Erich  Loewy,  MD.  New  York, 
NY,  Plenum  Medical  Book  Co., 
1989.  This  relatively  short  (243 
pages)  and  easily  read  (it  can  be 
digested  by  an  average  reader  in 
less  than  two  hours)  book  is  im- 
pressive in  its  capacity  to  present, 
concisely  and  thoroughly,  the 
foundations  and  principles  of 
modern  medical  ethics. 

As  medical  practice  enters  an 
era  in  which,  some  would  argue, 
ethics  are  as  intrinsic  to  medical 


decision  making  as  are  more  tech- 
nical matters,  Dr.  Loewy  ad- 
dresses the  historical  basis  and 
various  theoretical  considerations 
underlying  and  giving  impetus  to 
this  phenomenon. 

In  one  of  the  early  chapters, 
the  author  examines  the  basis  for 
good  and  right  actions,  furnishing 
a rich  foundation  for  understand- 
ing personhood,  moral  worth,  and 
macroallocation.  He  recognizes 
the  formative  roles  played  by 
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such  benchmark  philosophers  as 
Plato,  Benham,  Mill,  and  Kant 
and  emphasizes  the  immediacy 
and  relevance  of  their  thinking  to 
our  needs  today. 

Later  chapters  deal  with  de- 
cision making,  fallability,  and 
blameworthiness,  and  how  the 
latter  can  be  a stimulus  to  learn- 
ing, growth,  and  moral  develop- 
ment. Further  considerations 
include  models  of  the  doctor-pa- 
tient relationship,  the  connections 
between  autonomy  and  responsi- 
bility, methods  of  dealing  with 
differing  belief  systems  in  a 
pleuralist  world,  and  risk  taking 
by  health  professionals. 


Individual  chapters  deal  with 
problems  at  the  beginning  and  at 
the  end  of  life,  the  role  of  organ 
transplantation,  and  the  concepts 
of  macroallocation. 

A concluding  chapter  presents 
a series  of  ethical  vignettes  and 
analyzes  the  methods  for  solving 
common  ethical  dilemmas.  These 
case  histories  illustrate  effectively 
the  issues  dealt  with  in  earlier 
portions  of  the  book  and  serve  to 
provoke  further  thought  and  dis- 
cussion. 

The  book  is  recommended  for 
physicians,  students,  paramedical 
health  professionals,  and  patients. 
□ Alan  J.  Lippman,  MD 


BIOETHICS  AND  THE  HOLOCAUST 


Arthur  L.  Caplan.  Totowa,  NJ , 
Humana  Press,  1992.  This  ex- 
traordinary book,  When  Medicine 
Went  Bad:  Bioethics  and  the 
Holocaust,  challenges  the  reader 
to  confront  troubling  ethical  is- 
sues arising  out  of  the  events  of 
the  Holocaust.  Editor  Arthur  L. 
Caplan,  one  of  the  nation’s  lead- 
ing bioethicists,  and  a group  of 
contributors,  including  renowned 
bioethics  experts  and  articulate 
concentration  camp  survivors,  ex- 
plore the  foundations  of  the  moral 
concepts  represented  by  Nazi 
medical  experiments. 

How  did  this  happen?  Is  there 
any  scientific  value  to  the  data 
derived  from  these  “studies”? 
Woidd  reliance  on  the  data  confer 
legitimacy  to  what  many  regard  as 
poorly  disguised  crimes  against 
humanity?  On  the  other  hand, 
can  we  ignore  or  condemn  in- 


formation acquired  at  such 
catastrophic  cost?  Would  it  dis- 
honor the  dead? 

How,  indeed,  did  medicine  go 
so  wrong  and  permit  such  crimes 
to  be  carried  out?  Is  moral  in- 
quiry into  these  matters  itself  im- 
moral? 

What  may  be  the  relevance  of 
these  experiences  as  we  now 
grapple  with  the  modem  bio- 
ethical  implications  of  medical 
genetics  and  the  question  of 
euthanasia?  These  matters  are 
squarely  addressed. 

These  and  other  disturbing 
questions  are  dealt  with  in  a lucid 
and  forthright  manner.  To  read 
this  book  is  to  learn  valuable  in- 
sights into  the  importance  of  plac- 
ing human  experimentation  in  a 
moral  and  ethical  context.  □ Alan 
J.  Lippman,  MD 
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RockBank 

FILLS  THE 
PRESCRIPTION 


FOR  PROFESSIONAL 
FINANCING  NEEDS 


• UP  TO  100%  FINANCING  I REFINANCING  ON  OFFICE  CONDOS  & BUILDINGS  WITH  TERMS  UP  TO  25  YEARS 


(when  owner  occupies  at  least  51%  of  the  premises) 

• EQUIPMENT,  FURNITURE  & FIXTURES  FINANCING  WITH  TERMS  UP  TO  10  YEARS 


• COMMERCIAL  REVOLVING  CREDIT  LINES  WITH  NO  ANNUAL  CLEANUP  REQUIRED 


In  1992,  RockBank  received  the  SBA's  Award  for  Excellence  for  making  more  SBA  loans  to  more  businesses  than  any  bank  in  New  Jersey. 
Bauer  Financial  Reports  of  Florida  rated  RockBank's  capital  strength  with  four  stars. 

Small  business  expertise  and  capital  strength  make  RockBank  your  only  source  for  financing.  Call  today 
to  arrange  for  one  of  our  small  business  professionals  to  visit  you  and  discuss  your  financing  needs. 


MEMBERFDIC 

AN  EQUAL  OPPORTUNITY,  EQUAL  HOUSING  LENDER 
© 1993,  RockBank 


« 1 -800-722-6772  or  (908)  789-8830 

IN  NJ  11 


THE  OTHER  GUVS 


SMART  PEOPLE 
CHOOSE 

□N CflLU 

The  Complete  Computerized 
Practice  Management  System 


□ The  On  Call!  Practice  Management  System 
includes  all  hardware  and  software,  with  no 
extra  charge  for  updates  or  program  modules. 

□ The  initial  cost  covers  the  entire  first  year  of 
hardware  maintenance,  software  support, 
training,  and  practice  trends  analysis  — aJl 
provided  by  the  On  Call!  team  of  specialists 
rather  than  by  separate  vendors. 


□ Designed  by  a physician,  On  Call!  presents 
a familiar  “ledger  card”  screen  format  with 
common-sense  keystroke  options— no  need  for 
look-up  lists  or  any  prior  computer  experience. 

□ You  will  meet  with  the  On  Call!  team’s 
programming  and  practice  mananagement 
specialists  before  and  after  your  purchase  — 
not  sales  or  marketing  people. 


Call  (201)  839-7100  To  Arrange  A Presentation 
And  A Thirty-Day  Money-Back  Trial  In  Your  Office 
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Joseph  A.  Britton  Agency 


As  specialists  in  medical  malpractice 
for  over  20  years,  we  understand  the 
unique  insurance  needs  of  New 
Jersey  physicians.  Our  advantages: 

• Currently  serve  thousands  of  the 
state's  physicians 

• Prompt  premium  quotes 

• Discounts  for  new  practitioners 

• Directly  issue  policies  and 
endorsements 

• Easy  payment  options 

• Prompt  guidance  in  claim  matters 

• Princeton  Insurance  Company’s 
Largest  Agent 

Our  fully  licensed,  knowledgeable  staff 
responds  to  questions  and  special 
requests  promptly  and  professionally. 

Joseph  A,  Britton  Agency,  Inc. 

855  Mountain  Avenue 
Mountainside,  NJ  07092 
908/654-6464  


Are  You  Ready 
for  CLIA— "88"? 

Have  a qualified  laboratory 
professional  provide  the  help  you 
need. 

• Complete  Physician  Office  Laboratory  (POL) 
Evaluation. 

• Quality  Assurance  and  Quality  Control  Plans. 

• Proficiency  Testing  Enrollment. 

• A.S.C.P.  Accredited  Continuing  Education 
Programs. 

• Laboratory  Procedure  Manuals. 

• Staff  Safety  Training. 

• Compliance  with  N.J.  D.E.P.  Medical 
Waste  Regulations. 

• O.S.H.A.  Compliance. 


P.Q.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 

Programs  Serving  Over  300  POL's 
Throughout  New  Jersey 

Kathleen  L.  Voldish,  Director 
National  A.S.C.P.-P.O.L.  Committee 
New  Jersey  State  Advisor— A.S.C.P. 

Over  20  Years  of  P.O.L.  Experience 


• Spfciiiisrs  In  him  Him  • [name  Cm  Submission  io  411  3rd  Purr  hm  * Ph-Comm  Semis  • Mem  or  me  iNiemimi  Associum  of  Biuing  Sfjwcfs  (1,415.) 
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EDITOR’S  DESK 


ONE  MAN’S  LOSS 


For  many  who  enjoy  the  palatal 
delights  of  seafood,  stone  crab 
claws,  served  either  hot  or  cold, 
represent  an  epicurean  delight. 
Adding  to  the  pleasure  is  the  re- 
alization that  this  bounty  of  the 
deep  is  culled  from  a horn  of 
plenty  that  is  constant  and  self- 
renewing.  Only  one  claw  of  the 
crab  is  removed  and  the  crusta- 
cean is  returned  to  its  habitat, 
there  to  regrow  a new  claw,  while 
its  intact  one  remains  for  protec- 
tion and  feeding.  Even  vegetari- 
ans and  animal  rights  activists 
might  approve  or  accept  our  abili- 
ty to  enjoy  stone  crab  as  a food 
without  sacrificing  the  creature. 
The  regrowth,  or  regeneration,  of 
the  claw  of  the  stone  crab  is  but 
one  way  in  which  nature  attempts 
to  repair  or  restore  body  losses 
caused  by  injury.  Transplantation 
represents  modem  efforts  to 
restore  functions  by  replacing  or- 
gans lost  to  disease. 

Major  regeneration  is  seen 
primarily  in  simple  animals  and 
becomes  more  limited  as  one 
ascends  in  the  complexity  of  de- 
sign. Protozoans  have  almost 
complete  powers  to  regenerate. 
Worms  come  close.  Crustaceans 
vary.  Amphibians  and  lizards  can 
reform  their  tails,  although  the 
anatomy  is  altered  somewhat. 
Echinoderms,  especially  the 
starfish,  have  great  powers  of  re- 
growth and  a failure  to  recognize 
these  powers  almost  decimated 
the  oyster  industry  in  Long  Island 
Sound  many  years  ago.  At  that 
time,  the  oystermen  would  catch 
large  numbers  of  starfish,  who 
dined  voraciously  on  oysters.  The 
starfish  would  be  bisected  or  dis- 
membered and  thrown  back  into 
the  waters,  only  to  regenerate 
into  even  larger  numbers  of 
predators.  The  dredgers  eventual- 
ly became  enlightened  and 


Howard  D.  Slobodien,  MD 


turned  the  captured  starfish  into 
fertilizer  instead  of  returning 
them  to  the  mollusk  beds,  and  the 
industry  survived. 

Regeneration  in  humans  is 
limited.  Skin,  bone,  muscle,  mar- 
row, mucus  membrane,  and  liver 
have  regenerative  abilities, 
especially  in  children,  but  in  no 
way  approaching  the  degree  seen 
in  the  stone  crab  or  in  the  starfish. 
Restoration  and  repair  of  major 
losses  in  the  human  do  not  occur 
spontaneously  but  must  be  ac- 
complished surgically. 

Replantation,  or  re-implanta- 
tion,  has  achieved  considerable 
success  in  the  past  30  years. 
Although  various  parts  of  the 
body,  such  as  scalp,  ears,  and 
genitalia,  have  been  reattached, 
most  effort  and  publicity  has  in- 
volved the  extremities.  Combined 
orthopedic,  neurosurgical,  and 
vascular  skills  have  been  essential 
and  the  operating  microscope  has 
expanded  indications  and  greatly 
improved  the  results. 

Transplantation  of  tissues  has 


been  written  about  for  millennia, 
extending  from  the  mythological 
tale  of  the  Chimera  through  the 
apocryphal  story  of  transplants 
between  Saints  Cosmos  and  Da- 
mien to  the  16th  century  figure 
of  Gaspir  Tagliocozzi.  Taglioeozzi, 
professor  at  the  University  of 
Bologna  and  one  of  the  fathers  of 
plastic  surgery,  used  a pedicle 
flap  to  reconstruct  noses,  fre- 
quently amputated  as  a form  of 
punishment.  He  also  recognized 
that  allografts  were  doomed  to 
failure;  this  was  demonstrated 
conclusively  by  Baronio  in  1800, 
although  the  mechanism  of 
failure,  an  immune  reaction,  was 
not  proved  until  1943  by  Gibson 
and  Medawar. 

Transplantation  takes  many 
forms.  Autografts  are  well  known; 
skin  grafts,  flap  of  various  types, 
vein  replacements  for  arteries, 
and  use  of  a toe  to  replace  a 
thumb  are  performed  with  an  ex- 
tremely high  rate  of  success. 
Plastic  and  metal  have  been  used 
successfully  as  substitutes  for  ves- 
sels, aponeurotic  layers,  heart 
valves,  lost  or  underdeveloped 
breasts,  lost  erectile  function,  and 
nonfunctioning  joints.  Artificial 
hearts  still  are  being  developed 
and  refined  in  Pennsylvania, 
Utah,  Ohio,  and  Massachusetts. 

The  use  of  allografts  for  organ 
transplantation  is  explored  in  this 
special  issue;  such  grafts  have 
been  used  previously  for  simpler 
applications  without  need  for  im- 
munosuppression, e.g.  cadaver 
grafts  to  replace  abdominal  aortic 
aneurysms.  The  techniques  of 
organ  grafting  are  well-defined 
and  refined  and  owe  much  to  the 
pioneering  work  of  Alexis  Carrell 
in  the  early  part  of  this  century. 
Immunosuppression,  which  in- 
itially involved  whole  body  ir- 
radiation has  been  improved  by 
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continuing  advances  in  pharmaco- 
logic manipulation.  Better  testing 
has  produced  better  matches. 
Earlier  diagnosis  of  infection  and 
impending  rejection  has  yielded 
improved  survival.  The  number  of 
well-trained  teams  has  increased. 
(It  also  should  be  pointed  out  that 
transplantation  is  the  only  medi- 
cal procedure  guided  by  a na- 
tional health  policy — the  National 
Transplant  Act  of  1984,  which  has 
produced  a comprehensive  net- 
work controlling  all  aspects  of 
transplantation.  And  most  of  us 
have  been  insured  since  1963  for 
needed  dialysis  or  renal  trans- 
plantation through  Medicare  and 
Medicaid.)  We  have  come  a long 
way  in  a short  time;  December 
1992  marked  the  25th  anniversary 
of  the  first  heart  transplant,  as 
noted  in  this  column  four  months 
ago. 

The  ethical,  moral,  and  social 
problems  of  organ  donation  have 
lessened,  but  still  are  formidable. 
The  number  of  donors  continues 
to  be  inadequate.  The  concept  of 
brain  death,  accepted  in  most 
jurisdictions,  has  helped  im- 
measurably, but  problems  re- 
main, including  the  tortured  assay 
of  the  anencephalic.  In  an  age  of 
economic  crunch,  when  health 
care  rationing,  in  one  form  or 
another,  is  more  probable  than 
possible,  will  expensive  trans- 
plantation bite  the  dust?  Some 
types  of  organ  transplant  have 
been  shown  to  be  economically 
sound  when  evaluated  in  terms  of 
quality  of  life  years,  but  these 
conclusions  may  well  be  dis- 
carded by  political  pragmatists. 

Finally,  there  is  the  problem  of 
animal  rights.  The  issue  involves 
the  use  of  animals,  particularly 
mammals  and  especially  primates, 
both  as  vehicles  for  research  and 
as  organ  donors,  as  seen  with  the 
recent  use  of  baboons  to  replace 
livers  destroyed  by  hepatitis. 
Although  the  Standards  for 
Laboratory  Animals  Act  of  1985 
was  expected  to  provide  more 
than  adequate  and  humane  treat- 
ment of  laboratory  animals,  a re- 
cent federal  court  decision, 


prodded  by  the  Animal  Legal  De- 
fense Fund  and  the  Society  for 
Animal  Protective  Legislation,  has 
ordered  the  government  to 
rewrite  the  rules  that  the  court 
deemed  too  lenient  or  unen- 
forced. 

Will  the  human  race  be  able  to 
continue  benefitting  from  the  use 
of  animals  in  the  laboratory  and 
the  operating  room?  A revision  of 
the  federal  law,  or  its  acceptance 
in  present  form  when  reviewed 
by  a higher  court,  will  not  defuse 
the  issue.  Although  animal  rights 
activists  are  not  easily  pigeon- 
holed, many  believe  in  in- 
terspecies egalitarianism  — that 
baboons,  pigs,  mice,  even  scor- 
pions, have  rights  equal  to  those 
of  humans.  Others  equate  humans 
only  to  mammals;  some  only  to 
primates.  Their  beliefs  conflict 
directly  with  those  who  feel 
humans  have  superior  capacities, 


particularly  with  regard  to  ra- 
tional ideation  and  moral  reflec- 
tion. Under  such  circumstances, 
we  may  not  be  able  to  obtain  a 
permanent  resolution  of  the 
problem,  but  only  an  uneasy 
truce. 

If  only  humans  could  re- 
generate like  the  stone  crab.  □ 
Howard  D.  Slobodien,  MD 

One  must  remember  that 
both  wild  things  and  men  are 
animals,  but  wild  things  are  not 
people. 

Helen  Hoover,  The  Long- 
Shadowed  Forest,  1963 

A just  conception  of  life  is  too 
large  a thing  to  grasp  during 
the  short  interval  of  passing 
through  it. 

Thomas  Hardy, 
A Pair  of  Blue  Eyes,  1873 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


human  insulin  ^ 

( recombinant  DNA  origin] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

’ Humulin  ® 70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]), 
t Humulin*  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 

HI-791 8-B-349310  © 1993,  eli  lilly  and  company 
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WE  HAVE  THE  SOLUTIONS! 


NDKN 

MEDICAL  WEAR 


A Textile  Rental  Laundry  Service 

We  are  a weekly  rental 
linen  service,  meeting 

the  new  OSH  A regulations. 

We  provide  services  for 
both  the  doctor  and  patient 
from  doctor's  coverups  to 
cloth  patient  gowns. 

For  more  information  on  how  our  service  can  work  for  you  call: 
1-800-345-7520  or  in  Delaware  call  302-764-7550 


Doctors . . . 

Having 

Difficulty 

With 

Collections? 


>°wv 


Medical  Billing 

Services  Since  1981 

. 


Rely  on 

Meadowlands  Computer  Services 
the  Right  way  - 
the  Only  way  to 
serve  your  needs. 

• Computerized  Medical  Billing  For  All 
Medical  Specialties 

• Direct  Third  Party  Billing 

• Electronics  Claims  Submission 

• Complete  Accounts  Receivable  Management 

• Reasonable  Rates! 

• Member  Of  The  Better  Business  Bureau 


MEADOWLANDS  COMPUTER  SERVICES,  INC. 

47  Orient  Way,  Rutherford,  NJ  07070 
Tel.  (201 ) 933-3778  / Fax  (201  ] 933-9836 
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GUEST  EDITORIAL 


CURRENT  STATUS  OF  TRANSPLANTATION 


The  success  of  orthotopic  cor- 
neal transplantation  was  rec- 
ognized from  its  initiation  to  be 
attributable  to  the  vascular  struc- 
ture of  the  site  of  implantation.  In 
all  other  transplant  situations,  the 
vascular  requirements  of  the  graft 
allow  for  the  defense  of  the  “inte- 
grity of  the  body”  and  the  de- 
struction of  the  homograft  by  an 
immune  process.1  In  an  attempt 
to  treat  the  toxic  effect  of  acciden- 
tal exposure  to  or  the  therapeutic 
use  of  lethal  doses  of  irradiation 
on  hematopoiesis,  bone  marrow 
transplantation  was  attempted  in 
man.2  Initial  transplant  success 
for  kidney  and  bone  marrow  were 
with  living  donors  using  geneti- 
cally identical  (monozygotic) 
twins — a concept  used  today,  as 
an  individual  can  serve  as  his  own 
living  donor  in  autologous  trans- 
plants following  otherwise  lethal 
radiation  and  chemotherapy  for 
metastatic  disease  of  solid  organs. 
Similarly,  the  performance  of 
neonatal  thymectomies  with  sub- 
sequent neonatal  thymic  grafts 
has  been  suggested  in  order  to 
supply  a living  donor  for  every 
person.3 

For  tolerance  for  bone  marrow 
transplantation  in  leukemic  pa- 
tients, the  rule,  as  a result  of  a 
combination  of  induction  chemo- 
therapy, is  to  reduce  the  number 
and  curative  doses  of  whole  body 
irradiation.  Success  for  the  trans- 
plantation of  solid  organs,  once 
surgical  technique  was  perfected, 
has  been  attributed  to  the  de- 
velopment of  chemotherapeutic 
regimens  that  successfully  can 
achieve  immunological  tolerance 
and  suppress  the  immune  system 
from  rejecting  the  donor  organ 
but  not  the  recipient’s  ability  to 
ward  off  infectious  agents.  Today 
we  can  think  of  a cure  for 
leukemia  and  prolonged  life  for  a 


recipient  of  a cadaver  donor 
organ.  With  the  development  of 
superior  primary  and  adjunctive 
immunosuppressive  agents,  we 
can  anticipate  concordant  and  dis- 
cordant xenografting  with  the  in- 
duction of  chimerism  between 
donor  and  recipient  lymphoden- 
dritic  cells. 

This  special  issue  reviews 
several  aspects  of  transplantation: 
the  organs  that  successfully  may 
be  transplanted,  the  immuno- 
logical barriers  that  must  be 
overcome,  the  support  structure 
of  a medical  system,  and  the  ef- 
fects of  such  an  achievement  of 
medical  science  on  the  life  of  a 
patient. 

The  success  stories  of  each 
organ’s  transplant  history  has 
created  a crisis  over  the  limited 
donor  pool.  Solutions  suggested 
for  meeting  the  spiraling  number 
of  potential  recipients  include  ex- 
panding the  donor  pool  by  using 
nonperfect  donors,  the  concept  of 
mandated  organ  donation  (OPT- 
OUT),  and  strategies  for  reim- 
bursement (Table).  The  pro- 
posed formula  for  conversion 
from  a policy  of  altruism  (OPT- 
IN)  to  one  of  financial  reimburse- 
ment ranges  from  providing  for 
burial  costs  to  outright  com- 
mercialization for  blood  dona- 
tions.4 The  presumed  benefits  of 
a commodities  marketplace  pro- 
gram, when  patients  are  dying 
awaiting  an  organ,  to  an  adequate 
supply  if  not  a surplus,  have  been 
vigorously  attacked.  The  concept 
of  the  “impoverished  organ  seller 
and  wealthy  buyer”  can  be  dis- 
sipated by  altering  our  current 
system  of  medical  insurance  that 
maintains  a medically  indigent 
and  therefore  excluded  recipient 
population  considering  the  costs 
involved  (Figure).56 

The  controversies  created  by 


Monroe  S.  Karetzky,  MD,  is  guest 
editor  of  this  special  issue. 


Table.  Proposed  solutions  for 

donor  organ  shortage. 

1 . Using  living,  nonrelated 
donors. 

2.  Using  nonperfect  cadaver 
donors,  including  non- 
heartbeating cadaveric 
donor. 

3.  Supranational  donor  networks. 

4.  Presumed  consent  (OPT-OUT) 
laws,  organs  are  natural 
resources  in  the  public  domain. 

5.  Preferred  status  legislation. 

6.  Controlled  auction  market. 


moral  tradition,  medical  ethics, 
and  legal  barriers  are  not  likely  to 
be  solved  in  the  near  future  and 
our  immediate  hopes  for  increas- 
ing supply  (retrieval)  lie  in  educa- 
tion and  advocacy  programs.7  □ 
Monroe  S.  Karetzky,  MD 
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Thanks 


for  the  chance  of  a lifetime. 


Kim  Mikolajczak 
Tuckerton,  NJ 
Kidney/Liver  Recipient 


Daclyn  Connor 
Thorofare,  NJ 
Liver  Recipient 


“Choochie” 


Joe  Nolte 
Maple  Shade,  NJ 
Kidney  Recipient 


Sean  Dukes 
Mt.  Holly,  NJ 
Heart  Recipient 


Mary  Ellen  Sammons 
Ocean  View,  NJ 
Liver  Recipient 


Peter  Petridis 
Sewell,  NJ 
Cornea  Recipient 


Bernie  Couris 
Collingswood,  NJ 
Heart  Recipient 


Carolyn  Coleman 
Voorhees,  NJ 
Kidney  Recipient 


We  owe  a lifetime  of  Thanks  to  the  families  of  organ  and  tissue 
donors  and  the  medical  professionals  who  have  made  the  gift  of  life 
possible  for  so  many  New  Jersey  residents. 

Give  someone  a chance  of  a lifetime.  Sign  an  organ  donor  card  and 
talk  to  your  family  about  organ  and  tissue  donation. 


.<f 


ORGAN  ANDTISSUE  DONATION:  IT'S  THE  CHANCE  FOR  A LIFETIME 


FOR  A FREE  DONOR  CARD.  CALL 

• DELAWARE  VALLEY 
^TRANSPLANT  PROGRAM 

8 0 0 - K I 0 N E Y - 1 


South  Jersey's  Organ  and 
Tissue  Donor  Program 
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We  il  wear  the 
gold  medal  proudly 

Thank  you! 


vriens' 

GlUAlK; 


We  regard  endorsement  by  MSNJ  as 
a world  class  statement  about  medical 
waste  management... because  nowhere 
else  in  the  world  are  compliance 
regulations  so  rigorous  and  far-reaching. 
Our  practice-tailored  service  is  a 
pioneering  effort. ..it  includes  more 
than  mere  transporting  and 
incineration,  more  than  computerized 
waste  tracking  and  obligatory  DEPE 
reporting.  It  provides  practical 
solutions  that  prepare  medical  and 
dental  practices  with  pre-inspection 
audit  guidance. . in-depth  analyses  of 
the  law. ..and  on-going  compliance 
counseling. 


Our  services  are 


comprehensive. . . 


so  you  11  never  compromise 
your  practice’s  reputation  or  your 
staff’s  safety.  And  you  never  expose 
yourself  to  unnecessary  risk. 

Now,  compliance  with  the  toughest 
medical  waste  regulations  in  the  world 
isn’t  a matter  of  chance. 


Medical  Services  Division 

Solid  Waste  Technologies,  Inc. 

50  Mount  Bethel  Road 
Warren,  NJ  07059 

Phone:  (908)  757-44 14* (800)  952-0324 
Fax: (908)  561-7319 


Medical 

Services  Division 

Solid  Waste  Technologies,  Inc. 
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PRESIDENT  S PAGE 


PROPOSALS  FOR  HEALTH  CARE 


A well-known  Chinese  proverb 
states,  "May  you  live  in  interest- 
ing times.  For  men  and  women 
in  medicine,  this  is  an  understate- 
ment. Not  since  the  mid-1960s 
when  Medicare  was  enacted  have 
physicians  and  all  other  health 
care  professionals  faced  prospects 
of  such  fundamental  change  in 
health  care  delivery.  If  there  was 
any  doubt,  the  election  of  Bill 
Clinton  gave  us  prospects  for 
change.  Hillary  Clinton  now  is  in 
charge  of  a health  care  task  force 
looking  to  revamp  the  entire 
system. 

There  have  been  multiple 
proposals  set  forth  as  the  full  or 
partial  answer  to  the  nation’s 
problems.  The  first  proposal  is  a 
single-payer  system  similar  to  the 
system  used  in  Canada.  This  plan 
would  turn  health  care  over  to  the 
federal  government  using  taxes  to 
pay  medical  bills.  The  advantage 
of  this  proposal  is  alleged  to  be 
simplicity  and  the  mechanism  of 
central  billing  to  the  federal  gov- 
ernment. While  still  popular,  it 
appears  to  be  fading. 

Another  proposal,  play  or  pay” 
reform,  is  backed  by  leading  Con- 
gressional Democrats  including 
Senators  Mitchell  and  Kennedy. 
This  approach  would  require 
private  employers  to  provide  in- 
surance or  pay  a specific  federal 
tax.  This  proposal  is  supported  by 
the  American  College  of  Physi- 
cians. The  American  Medical  As- 
sociation (AMA)  proposes  a vari- 
ant on  this  theme  that  stresses  tax 
incentives  and  pooled  risk. 
Employers  are  opposed,  fearing 
that  this  will  lead  to  an  escalation 
of  the  cost  of  their  products. 

Another  proposal,  introduced 
on  Capitol  Hill  by  the  insurance 
industry,  particularly  Blue  Cross/ 
Blue  Shield  and  Health  Insurance 
of  America,  would  change  in- 


surance regulations  to  expand 
health  coverage  to  some  of  the  34 
million  uninsured. 

A proposal  by  Republicans,  in- 
cluding the  Washington,  DC- 
based  Heritage  Foundation,  is  to 
enhance  market  competition  by 
changing  the  tax  code  and 
establishing  medical  individual 
retirement  accounts.  This  was 
favored  initially  by  the  AMA;  now 
it  is  given  no  hope  in  the  De- 
mocratically controlled  Congress. 

The  concept  having  the  inside 
track  is  managed  competition. 
This  is  the  favorite  of  moderate 
Democrats,  particularly  the  con- 
servative Democratic  forum 
(Jackson  Hole  Group).  Its 
sponsors  are  Alain  Einthoven 
from  Stanford  and  Dr.  Paul 
Ellwood,  a pediatric  neurologist 
from  Minnesota.  This  approach 
would  use  large  purchasing  coop- 
eratives to  reduce  health  care 
costs.  It  would  band  together 
employers  and  individuals  into 
large  units  to  purchase  health  in- 
surance, giving  small  businesses 
and  individuals  the  same  bargain- 
ing power  as  big  companies.  On 
the  other  hand,  it  would  force 
doctors,  hospitals,  and  insurers  to 
form  partnerships  to  compete  for 
cooperative  business,  each  trying 
to  offer  the  highest  quality  and 
least  expensive  health  care  plan. 
The  thinking  is  that  such  competi- 
tion, overseen  by  the  National 
Health  Board,  which  establishes 
standards  for  benefit  care,  would 
hold  down  medical  costs.  This  is 
the  theory.  How  these  purchasing 
cooperatives  actually  would  func- 
tion is  anyone’s  guess,  and  there 
are  many  disbelievers.  It  is  a 
widely  held  supposition  that  a 
compromise — such  as  combining 
managed  care  competition  with  a 
form  of  spending  limit — will  be 
the  Clinton  administration’s  final 


proposal.  This  is  the  view  held  by 
Paul  Starr,  Princeton  sociologist. 

The  Health  Care  Task  Force 
assembled  under  Hillary  Clinton 
has  not  made  any  final  recom- 
mendations. This  Task  Force  in- 
cludes cabinet  officials,  and  gov- 
ernors, and  only  one  participant, 
Howard  Dean,  MD,  governor  of 
Vermont,  has  a background  in 
medicine.  Judy  Fetter  is  the  other 
principal  in  this  Task  Force  to 
have  expertise  in  health  care 
financing. 

At  the  AMA  leadership  con- 
ference, Jay  Rockefeller,  a 
senator  from  West  Virginia,  in- 
dicated that  we  will  be  invited  to 
the  “table.  My  concern  is  that  we 
will  be  responding  to  “dinner  is 
served  instead  of  having  any 
input  into  the  menu.  We  need  to 
secure  a more  participatory  role 
in  this  process  or  we  will  be 
buried.  We  need  to  lobby  our 
Congressional  delegation  who 
will  be  voting  on  the  Clinton 
package. 

There  have  been  several  meet- 
ings and  symposia  around  the 
state  on  managed  care  and 
managed  competition.  MSNJ  is 
sponsoring  such  a program  on 
May  2,  1993,  at  10  A M.,  at  the 
Annual  Meeting  in  Atlantic  City. 
This  session  will  feature  Allen 
Nelson,  MD,  former  AMA  presi- 
dent and  now  chief  executive  of 
the  Society  of  Internal  Medicine; 
Jay  Roy  Rowland,  MD,  con- 
gressman from  Georgia,  who  has 
sponsored  anti-hassle  legislation; 
and  John  Patillo,  CEO  of  New 
Jersey  Blue  Cross/Blue  Shield. 

Please  attend  the  Annual  Meet- 
ing on  May  2 to  5,  1993,  and 
make  known  your  point  of  view. 
□ William  E.  Ryan,  MD 
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It's  3:00  a.m. 

You're  worried  about  tomorrow's  deposition. 

Who  can  you  call? 


The  Medical  Inter-Insurance  Exchange  is  available  24-hours  a day,  seven  days  a week,  to 
answer  emergency  calls  about  both  claim  and  policy  situations.  No  other  medical  professional 
liability  insurer  has  this  feature.  It’s  just  one  of  many  services  that  make  Medical  Inter- 
Insurance  Exchange  better  than  the  rest.  Call  today  to  End  out  how  our  Permanent  Protection 
Policy  and  expert  claim  handling  can  give  you  peace  of  mind . . . and  a good  night’s  sleep. 


Medical  Inter-Insurance  Exchange™ 

Two  Princess  Road  • Lawrenceville  • NJ  • 08648 

800-257-6288  • 609-896-2404 
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First-hand  experience: 

A transplant  recipient  s story 


Ahmet  B.  Ahmet,  MPA 


I received  that  wanted,  needed,  and  feared  telephone  call.  I 
wanted  it  for  the  freedom  and  hope  it  might  bring.  I needed 
it  because  of  bone  disease  and  fatigue.  I feared  it  because 
of  the  surgery,  possible  complications,  and  the  possibility  of 
the  most  damning  word  for  any  transplant  patient— rejection. 


Twenty  years  ago,  when  I 
was  a college  freshman,  I 
learned  a harsh  reality — 
hemodialysis  was  not 
available  to  all.  I was  one  of  the 
fortunate.  I lived  in  an  area  where 
treatment  was  available.  I was 
lucky  to  meet  the  nephrologist  to 
whom  I was  referred,  and  one 
year  after  I began  dialysis  in  1973, 
Congress  ordered  Medicare  to 
cover  the  cost  of  dialysis  and 
transplantation.  This  monumental 
change  of  how  America  chose  to 
deal  with  a fatal,  treatable,  and 
costly  disease  has  been  a unique 
experiment  in  catastrophic  health 
care  coverage.  Today,  this  cov- 
erage means  life  to  tens  of  thou- 
sands of  patients  with  end-stage 
renal  failure.  Many  patients  that 
never  would  have  been  given  a 
second  chance  had  it  not  been  for 
the  vision  of  health  professionals 
and  citizens  willing  to  change  the 
status  quo  of  the  health  care 
system. 

Over  the  last  20  years  I have 
lived  a happy  and  fulfilling  life. 
The  support  of  a close  family  al- 
lowed me  the  independence  to 
perform  home  dialysis.  The  flex- 
ibility of  home/self-care  gave  me 
the  time  and  confidence  to  com- 
plete college  and  graduate  school, 
and  to  pursue  a career  in  health 


care.  Today,  I am  administrative 
director  of  Renal  Disease 
Services  at  Elizabeth  General 
Medical  Center.  However,  my 
life  has  not  been  all  career.  I have 
a wife  and  young  son;  I travel, 
visit  friends,  do  volunteer  work, 
and  help  with  Little  League 
games.  I have  learned  the  joys  of 
life  are  well  worth  the  hard  times. 

I do  not  want  to  downplay  the 
difficulties,  or  brighten  the  road 
that  led  to  my  kidney  transplant. 
There  were  very  dull  days  and 
painful  long-term  health  prob- 
lems associated  with  dialysis.  The 
regimen  of  three  hemodialysis 
treatments  a week,  each  lasting 
four  hours,  year  in  and  year  out, 
had  devastating  psychological  ef- 
fects. The  dependence  of  life 
itself  on  a machine  invokes  a love/ 
hate  relationship  that  must  be  ex- 
perienced to  be  understood. 

My  kidney  transplant,  two-and- 
a-half  years  ago,  came  at  a time 
when  I was  becoming  more  emo- 
tionally and  physically  drained  by 
dialysis.  Against  my  own  will,  I 
was  losing  that  spark,  the  vigor  of 
internal  strength  that  kept  me 
going  through  hospitalizations, 
pain,  and  the  pressure  of  18  years 
of  chronic  illness.  I needed  my 
freedom. 

On  April  13,  1990,  I received 


that  wanted,  needed,  and  feared 
telephone  call.  I wanted  it  for  the 
freedom  and  hope  it  might  bring. 
I needed  it  because  of  bone  dis- 
ease, wasting,  and  fatigue.  At  the 
same  time,  I feared  it  because  of 
the  surgery,  possible  complica- 
tions, and  the  most  damning  word 
for  any  transplant  patient — rejec- 
tion. It  now  is  1993  and  I have 
not  heard  that  word. 

I have  physical  problems.  I 
have  to  accept  that  18  surgeries 
and  two  decades  of  chronic  illness 
guarantee  I will  never  play  third 
base  for  the  New  York  Mets.  And, 
immunosuppressive  medications 
present  a multitude  of  problems 
including  infections  that  I have 
experienced.  Cataracts,  necrosis, 
and  high  cholesterol  are  all  in- 
cluded on  the  menu  of  drug-re- 
lated problems.  And  this  menu 
does  not  come  cheap.  Medicare 
covers  80  percent  of  the  first  year 
of  immunosuppressive  medica- 
tions; after  that  a patient  is  on  his 
own.  In  the  first  year,  costs  can 
exceed  $12,000  for  medications 
alone.  For  an  average  patient,  like 
myself,  between  Bactrim®,  Zan- 
tac*, cyclosporine,  and  hyperten- 
sive medications,  annual  costs  can 
surpass  $6,000.  Unfortunately,  for 
those  without  the  resources,  in- 
surance, or  public  assistance,  it  is 
a difficult  burden  and,  unfortu- 
nately, one  that  has  cost  too  many 
recipients  their  organs.  Medicare 
now  is  considering  paying  for  im- 
munosuppression for  three  years 
for  kidney  transplant  patients.  I 
hope  the  Health  Care  Financing 
Administration  follows  through 
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NEW  JERSEY’S  TRANSPLANT  PROGRAMS 

New  Jersey  has  four,  state-certified  transplant  programs.  Transplant  operations  in  New  Jersey 
can  be  performed  only  at  the  following  medical  centers: 

• 

Newark  Beth  Israel  Medical  Center,  Newark 

—Heart  and  kidney  transplants. 

—Approval  for  lung  transplant  granted  on  a case-by-case 

basis. 

Director  of  Cardiopulmonary  Transplants: 

Mark  Zucker,  MD,  JD 
1/201/926-7205 

Director  of  Kidney  Transplants: 

Hossein  Eslami,  MD 
1/201/926-7555 

Medical  Surgical  Director  of 
Cardiopulmonary  Transplants: 

Laszlo  Fuzesi,  MD 
1/201/926-7325 

• 

University  Hospital,  Newark 

—Liver  transplants. 

Director  of  Transplant  Surgery: 

Baburao  Koneru,  MD 
1/201/982-7218 

• 

Saint  Barnabas  Medical  Center,  Livingston 

—Kidney  and  simultaneous  pancreas/kidney  transplants. 

Medical  Director, 
Department  of  Nephrology: 

Martin  Jacobs,  MD 
1/201/736-2212 

Chief  of  Transplant  Surgery: 

Dennis  Filippone,  MD 
1/201/992-3464 

• 

Our  Lady  of  Lourdes  Medical  Center,  Camden 

— Kidney  transplants. 

Medical  Director: 

John  P.  Capelli,  MD 
1/609/757-3513 

with  this  program.  The  routine 
use  of  recombinant  human 
erythropoietin  to  treat  anemia  in 
dialysis  patients  has  increased  an- 
nual treatment  costs  to  over 
$26,000. 

Every  day  at  work,  I see  the 
faces  of  dozens  of  renal  patients 
waiting  for  organs.  Their  lives  and 
those  of  countless  others  needing 
hearts,  livers,  and  corneas  could 
be  helped  if  we  had  the  organs 


and  tissues.  In  1990,  Pope  John 
Paul  II  said  of  transplantation: 
“Donation  is  a manifestation  of 
generous  solidarity,  all  the  more 
eloquent  in  a society  that  has  be- 
come excessively  utilitarian  and 
less  sensitive  to  unselfish  giving. 

Physicians  are  in  the  position  to 
offer  families  an  alternative,  to 
make  a reason  for  hope.  Give 
families  the  opportunity  to  tem- 
per their  grief  with  the  realization 


that  the  hope,  life,  and  spirit  of 
their  loved  one  can  continue. 
Physicians  have  the  means  to  help 
a patient’s  family,  to  help  a reci- 
pient, and  to  help  themselves.  fl 

Mr.  Ahmet  is  affiliated  with  Elizabeth 
General  Medical  Center.  Address 
reprint  requests  to  Mr.  Ahmet, 
Elizabeth  General  Medical  Center,  925 
East  Jersey  Street,  Elizabeth,  NJ 
07206. 
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Heart  transplantation  is  an  effective  treatment  for  end-stage 
congestive  heart  failure  resulting  in  a one-year  survival  of  80 
percent  and  a return  to  normal  function  in  90  percent  of 
sun/ivors.  Refinements  in  the  pre-  and  postoperative  medical 
management  of  transplant  recipients  portend  further  benefits , 


Newark  Beth  Israel 
Medical  Center  physi- 
cians performed  the 
first  heart  transplant  in 
New  Jersey  in  1986.  The  effort  lay 
dormant  until  February  1990 
when  the  program  was  reac- 
tivated. During  the  next  30 
months,  244  individuals  were  re- 
ferred for  evaluation;  79  patients 
were  accepted  for  transplantation. 
Of  these  potential  recipients,  11 
patients  died  awaiting  trans- 
plantation, 1 patient  was  trans- 
planted elsewhere,  3 patients 
were  removed  from  active  con- 
sideration for  deteriorating  health 
due  to  noncardiac  causes,  2 pa- 
tients were  removed  for  non- 
compliance,  and  5 patients  were 
placed  on  “hold  due  to  an  unex- 
pected improvement  in  their 
symptoms  despite  the  absence  of 
a corresponding  improvement  in 
any  objective  measures  of  their 
cardiac  function.  Eight  patients 
presently  are  awaiting  the  iden- 
tification of  a donor  organ.  The 
remaining  49  patients,  represent- 
ing 50  transplants,  constitute  the 
basis  of  this  report. 

RECIPIENT  CRITERIA 

Historically,  cardiac  trans- 
plantation has  been  reserved  for 
patients  with  end-stage  New  York 
Heart  Association  (NYHA)  func- 


tional class  IV  congestive  heart 
failure  (CHF)  whose  life  expec- 
tancy is  less  than  12  months.12 
Recently,  however,  the  indica- 
tions have  been  expanded  to  in- 
clude patients  with  refractory 
angina  secondary  to  inoperable 
coronary  artery  disease  and  pa- 
tients with  malignant  ventricular 
arrhythmias  unresponsive  to  anti- 
arrhythmic  agents  or  an  implant- 
able defibrillator.3  4 In  addition,  to 
compensate  for  the  rapidly  ex- 
panding recipient  pool  and  cor- 
responding increase  in  time  re- 
quired to  identify  a suitable 
donor,  transplant  cardiologists 
have  begun  to  evaluate  and,  oc- 
casionally, to  list  patients  with 
NYHA  functional  class  II  or  III 
CHF. 

Systemic  or  localized  processes 
such  as  diabetes  mellitus, 
peripheral  vascular  disease,  mild 
renal  insufficiency,  or  mild 
chronic  obstructive  pulmonary 
disease,  previously  considered 
“absolute”  contraindications  to 
transplantation,  now  are  con- 
sidered relative  contraindica- 
tions.5 Likewise,  age  criteria  have 
been  expanded,  and  patients  up 
to  the  age  of  65  years  are  routine- 
ly referred  and  evaluated  for 
transplantation.6  Patients  with  a 
history  of  substance  abuse  are 
evaluated  on  an  individual  basis. 


Upon  successful  completion  of  a 
rehabilitation  program,  patients 
may  be  re-evaluated  for  trans- 
plantation. 

Perhaps  the  single  greatest 
predictor  of  postoperative 
morbidity  and  mortality  is  the 
presence  of  irreversible  preoper- 
ative pulmonary  hypertension  in 
the  recipient.7  At  present,  most 
transplant  centers  exclude  can- 
didates with  a pulmonary  vascular 
resistance  greater  than  3.5  Wood 
units  (mean  pulmonary  artery 
pressure-pulmonary  wedge 
pressure/cardiac  output).  For 
those  patients  whose  pulmonary 
vascular  resistance  exceeds  this 
value,  intravenous  nitroprusside, 
with  or  without  dobutamine,  may 
be  administered  in  incrementally 
increasing  doses  to  lower 
pulmonary  resistance.  The  inabili- 
ty to  lower  pulmonary  resistance 
may  portend  the  development  of 
early  postoperative  right  ventricu- 
lar failure  that  can  result  in  the 
death  of  the  recipient.8 

To  date,  20,000  patients  have 
undergone  heart  transplantation 
worldwide.  Until  recently,  the 
primary  indication  had  been 
dilated  cardiomyopathy  (49  per- 
cent).9 However,  with  expanded 
recipient  criteria  and  liberaliza- 
tion of  the  upper  age  limit,  the 
frequency  of  ischemic  heart  dis- 
ease has  equaled  or,  at  some 
centers,  exceeded  that  of  dilated 
cardiomyopathy  (Table). 

DONOR  CRITERIA 

Donors  are  selected  on  the 
basis  of  adequate  hemodynamics. 
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Table.  Recipient 

characteristics. 

Age  (years) 

51  ±10 

Age  range  (years) 

21  to  65 

Sex 

39  males 
1 0 females 

Diagnosis 

Ischemic  heart  disease 

26  (53%) 

Dilated  cardiomyopathy 

20  (41%) 

Valvular  heart  disease 

2 (4%) 

Donor  graft  failure 

1 (2%) 

negative  cardiac  history,  and 
normal  cardiac  examination  (in- 
cluding echocardiogram).  The  use 
of  low-dose  dopamine  in  the 
donor  to  maintain  an  appropriate 
blood  pressure  is  acceptable  for 
short  periods  of  time.  In  contrast, 
a donor’s  requirement  for 
dobutamine  generally  should 
raise  suspicion.  Cardiac  arrest 
requiring  prolonged  cardio- 
pulmonary resuscitation  elim- 
inates the  patient  as  a potential 
donor.310 

Until  recently,  the  upper  age 
limit  considered  acceptable  for  a 
donor  was  35  years  of  age  for 
males  and  40  years  of  age  for 
females.  Of  necessity,  however, 
the  donor  shortage  of  the  past  few 
years  has  resulted  in  extension  of 
the  upper  age  limits  to  50  years 
of  age,  depending  upon  the  past 
medical  history,  physical  con- 
dition, and  cause  of  death.  Oc- 
casionally, if  the  facilities  are 
available,  coronary  angiography  is 
performed  on  an  older  donor  to 
exclude  the  presence  of  coronary 
artery  disease.11 

Compatibility  of  blood  group 
and  weight  with  the  recipient  are 
important  considerations  in  de- 
termining a donor’s  appropriate- 
ness. Recent  reports  have  sug- 
gested, however,  that  donors  may 
be  undersized  by  up  to  50  percent 
without  incurring  any  increased 
risk  of  postoperative  morbidity  or 
mortality.12  For  recipients  with 
pulmonary  hypertension,  how- 
ever, efforts  have  been  made  to 
use  hearts  from  larger  donors. 
Surprisingly,  this  approach  has 
not  been  proved  to  be  more  effec- 
tive and  presently  is  being  re- 
considered.13 


Donor  serologies  including 
HIV,  cytomegalovirus  (CMV), 
and  hepatitis  studies  are  routinely 
performed.  HIV  or  hepatitis  C 
antibodies  and  hepatitis  B anti- 
gens constitute  exclusions  to  the 
use  of  the  donor.3  Prospective 
HLA  cross-matching  is  not 
routinely  performed  for  heart 
transplants.3 14 

POSTOP  MANAGEMENT 

The  postoperative  management 
of  the  transplant  recipient  may  be 
distinguished  from  the  routine 
surgical  patient  by  the  higher  in- 
cidence of  early  right  heart 
failure,8  the  frequent  develop- 
ment of  sinus  node  dysfunction,15 
the  possibility  of  early  renal  insuf- 
ficiency,16 the  risk  of  postoper- 
ative infections,  the  requirement 
for  immunosuppression,  and  the 
need  for  frequent  endomyocardial 
biopsies. 

In  the  immediate  postoperative 
period,  transient  myocardial 
dysfunction  is  common.  All  pa- 
tients are  placed  on  moderate  to 
high-dose  isoproterenol  to  reduce 
pulmonary  pressures  and  to  main- 
tain heart  rates  of  approximately 
110  to  120  beats/min.  Should 
right  heart  dysfunction  develop, 
intravenous  nitroprusside  and/or 
prostaglandin  El  may  be  used  in 
conjunction  with  inotropic  agents 
to  reduce  pulmonary  pressures. 
Fortunately,  the  problem  of  right 
heart  dysfunction  generally  re- 
solves within  the  first  week  after 
transplant.31' 

Junctional  rhythms  are  com- 
mon and  may  be  related  to 
edema,  ischemia,  or  injury  of  the 
sinus  mode.  For  the  most  part, 
this  problem  resolves  spontane- 
ously.18 Patients  with  particularly 
slow  rates  sometimes  benefit  from 
the  addition  of  theophylline  that 
may  increase  the  sinus  rate.19 
Nevertheless,  depending  upon 
the  medical  center,  up  to  15  per- 
cent of  patients  will  require  im- 
plantation of  a permanent  pace- 
maker. By  the  sixth  postoperative 
month,  sinus  rhythm  has  reap- 
peared in  the  majority  of  these 
patients. 


Early  renal  insufficiency  is  not 
uncommon  and  probably  is  re- 
lated to  the  presence  of  a chronic 
prerenal  state  in  the  recipient, 
compounded  by  cardiopulmonary 
bypass,  vasoconstrictors,  and  im- 
munosuppression with  cyclo- 
sporine.16 It  was  proposed  that 
some  cases  of  early  renal  dysfunc- 
tion may  be  secondary  to 
hyperperfusion  rather  than 
hypoperfusion,  as  renal  insuffi- 
ciency also  has  been  described  in 
patients  whose  cardiac  function 
has  been  augmented  by  implan- 
table left  ventricular  assist  devices 
that  do  not  require  immunosup- 
pression.20 A short  course  of 
peritoneal  dialysis  has  proved  ef- 
fective in  managing  these  pa- 
tients. 

IMMUNOSUPPRESSION 

Immunosuppression  protocols 
are  based  on  cyclosporine, 
azathioprine,  and  prednisone,  but 
the  specific  doses  and  routes  of 
administration  vary.21  At  our 
facility,  pre-,  post-,  and  in- 
traoperative methylprednisolone 
is  complemented  by  low-dose  in- 
travenous cyclosporine,  nasogas- 
tric cyclosporine,  and  intravenous 
azathioprine.  After  extubation, 
usually  on  the  first  postoperative 
day,  the  patient  is  placed  on  oral 
cyclosporine  (6  to  8 mg/kg/day), 
prednisone  (1  mg/kg/day),  and 
azathioprine  (2.5  mg/kg/day). 
Therapeutic  cyclosporine  levels 
generally  are  achieved  by 
postoperative  day  3. 

In  the  1980s,  “induction  im- 
munosuppression with  cytolytic 
agents  such  as  antithvmocvte 
globulin  (ATG)  or  OKT3  fre- 
quently was  used  during  the  first 
two  weeks  to  further  enhance  im- 
munosuppression.22 Unfortunate- 
ly, the  incidence  of  viral  infec- 
tions and  post-transplant 
lymphoproliferative  disorders 
were  higher  in  those  patients  who 
received  cytolytic  agents.23  24 
These  agents  are  used  primarily 
in  patients  with  preoperative  or 
early  postoperative  renal  insuffi- 
ciency in  whom  cyclosporine 
must  be  avoided. 
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REJECTION 

Rejection  is  divided  into  three 
types:  hyperacute,  acute,  and 

chronic.25  Hyperacute  rejection  is 
the  result  of  performed  antibodies 
targeted  against  the  endothelium 
of  the  coronary  vasculature  that 
cause  intravascular  thrombosis, 
ischemia,  and  graft  loss.  To  avoid 
this  problem,  all  candidates  are 
screened  for  the  presence  of 
preformed  antibodies.14  If  iden- 
tified, the  recipient’s  serum  then 
is  treated  with  dithiothreitol  to 
determine  whether  the  antibodies 
are  IgG  or  IgM.26  If  IgG  anti- 
bodies are  found,  a prospective 
crossmatch  may  be  required.  We 
have  not  encountered  any  epi- 
sodes of  hyperacute  rejection  at 
our  facility. 

The  most  common  form  of  re- 
jection is  acute  rejection.  These 
episodes  are  T-cell  mediated  and 
are  manifested  by  an  interstitial 
lymphocytic/mononuclear  infil- 
trate. Most  episodes  are  asympto- 
matic and  are  diagnosed  at  the 
time  of  a routine  surveillance 
right-ventricular  endomyocardial 
biopsy  performed  weekly  for  six 
weeks  and  then  less  frequently  as 
time  progresses.3  Acute  rejection 
is  more  common  in  women27  and 
younger  recipients  and  may  be 
classified  as  mild  (IA,  IB), 
moderate  (II,  IIIA),  or  severe 
(IIIB,  IV).28  Episodes  of  mod- 
erate rejection  without  hemo- 
dynamic compromise  generally 
are  treated  by  increasing  the  daily 
dose  of  oral  steroids.  Episodes  of 
moderate  or  severe  rejection  with 
hemodynamic  compromise  may 
require  intravenous  methylpred- 
nisolone,  ATG,  OKT3,  and/or 
methotrexate29.  For  refractory 
episodes,  total  lymphoid  irradia- 
tion and  photopheresis  have  been 
tried  with  variable  success.30 
Rarely,  retransplantation  is  in- 
dicated. 

Chronic  rejection,  also  known 
as  allograft  arteriopathy  or  ac- 
celerated atherosclerosis,  is  an  in- 
sidious and  poorly  understood 
phenomenon.  It  is  a diffuse 
process  that  involves  the  entire 


coronary  tree  and  results  in  con- 
centric narrowing  of  the  coronary 
arteries.  Because  the  transplanted 
heart  is  denervated,  clinical 
symptoms  such  as  chest  discom- 
fort often  are  not  present.  By  five 
years  post-transplant,  50  percent 
of  all  heart  transplant  recipients 
will  show  some  evidence  of 
atherosclerotic  disease.31  Focal 
stenoses  generally  are  not  seen 
and  revascularization  with  bypass 
grafting  or  angioplasty  has  proved 
to  be  of  limited  utility.  There  has 
been  some  success  with  direc- 
tional atherectomy,  but  in  most 
patients  the  lesions  are  not 
amenable  to  this  modality.32  At 
present,  the  only  effective  treat- 
ment for  chronic  rejection  is 
retransplantation. 

RESULTS 

Nationwide,  the  one-year  actu- 
arial survival  after  orthotopic 
heart  transplantation  is  81  per- 
cent, with  five-year  survival  ap- 
proaching 70  percent.33  Of  the 
first  49  patients  transplanted  at 
our  center,  including  one  re- 
transplant at  four  days,  one-year 
Kaplan-Meier  survival  is  80  per- 
cent. There  were  no  deaths  at- 
tributable to  rejection  or  to 
protozoal,  fungal,  or  bacterial  in- 
fections. Primary  donor  graft 
dysfunction,  right  heart  failure, 
and  CMV  infection  accounted  for 
the  majority  of  deaths.  The  aver- 
age length  of  stay  was  19  days 
ranging  from  10  days  to  28  days. 

Survival  has  been  accompanied 
by  normal  function  in  92  percent 
of  patients.  Twelve  recipients 
have  returned  to  work  while  34 
others  either  have  been  unable  to 
find  employment  or  have  chosen 
to  retire  and  pursue  activities  of 
their  choice  without  limitation. 
Two  other  recipients  are  being 
treated  for  ongoing  CMV  infec- 
tion and  1 recipient  is  limited  due 
to  a seizure  disorder. 

CONCLUSION 

With  average  physician  and 
hospital  charges  totaling  $91,570, 
heart  transplantation  is  an  ex- 


pensive procedure.34  Neverthe- 
less, it  has  proved  to  be  a suc- 
cessful and  cost-effective  treat- 
ment for  end-stage  CHF  in  the 
properly  selected  candidate.  Un- 
fortunately, many  appropriate  in- 
dividuals are  not  referred  to 
transplant  centers  and  many 
others  are  referred  to  centers 
where  the  average  wait  for  a 
donor  organ  approaches  12 
months.  In  this  regard,  Newark 
Beth  Israel  Medical  Center  has 
been  fortunate.  The  average  wait 
from  “listing”  to  transplant  at  our 
facility  has  been  less  than  three 
months.  Even  at  that,  14  percent 
of  the  listed  candidates  expired 
prior  to  transplantation;  9 of  11  of 
these  patients  died  while 
hospitalized  in  the  cardiac  care 
unit. 

The  gratifying  results  with 
transplantation  and  the  fact  that 
so  many  patients  died  while  wait- 
ing for  a donor  organ  prompted 
us  to  investigate  the  use  of  left 
ventricular  assist  devices  as  a 
bridge  to  transplantation.  Newark 
Beth  Israel  Medical  Center  is 
now  1 of  17  investigational  sites 
in  the  United  States  approved  to 
use  the  Heartmate®  1000  IP  to 
support  patients  with  severe  end- 
stage  CHF  and  cardiogenic  shock 
until  a donor  organ  becomes 
available. 

Although  cardiac  trans- 
plantation is  not  a cure,  most  reci- 
pients can  expect  complete  relief 
from  their  cardiac  symptoms  and 
a return  to  a more  functional 
lifestyle.  Long-term  success, 
however,  depends  upon  a high 
level  of  effort  at  the  transplant 
center,  a compliant  patient,  and 
frequent  communication  with  the 
patient’s  other  physicians.  I 

References  are  available  upon 
request. 
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As  Alzheimer's  Disease  progresses,  it  is  not  unusual  for  its  victims  to 
have  clear  memories  of  childhood,  yet  not  recognize  those  dearest  to 
them.  It  is  this  tragic  symptom  mad  others  that  make  Alzheimer's  as  dev- 
astating to  a victim's  family  as  it  is  to  the  victim.  ❖ In  conjunction  with 
consultants  from  the  Dementia  Research  Clinic  at  the  Johns  Hopkins 
University  School  of  Medicine,  Meridian  Healthcare  has  supported  a 


series  of  studies  aimed  at  innovating  new  and  better  ways  of  caring  for 
the  memory  impaired.  Meridian's  leadership  role  in  supporting 
dementia  research  resulted  in  the  first  Alzheimer's  care  unit  modeled  on 
principles  of  modem  psychiatry.  Today  that  research  is  embodied  in  a 
program  called  FOCUS,  now  in  place  at  Meridian  Nursing  Center  - 
Westfield.  ❖ The  goal  of  FOCUS  is  to  prolong  the  independence  of  the 
memory  impaired  by  sharpening  their  remaining  abilities.  FOCUS  offers 
an  individual  program  of  care  for  each  patient,  provided  by  a specially 
trained  staff  in  a secure  and  structured  residential  environment.  For  fam- 
ilies struggling  to  cope  with  the  consequences  of  their  loved  one's  illness, 
FOCUS  offers  education,  counseling  and  sup- 
port. ❖ If  someone  you  love  has  Alzheimer's 
Disease,  call  and  ask  for  our  free  FOCUS 
brochure.  While  there  is  no  cure,  FOCUS  offers 
the  care  you  and  your  loved  one  need. 


f: 


# c u s 

n Alzheimer’s 


1515  LAMBERTS  MILL  ROAD  ❖ WESTFIELD  ❖ NEW  JERSEY 
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Jeffrey  M.  Brensilver,  MD 


Update  on 
renal  transplantation 


Renal  transplantation  has  evolved  as  a preferred  mode  of  long- 
term therapy  for  a substantial  percentage  of  chronic  renal 
failure  patients.  The  author  reviews  recent  progress  in  the  field 
with  an  emphasis  on  patient  counseling  and  with  the 
conclusion  that  the  outlook  for  these  patients  is  bright. 


Over  a period  of  four  de- 
cades, renal  transplan- 
tation has  progressed 
from  a highly  experi- 
mental, lifesaving  procedure  to  a 
routine,  elective  therapy  with  a 
relatively  low  risk  and  a high  suc- 
cess rate. 

The  first  phase  of  clinical  renal 
transplantation  (late  1950s  to 
early  1970s)  was  characterized  by 
a slow,  but  dramatic  reduction  in 
mortality  rate,  while  the  one-year 
graft  success  rate  remained  fixed 
at  40  to  50  percent  (with 
cadaveric  transplants).  Technolog- 
ic advances,  including  the  appli- 
cation of  ultrasonography,  im- 
proved surgical  technique,  more 
powerful  antibiotics,  and  ac- 
cumulating clinical  experience, 
resulted  in  lower  mortality. 
Nonetheless,  nonspecific  im- 
munosuppressives limited  kidney 
survival  rates. 

The  second  phase  of  progress 
(early  1970s  to  late  1980s)  was 
characterized  by  slow  advances  in 
improving  the  one-year  success 
rate;  more  than  an  80  percent 
one-year  cadaveric  transplant  suc- 
cess rate  was  realistically 
achievable.1  Although  improved 
understanding  of  immunology 
played  a role,  the  availability  of 
cyclosporine  by  the  early  1980s 


and  of  more  powerful  anti- 
rejection therapy,  most  notably 
monoclonal,  hybridoma-derived 
antibody  to  T-cells  (the  T3  recep- 
tor), dramatically  improved  the 
early  one-year  success  rate.2 

The  third  phase  of  transplant 
progress  focuses  on  improving 
long-term  successful  engraftment. 
Despite  the  excellent  success  of 
cadaver  transplantation  achieved 
in  recent  years,  a poor  rate  of  late 
graft  function  (five  to  ten  years) 
has  continued  to  limit  the  ulti- 
mate outcome  for  individual  pa- 
tients.3 A nationwide  data  collec- 
tion system  has  allowed  the  ac- 
curate description  of  transplant 
success  half  lives.4  Striking  in  this 
analysis  is  the  excellent  correla- 
tion between  the  degree  of 
human  lymphocyte  antigen 
(HLA)  matching  and  long-term 
outcome.  Although  this  rela- 
tionship has  been  difficult  to  de- 
monstrate in  short-term  graft  suc- 
cess analyses,  longer  followup  has 
demonstrated  the  crucial  impact 
of  matching  on  the  transplant 
process. 

HLA  identical  living  related 
donor  (LRD)  transplants  have  a 
22-year  half  life  for  graft  function; 
haplotvpe  (half-matched)  LRDs 
have  a 12-year  half  life,  and 
cadaver  grafts  have  an  8-year  half 


life.  Within  the  cadaver  group, 
the  degree  of  matching  shows  a 
strong  correlation  with  long-term 
outcome. 

Although  histoincompatibility- 
associated  rejection  represents 
the  predominant  cause  of  late 
graft  failure,  cyclosporine  toxicity 
and  recurrence  of  the  original, 
native  renal  disease  also  may  limit 
graft  survival.  In  fact,  the  long- 
term nephrotoxicity  of  cyclo- 
sporine, evident  in  its  usage  in 
heart  transplant  patients,  or  non- 
transplant cases,  e.g.  autoimmune 
uveitis,  frequently  creates  man- 
agement dilemmas.5  The  clinical 
and  histologic  distinction  between 
cyclosporine  toxicity  and  certain 
variants  of  chronic  rejection  often 
is  obscure.  Frequently,  cyclo- 
sporine is  tapered  to  extremely 
low  doses  in  efforts  to  limit  toxici- 
ty; but  the  outcome  in  such  pa- 
tients often  is  poor,  as  unchecked 
rejection  may  evolve.  Notably,  in 
most  series,  a significant  percen- 
tage of  late  graft  loss  results  from 
noncompliance  with  immunosup- 
pressive therapy.  Recurrent  dis- 
ease, although  not  a frequent 
problem,  has  provided  insight 
into  the  immunology  of  a variety 
of  diseases.6  Certain  diseases  of 
unknown  etiology,  e.g.  focal 
glomerulosclerosis,  vasculitis, 
recur  with  reasonable  frequency, 
as  does  the  complement-mediated 
mesangiocapillary  type  of 
nephritis,  or  IGA-mediated 
nephritis  (Rerger  s or  Henoch- 
Schonlein).  Deposit  diseases, 
such  as  amyloid  or  diabetes,  also 
recur;  the  latter  phenomenon 
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providing  additional  proof  that 
the  diabetic  environment 
produces  nephropathy,  indepen- 
dent of  any  intrinsic  basement 
membrane  defect. 

The  nephrologist’s  approach  to 
transplant  counselling  is  based  on 
an  assessment  of  potential  factors 
that  contribute  to  an  adverse  or 
positive  outcome.  These  factors 
must  be  analyzed  from  a quality 
of  life  perspective  by  the  patient. 
Factors  that  favor  transplantation 
include:  young  age  (patients  60 
years  of  age  or  older  may  be  ex- 
cellent transplant  candidates);  and 
poor  adjustment  to  dialysis 
(psychological,  nutritional,  pro- 
gressive neuropathy  or  osteodys- 
trophy, especially  beta,  micro- 
globulin amyloid). 

Negative  factors  for  trans- 
plantation include:  African- 

American  ancestry;7  presence  of 
an  underlying  renal  disease  likely 
to  recur,  especially  focal  glomer- 
ulosclerosis;8 recent  malignancy; 
obesity;  chronic  lung  disease; 
severe  arteriosclerotic  cardiovas- 
cular disease;  presence  of  -l-HBs 
Ag  or  + HIV;9  and  serious  urolog- 
ic  abnormalities  that  may  require 
extensive  preparatory  surgery. 

The  availability  of  a well- 
matched  LRD  shifts  the  decision 
in  favor  of  transplantation.  A well- 
matched  LRD  is  important  in 
diabetic  patients,  where  cadaver 
graft  success  rates  generally  are 
more  than  10  percent  lower  and 
mortality  rates  are  5 percent 
higher  than  among  nondiabetics. 
The  patient  with  established  end- 
stage  renal  disease  (ESRD)  or  the 
patient  approaching  ESRD, 
should  be  counselled  about  trans- 
plantation. In  fact.  Medicare  re- 
gulations require  periodic  trans- 
plantation consideration.  At  the 
time  of  counselling,  the  possibility 
of  family  donation  should  be  con- 
sidered, with  appropriate  family 
tissue  typing  and  cross-matching 
testing  to  be  done  (the  transplant 
cross-match  screens  for  antibody 
in  the  serum  of  the  potential  reci- 
pient directed  against  lymphocyte 
surface  markers  in  the  blood  of  a 
potential  donor).  The  identifica- 


tion of  a well-matched,  healthy, 
willing,  noncoerced  LRD  dra- 
matically enhances  the  prospects 
for  success.  It  is  worth  noting  that 
the  20-year  safety  of  renal  dona- 
tion has  been  securely  estab- 
lished. Although  a slightly  higher 
risk  of  long-term  hypertension 
has  been  noted  in  renal  donors, 
the  overall  safety  of  uninephrec- 
tomy firmly  is  established.10 

The  vast  majority  of  prospec- 
tive transplant  recipients  lack  a 
potential  LRD  and  are  placed  on 
a regional  cadaveric  waiting  list. 
By  virtue  of  federal  regulations, 
organ  procuring  networks  dis- 
tribute kidneys  in  a relatively  uni- 
form fashion.  Patients  are  ac- 
corded priority  based  on  a 
number  of  factors;  dire  need  for 
a transplant  occasionally  is  a fac- 
tor, especially  among  young  chil- 
dren. Duration  of  waiting  and 
degree  of  histocompatibility  are 
the  major  prioritizing  factors. 

The  current  system  has  been 
accepted  and  appears  to  be  logical 
and  equitable  in  its  long-term 
goals.11  Ultimately,  the  develop- 
ment of  a more  productive  na- 
tionwide system  for  organ  pro- 
curement will  be  necessary  to 
solve  the  distribution  problem. 

Infectious  complications  are  a 
concern.12  The  immediate  post- 
operative period  is  characterized 
by  bacterial  infection — often  re- 
lated to  surgery  itself,  or  to  in- 
dwelling urinary  or  intravenous 
catheters.  In  recent  years,  the 
judicious  usage  of  preoperative 
antibiotic  prophylaxis,  the  use  of 
lower  doses  of  steroids,  the  avail- 
ability of  more  powerful  anti- 
biotics for  gram-negative  infec- 
tion, and  the  usage  of  low-dose 
urinary  tract  infection  prophylaxis 
have  combined  to  reduce  these 
early,  serious  events. 

The  second  phase,  occurring 
from  three  weeks  to  six  months, 
is  characterized  by  vulnerability 
to  cytomegalovirus  (CMV)  infec- 
tion. The  highest  risk  occurs 
among  recipients  lacking  antibody 
to  CMV  who  receive  a kidney 
from  a CMV  antibody  positive 
donor,  and  who  develop  a pri- 


mary CMV  infection.  However,  a 
high  percentage  of  patients  with 
pretransplant  seropositivity  also 
will  experience  clinical  viral  in- 
fection (especially  those  who  re- 
quire extra  immunosuppression 
for  rejection).  In  the  primary  in- 
fection group,  prophylactic  thera- 
py with  acyclovir  and  immuno- 
globulin infusion  dramatically  re- 
duces the  incidence  of  severe  dis- 
ease.13 Ganciclovir  has  been  dem- 
onstrated to  effectively  treat 
serious  CMV  infection  in  the 
renal  transplant  setting.14  Other 
infections  include  herpes  simplex 
and  Pneumocystis  carinii. 

In  the  later  phases,  fungal  or 
mycobacterial  infection  may 
occur.  However,  these  infections 
also  may  occur  in  the  earlier 
phase,  particularly  in  heavily  im- 
munosuppressed  patients  with 
concomitant  CMV  infection. 
Careful  surveillance  for  tubercu- 
losis and  more  judicious  use  of 
immunosuppressives  have  re- 
duced the  risk  of  these  infections. 

Other  long-term  implications 
include  the  long-term  steroid 
effects,  e.g.  cataracts,  obesity, 
avascular  necrosis;  metabolic  de- 
rangements, e.g.  gout,  hyper- 
lipidemia, hyperglycemia;  and 
hypertension.  This  constellation 
especially  is  notable  in  promoting 
a high  frequency  of  atheroscle- 
rotic complications,  which  often 
are  the  most  life  limiting  factor  in 
long-term  series.15  The  list  of 
complications  also  includes  the 
high  risk  of  malignancy,  principal- 
ly skin  cancer,  cervical  cancer, 
and  lymphoma. 

CONCLUSION 

The  outlook  for  successful  long- 
term rehabilitation  of  the  ESRD 
patient  is  best  achieved  by  trans- 
plantation; the  outlook  for  pa- 
tients is  brighter  than  ever.  H 

References  are  available  upon 
request. 
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The  demand  for  pancreatic 
transplantation  in 
New  Jersey 

Hossein  Eslami,  MD 
Spencer  Panter 


Simultaneous  kidney  and  pancreas  transplantation  is  the 
accepted  method  of  treatment  in  a selected  group  of  type  I 
diabetics  with  end-stage  renal  disease.  In  New  Jersey, 
approximately  60  patients  per  year  fall  into  this  category  and 
the  number  of  patients  is  expected  to  increase  rapidly. 


The  result  of  pancreatic 
transplantation  has  im- 
proved markedly  in  re- 
cent years  due  to  the 
availability  of  better  immunosup- 
pressive medications,  improve- 
ment in  technique,  and  better 
selection  of  suitable  patients  for 
transplantation.1  This  paper 
presents  a study  on  the  potential 
demand  for  pancreatic  trans- 
plantation in  New  Jersey. 

MATERIALS  AND  METHODS 

Pancreatic  transplantation  is 
not  a life-saving  procedure;  it  is 
recommended  to  be  performed 
on  patients  in  whom  the  benefit 
of  the  procedure  outweighs  the 
risk.  The  main  candidates  for  pan- 
creatic transplantation  are  pa- 
tients with  end-stage  renal  dis- 
ease (ESRD)  due  to  type  I 
diabetic  nephropathy.  To  de- 
termine the  number  of  patients 
with  ESRD  due  to  type  I diabetes 
in  New  Jersey,  who  are  can- 
didates for  kidney  transplantation 
and  who  also  may  benefit  from  a 
simultaneous  kidney  and  pancreas 
(SKP)  transplantation,  we  studied 
data  from  the  Trans-Atlantic 
Renal  Council.2  We  determined 
the  total  number  of  patients  with 
type  I diabetes  with  ESRD  on 
dialysis  and  the  yearly  number  of 


new  cases  of  ESRD  in  New 
Jersey.  Information  concerning 
the  number  and  yearly  new  cases 
of  type  I diabetic  patients  was 
obtained  from  the  New  Jersey 
State  Department  of  Health 
(NJDOH).3  Accurate  New  Jersey 
statistics  were  not  available  be- 
cause of  the  considerable  out-of- 
state  referral  and  movement  of 
patients  in  need  of  trans- 
plantation. To  compensate  for  this 
lack  of  information,  we  studied 
reports  from  Sweden,  a country 
where  patients  with  special 
procedures  such  as  kidney  and 
pancreas  transplantation  are  re- 
ferred to  a few  specialized  centers 
whereby  accurate  statistics  are 
available.4  Using  the  information 
from  the  Swedish  centers,  we 
estimated  the  need  for  SKP  trans- 
plantation in  New  Jersey. 

RESULTS 

As  of  May  1992,  there  were 
6,208  patients  with  ESRD  on 
dialysis  in  New  Jersey.  The  cause 
of  renal  failure  in  778  patients 
(12.5  percent)  of  the  total  popula- 
tion with  ESRD  was  type  I 
diabetes.  The  1991  data  indicate 
that  there  have  been  1,964  new 
cases  of  ESRD  in  New  Jersey.2 
Assuming  that  the  type  I diabetes 
is  responsible  for  12.5  percent  of 


this  group,  245  new  cases  of 
ESRD  due  to  type  I diabetes 
occur  each  year  in  this  state.  The 
majority  of  patients  are  not 
suitable  for  SKP  transplant.  The 
percentage  of  qualified  patients 
for  this  procedure  is  not  available 
in  the  United  States  but  is 
estimated  to  be  25  percent  of  this 
group,4  or  60  cases  per  year.  To 
check  the  accuracy  of  this 
estimate,  it  should  be  noted  that 
the  frequency  of  type  I diabetes 
in  the  United  States  is  the  third 
highest  in  the  world  and  approx- 
imately 75  percent  of  the  in- 
cidence in  Sweden.5  The  rate  of 
type  I diabetes  in  Sweden  is  100 
new  cases  per  million  population 
yearly.  Applying  this  calculation 
to  New  Jersey  with  a population 
of  eight  million,  shows  600  new 
cases  of  type  I diabetes  per  year. 
This  coincides  with  the  estimate 
of  500  to  1,000  new  eases  in  New 
Jersey  per  year  obtained  from 
NJDOH.3  According  to  informa- 
tion available  from  Sweden,  only 
10  percent  of  this  group  (60  cases 
per  year),  who  also  suffer  from 
ESRD,  eventually  are  qualified 
for  SKP  transplantation.4 

DISCUSSION 

The  two  objectives  for  pan- 
creatic transplantation  are:  to 

render  the  patient  insulin  in- 
dependent at  a reasonable  risk  to 
the  patient  from  immunosup- 
pressive medications  and  surgery; 
and  to  reverse  or  halt  complica- 
tions of  diabetes. 

Remarkable  progress  has  been 
made  to  achieve  the  first  objective 
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Table  1.  Criteria  for  selection  of  SKP  transplant  candidates. 

A.  Type  I diabetes  melliltus 

B.  ESRD 

C.  Absence  of  significant  coronary  artery  disease 

D.  Age  less  than  50  years 

E.  Functional  vision 

F.  No  major  amputations 

G.  Compliance 


Table  2.  Actuarial  one-year  outcome  for  pancreas  transplants 
from  October  1,  1987,  to  October  21,  1990,  in  the 
United  States. 


Category 

Patient 

survival 

(%) 

Pancreas 

survival 

(%) 

SKP 

92 

77 

PAK 

92 

54 

PTA 

92 

52 

SKP  = 
PAK  = 
PTA  = 

Simultaneous  kidney  and  pancreas  transplantation 
Pancreas  after  kidney  transplantation 
Pancreas  transplantation  alone 

by  the  following  measures: 

Patient  selection.  By  selecting 
the  proper  patient,  the  risk  can  be 
reduced  and  results  improved. 
The  criteria  for  patient  selection 
are  depicted  in  Table  1. 

Selection  of  surgery.  Complica- 
tions due  to  the  management  of 
exocrine  function  of  the  pancreas 
has  been  a source  of  failure.  At 
present,  the  majority  of  transplant 
surgeons  in  the  United  States  use 
bladder  drainage  of  secretion  as 
shown  in  Figure  1.  Also  popular, 
especially  in  Europe,  is  intestinal 
drainage  of  the  pancreas,  as 
shown  in  Figure  2.  Duct  ligation 
and  injection  seldom  is  used. 

Minimize  risks  of  immunosup- 
pression. The  best  results  have 
been  obtained  in  SKP  transplants 
for  patients  with  ESRD  due  to 
type  I diabetes.  In  this  group,  pa- 
tients receive  immunosup- 
pression for  kidney  transplant  and 
the  only  added  risk  is  the  surgical 
procedure  for  transplantation  of 
the  pancreas. 

The  operation  of  choice  for  pa- 
tients with  ESRD  due  to  type  I 
diabetes  is  in  the  following  order: 
a well-matched  related  living 
donor  kidney  transplant;  SKP 
transplant;  and  pancreatic  trans- 


plant following  a successful 
kidney  transplant.1 

Pancreas  transplantation  alone 
is  not  as  successful  as  SKP  trans- 
plantation and  is  recommended 
for  a patient  whose  quality  of  life 
is  so  impaired  that  the  benefit  of 
a pancreatic  transplant  outweighs 
the  risk  of  surgery  and  im- 
munosuppression. 

The  patient  and  graft  survival 
in  different  types  of  pancreatic 
transplants  for  patients  in  the 
United  States  between  October  1, 
1987,  and  October  21,  1990,  is 
shown  in  Table  2,  which  shows 
that  the  results  of  SKP  transplant 
group  is  superior  to  others.  There 
are  no  good  markers  to  indicate 
early  pancreatic  rejection.  The 
important  indications  of  pan- 
creatic rejection  are  diminished 
urinary  amylase  in  bladder- 
drained  pancreatic  exocrine 
secretion  and  rising  blood  sugar, 
which  usually  appear  in  advanced 
rejection,  at  a stage  when  treat- 
ment of  rejection  is  not  very  ef- 
fective. In  SKP  transplantation, 
the  rejection  of  the  kidney  occurs 
at  a much  earlier  stage  and  treat- 
ment is  performed  at  an  early 
period  with  a more  successful 
outcome,  resulting  in  better  pan- 


creatic survival  in  SKP  trans- 
plantation. 

As  can  be  seen  in  Table  2,  the 
first  objective  of  pancreas  trans- 
plantation has  been  met  to  a great 
extent.  However,  there  is  little 
proof  to  indicate  accomplishment 
of  the  second  goal— reverting  or 
halting  the  complications  of 
diabetes. 

In  a Minnesota  series,  the 
progression  of  retinopathy  was 
similar  in  patients  with  and  with- 
out successful  pancreatic  trans- 
plantation.1 Few  reports  are  avail- 
able on  the  effects  of  pancreatic 
transplantation  on  peripheral  and 
autonomic  neuropathy.  Kennedy 
showed  that  the  progression  of 
polyneuropathy  may  be  halted  by 
pancreatic  transplantation;6 
however,  no  conclusive  controlled 
study  is  available  to  prove  this 
point.  Many  ESRD  patients  with 
type  I diabetes  show  marked  im- 
provement of  neuropathy  follow- 
ing kidney  transplantation  alone. 
Secchi  showed  improvement  in 
nerve  conduction  velocity  in  both 
kidney  and  pancreas  transplant 
groups.  The  improvement  in  the 
kidney  transplant  group  seems  to 
stop  at  one  year  while  in  the  pan- 
creas transplant  group  it  may  con- 
tinue up  to  five  years.7  Sutherland 
reported  no  improvement  in 
microangiopathy  of  native  kidneys 
in  patients  after  pancreatic  trans- 
plantation.1 

CONCLUSION 

According  to  reports  of  the 
Pancreas  Transplant  Registry,  the 
number  of  pancreatic  transplants 
has  increased  steadily.  With  im- 
proved technique  and  better  im- 
munosuppressive medications, 
more  patients  become  qualified 
for  pancreatic  transplantation,  re- 
sulting in  a rapid  increase  in 
number  of  transplants  performed 
in  the  near  future.  In  New  Jersey, 
the  estimate  of  60  transplants  per 
year  may  increase  to  several  hun- 
dred if  the  procedure  could  be 
performed  at  a reasonable  risk  to 
the  patient.  When  the  results  of 
pancreas  transplant  alone  become 
comparable  to  SKP  transplant. 
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Figure  1.  Bladder  drained  pancreatic  transplant. 


further  increase  in  demand  for 
the  procedure  will  occur.  At  that 
point,  the  only  limiting  factor 
would  be  the  availability  of  a pan- 
creas for  transplantation. 

The  dream  of  pancreatic  trans- 
plant for  every  diabetic  is  in  the 
distant  future  when  the  problems 
of  xenotransplantation  are  re- 
solved to  provide  adequate  supply 
for  the  need. 

At  present,  kidney  and  pan- 
creas transplantations  are  closely 
inter-related  and  every  kidney 
transplant  center  should  develop 
the  capability  for  pancreatic  trans- 
plantation and  be  ready  to  meet 
present  and  future  challenges.  H 
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Infectious  complications 
of  bone  marrow 
transplantation 
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Patients  undergoing  bone  marrow  transplantation  face 
increased  risk  of  infection  because  of  underlying  diseases  and 
transplant-associated  treatments.  Optimal  prophylactic 
strategies  and  prompt  recognition  and  treatment  of  infection 
are  crucial. 


one  marrow  trans- 
plantation (BMT)  is 
being  utilized  with  in- 
creasing frequency  to 
treat  a variety  of  hematologic 
malignancies,  solid  tumors,  and 
non-neoplastic  disorders  of  the 
hematopoietic  and  immune 
systems.  The  use  of  colony- 
stimulating  factors,  increasingly 
intensive  chemotherapeutic  and 
radiation  regimens,  and  newer 
immunosuppressive  and  anti-re- 
jection agents  will  expand  the  in- 
dications and  numbers  of  patients 
for  this  treatment. 

However,  improved  survival 
does  not  come  without  cost. 
Severe,  life-threatening  toxicity 
may  result  from  the  treatments 
utilized  in  the  pretransplant  con- 
ditioning regimen.  In  addition, 
the  post-transplant  period  fre- 
quently is  complicated  by  serious 
infection  and/or  graft-versus-host 
disease  (GVHD).  Indeed,  infec- 
tion is  the  leading  cause  of  death 
in  the  post-transplant  period. 

EARLY  PERIOD 

The  early  post-transplant  phase 
begins  with  the  onset  of 
granulocytopenia  in  response  to 
the  pretransplant  conditioning  re- 
gimen. This  phase  may  be  as 
short  as  two  weeks  but  may  last 


up  to  six  weeks  or  longer.  During 
this  period,  patients  are  trans- 
fusion-dependent and  often  re- 
quire total  parenteral  nutrition. 
Normal  barriers  to  infection  are 
breached  by  vascular  access 
catheters  and  chemotherapy-in- 
duced mucositis.  As  a result,  sep- 
ticemia due  to  the  patient’s  en- 
dogenous cutaneous  and  in- 
testinal flora  occurs  with  great 
frequency. 

Rates  of  septicemia  in  the  first 
30  days  post-transplant  have  been 
reported  to  be  as  high  as  15  to 
20  percent.  The  incidence  and 
spectrum  of  organisms  vary  by 
institution.  In  general,  Pseudomo- 
nas aeruginosa  and  other  gram- 
negative organisms  have  been 
seen  less  frequently  than  in 
previous  years  as  a result  of  anti- 
bacterial prophylaxis  and  the 
early  use  of  broad-spectrum  em- 
piric antibiotics  directed  against 
these  pathogens.  Gram-positive 
infections,  especially  coagulase- 
negative  staphylococci,  are  being 
seen  with  increasing  frequency, 
due  to  the  selection  of  these  flora 
by  prior  antibiotic  treatment  and 
the  use  of  permanent  access  vas- 
cular catheters.  Candidemia  may 
be  seen  throughout  this  period, 
but  it  tends  to  occur  more  fre- 
quently after  prolonged 


granulocytopenia  and  antibiotic 
therapy. 

Bacterial  pneumonia  is 
diagnosed  relatively  infrequently 
in  the  post-transplant  period.  This 
may  be  due  to  the  early  use  of 
empiric  antibiotics,  the  failure  of 
these  patients  to  manifest  the 
usual  clinical  and  radiographic 
evidence  of  pneumonia  due  to 
granulocytopenia,  and  the  early 
recovery  of  macrophage  number 
and  function  after  transplant. 
Sputum  often  cannot  be  obtained; 
thus,  empiric  therapy  is  begun. 
The  need  to  perform  invasive 
diagnostic  procedures  depends 
upon  the  location  of  the  infiltrate 
and  its  clinical  course.  A focal  in- 
filtrate rarely  requires  further 
workup  unless  the  patient  wors- 
ens. Diffuse  infiltrates  or 
progressive  hypoxia  despite  anti- 
bacterial therapy  suggest  a non- 
bacterial  etiology,  necessitating 
further  diagnostic  and  therapeutic 
measures. 

Other  bacterial  infections,  e.g. 
cystitis,  sinusitis,  cellulitis,  are 
less  common.  If  one  identifies  a 
focal  or  systemic  infection,  thera- 
py should  be  based  on  the  iden- 
tified or  suspected  pathogen  and 
the  site  of  infection.  Knowledge 
of  the  flora  native  to  a particular 
body  site  as  well  as  the  common 
pathogens  in  a given  oncology 
unit  can  focus  the  therapy. 

Mucosal  and  invasive  fungal  in- 
fections, most  frequently  caused 
by  Candida  sp.,  are  seen  quite 
frequently  after  BMT.  Prolonged 
granulocytopenia  is  an  important 
risk  factor.  Candidemia  is 
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documented  in  10  to  20  percent 
of  patients  with  invasive  can- 
didiasis. Thus,  blood  cultures  are 
useful  if  positive,  but  this 
procedure  is  not  sensitive. 
Studies  of  serologic  markers  for 
invasive  disease  have  not  been 
helpful.  Antibody  assays  are  unre- 
liable because  many  immunosup- 
pressed  patients  are  unable  to 
mount  an  appropriate  antibody 
response.  Furthermore,  a positive 
antibody  titer  does  not  distinguish 
colonization  from  infection  or 
acute  from  remote  infection.  Anti- 
gen assays  have  varying  utility.  A 
number  of  fungal  antigens  and 
metabolites  have  been  studied. 
While  there  has  been  limited 
progress  in  this  regard,  early  en- 
couraging results  have  been  dif- 
ficult to  replicate  and  few  assays 
are  available  in  commercial  kits 
adaptable  to  use  by  routine 
hospital  laboratories. 

In  the  absence  of  reliable 
microbiologic  and  serologic  tech- 
niques, the  approach  to  suspected 
candidiasis  is  largely  empiric. 
Noninvasive  imaging  studies  and/ 
or  biopsies  of  any  identifiable 
lesions  should  be  performed,  but 
these  are  seen  in  a small  minority 
of  patients. 

Aspergillosis  of  the  lung, 
sinuses,  or  other  site  is  seen  infre- 
quently. In  suspected  cases,  an 
aggressive  approach  to  diagnosis 
is  encouraged,  given  the  signifi- 
cant toxicity  of  long-term,  high- 
dose  amphotericin  B,  which  is  the 
standard  therapy.  Even  more  un- 
common are  infections  due  to 
Fusarium,  Wiizopus,  Cryptococ- 
cus, and  other  fungi. 

As  with  other  granulocytopenic 
hosts,  herpes  simplex  virus  (HSV) 
infection  first  manifests  in  the  oral 
and  nasal  mucosa  within  the  first 
21  days  and  is  difficult  to  dist- 
inguish from  chemotherapy-in- 
duced mucositis;  the  severity  of 
mucositis  tends  to  be  greater  in 
those  excreting  HSV.  The  in- 
cidence of  post-transplant  HSV  is 
about  80  percent  in  seropositive 
hosts  and  1 percent  in  sero- 
negative hosts.  Thus,  baseline 
HSV  antibody  status  may  identify 
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patients  at  risk.  Because  the  oc- 
currence and  the  timing  of  HSV 
reactivation  is  so  predictable  in 
this  setting,  acyclovir  prophylaxis 
for  all  antibody-positive  trans- 
plant recipients  is  standard  in 
many  transplant  centers  during 
the  initial  weeks  post-transplant. 

Typical  complications  of  oro- 
labial  or  genital  HSV  include 
autoinoculation  of  distant  sites 
and  HSV  pneumonia.  Both  con- 
tiguous and  viremic  spread  to  the 
lung  have  been  hypothesized. 
Disseminated  disease  is  common 
in  these  cases.  Patients  with  oral 
lesions  and  a suspected  pul- 
monary process  should  have  their 
lesions  and  tracheal  secretions 
stained  and  cultured  for  HSV. 
Parenteral  acyclovir  is  thought  to 
be  effective  treatment  for  this 
syndrome. 

Occasionally,  the  conditioning 
regimen  may  permit  the 
recrudescence  of  chronic  underly- 
ing infections  such  as  tubercu- 
losis, strongyloidiasis,  or  deep 
fungal  infection.  An  aggressive 
diagnostic  approach  must  be  used 
for  patients  known  or  suspected 
to  have  such  illnesses. 

Despite  a thorough  clinical 
evaluation,  no  source  of  infection 
is  found  in  50  to  80  percent  of 
febrile  episodes  in  the  early 
neutropenic  period.  In  this  set- 
ting, the  management  of  fever  vir- 
tually is  identical  to  that  for 
chemotherapy-induced  granulo- 
cytopenia in  other  hosts.  Broad- 
speetrum  therapy  (monotherapy 
or  a ft-Iactam/aminoglycoside 
combination)  directed  primarily 
against  gram-negative  microbes  is 
begun  early  after  the  onset  of 
fever.  Vancomycin  may  be  started 
initially  if  there  are  signs  of  skin 
or  catheter  infection,  or  added  for 
those  patients  whose  fever  is 
unresponsive  to  the  original  re- 
gimen after  72  hours.  Antifungal 
therapy  is  begun  after  four  to 
seven  febrile  days  for  the  patient 
whose  fever  remains  unrespon- 
sive to  therapy.  Therapy  often  is 
continued  until  fever  resolves  and 
the  absolute  neutrophil  count 
rises  to  500/mm3  or  higher.  There 


is  no  clearcut,  consistent  evidence 
from  the  literature  that  suggests 
when  antibiotics  may  be  stopped 
safely  in  the  face  of  ongoing 
granulocytopenia  with  or  without 
persistent  fever. 

SECOND  PERIOD 

Once  the  BMT  patient  has  re- 
covered from  pancytopenia  and 
the  resulting  transfusion  de- 
pendence, the  second  phase  of 
the  post-transplant  course  begins. 
This  phase,  which  lasts  until  day 
100  post-transplant,  is  notable  for 
the  high  frequency  of  viral  and 
protozoal  infections.  In  addition, 
bacterial  and  fungal  infections 
continue  to  occur,  the  latter 
particularly  in  patients  with 
prolonged  granulocytopenia. 
While  immunosuppressive  agents 
and  other  antirejection  therapy 
lead  to  a particularly  high  rate  of 
infection  in  those  who  have  re- 
ceived allogeneic  transplants, 
those  patients  who  have  under- 
gone syngeneic  or  autologous 
BMT  experience  similar  infec- 
tious complications. 

Although  the  absolute 
neutrophil  count  has  recovered  to 
normal  by  this  stage,  neutrophil 
function  (chemotaxis  and 
phagocytosis)  is  not  yet  normal. 
The  total  lymphocyte  count  be- 
comes normal  during  the  second 
month  post-transplant,  but  T 
lymphocyte  subpopulations  may 
remain  distinctly  abnormal  for 
years  after  BMT.  Specifically, 
helper  (CD4  + ) cell  number  is 
low  regardless  of  the  type  of 
transplant  and  suppressor 
(CD8  + ) cell  number  is  elevated. 
Tests  of  in  vitro  lymphocyte  func- 
tion usually  remain  abnormal  for 
several  months  post-transplant. 
Immunoglobulin  levels  also  are 
low  for  at  least  three  months  after 
BMT.  These  lingering  im- 
munologic defects,  often  ex- 
acerbated by  the  presence  of 
GVHD  and  its  treatment,  keep 
the  BMT  patient  at  high  risk  for 
infectious  complications  beyond 
the  period  of  granulocytopenia. 

Primary  or  reactivated  herpes 
virus  infections  occur  in  a large 
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percentage  of  patients  during  this 
phase.  HSV  and  cytomegalovirus 
(CMV)  are  the  pathogens  most 
frequently  encountered,  though 
HSV  is  a problem  primarily  in  the 
latter  stages  of  the  neutropenic 
period. 

CMV  is  the  most  important 
cause  of  morbidity  and  mortality 
during  this  stage  of  the  patient’s 
recovery.  A number  of  syndromes 
may  complicate  the  post-trans- 
plant period.  One  of  the  most 
common  and  problematic  is 
CMV-related  myelosuppression. 
In  its  milder  guises,  time  to  en- 
graftment  may  be  modestly 
prolonged.  Unexplained  fever  and 
constitutional  symptoms  may  de- 
velop. In  severe  cases,  total  graft 
failure  requiring  repeat  transplant 
may  result.  There  is  a clear  as- 
sociation between  CMV  reactiva- 
tion and  GVHD.  It  is  not  clear 
whether  GVHD  is  the  cause  or 
the  result  of  CMV  reactivation, 
but  GVHD  seems  to  increase 
both  the  incidence  and  severity  of 
CMV  disease. 

Sites  less  frequently  affected  by 
CMV  are  the  liver,  kidney,  and 
gastrointestinal  tract  (especially 
the  esophagus  and  colon). 
Asymptomatic  viral  shedding  is 
seen  commonly  in  patients  with 
reactivation  infection.  CMV  has 
been  found  in  bronchoalveolar 
lavage  (BAL)  fluid  obtained  from 
patients  without  pneumonia. 

Pre-transplant  CMV  antibody 
status  is  a primary  determinant  of 
post-transplant  disease.  Reactiva- 
tion occurs  in  at  least  75  percent 
of  seropositive  patients,  compared 
to  a primary  infection  rate  of 
about  30  percent  among 
seronegative  patients.  The  latter 
group  acquires  infection  if  there 
is  transfusion  of  marrow  or 
granulocytes  from  seropositive 
donors.  Infected  donor  cells  also 
may  cause  superinfection  in  a 
seropositive  recipient.  In  addition 
to  serostatus,  other  risk  factors  for 
the  development  of  serious  CMV 
infection  pneumonia  include 
older  age,  a conditioning  regimen 
that  includes  total  body  irradia- 
tion, and  acute  GVHD.  The 


course  of  CMV  infection  also  is 
dictated  by  the  nature  of  the 
transplant  recipient  s immune 
response  to  infection.  Cell- 
mediated  immune  defense  ap- 
pears to  be  a more  important 
predictor  of  outcome  than  does 
the  humoral  immune  response. 

The  most  serious  complication 
during  the  second  post-transplant 
phase  is  interstitial  pneumonia,  a 
heterogeneous  syndrome  charac- 
terized histologically  by  a mono- 
nuclear inflammatory  response. 
Almost  50  percent  of  these  cases 
are  ultimately  determined  to  be 
caused  by  CMV.  Bacterial  and 
fungal  pathogens  may  uncom- 
monly produce  similar  infiltrates 
in  the  immunocompromised  host, 
as  may  other  viruses,  such  as  HSV 
and  adenovirus.  At  least  one-third 
of  interstitial  pneumonitis  cases 
are  idiopathic.  This  syndrome 
often  is  life-threatening.  The 
mortality  rate  from  CMV 
pneumonia  in  this  setting  was 
formerly  85  percent,  though  new 
treatment  modalities  have  led  to 
a great  improvement  in  survival. 
Reported  mortality  exceeds  50 
percent  in  cases  of  idiopathic  in- 
terstitial pneumonitis. 

Pneumocystis  carinii  pneu- 
monia, an  alveolar  process,  is  a 
frequent  complication  during  this 
period.  It  can  be  clinically  and 
radiographically  indistinguishable 
from  other  causes  of  interstitial 
pneumonitis.  This  organism  may 


coexist  with  CMV.  Incidence 
peaks  two  to  three  months  post- 
transplant. Readily  available  and 
effective  treatment,  with  survival 
of  over  50  percent  in  treated 
cases,  makes  prompt  recognition 
of  this  syndrome  imperative. 
Therapeutic  options  include 
trimethoprim-sulfamethoxazole 
(TMP-SMX)  and  pentamidine 
isethionate.  Prophylaxis  with  oral 
TMP-SMX  also  has  proved  to  be 
efficacious  when  used  throughout 
the  period  of  highest  risk. 

Cases  with  no  identifiable  in- 
fectious cause  of  pneumonia  are 
clinically  indistinguishable  from 
those  in  which  an  etiology  is  iden- 
tified. Though  a still-unidentified 
microbial  pathogen  may  be 
responsible  for  this  disease,  the 
preponderance  of  evidence  sug- 
gests that  this  is  not  an  infectious 
disease.  Patients  may  present 
with  fever,  dyspnea,  tachypnea, 
pleuritic  chest  pain,  dry  cough, 
and  hypoxemia;  the  times  of  onset 
overlap  these  syndromes.  Radio- 
graphic  findings  may  be  focal 
early  in  the  process,  but  ultimate- 
ly become  diffuse.  Total  body  ir- 
radiation has  been  identified  as  a 
risk  factor  for  this  syndrome,  and 
some  cases  may  be  caused  by 
radiation  pneumonitis.  Other 
diagnostic  considerations  to  keep 
in  mind  include  chemotherapy- 
induced  pulmonary  toxicity, 
pulmonary  edema,  alveolar 
hemorrhage,  and  (depending 
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upon  the  underlying  process)  re- 
current neoplasm. 

Diagnosis  usually  requires  an 
invasive  procedure.  A diagnosis 
often  is  established  by  performing 
a fiberoptic  bronchoscopy  with 
BAL.  Some  patients  will  require 
an  open  lung  biopsy  to  confirm 
the  diagnosis.  No  specific  therapy 
has  been  shown  to  be  of  benefit. 
It  is  prudent  to  begin  empiric 
therapy  directed  against  the 
likeliest  pathogens,  especially  P. 
carinii,  while  the  diagnostic 
evaluation  is  underway. 

LATE  PERIOD 

Infections  occurring  more  than 
four  months  after  BMT  usually 
are  due  to  two  factors:  residual 
immunodeficiency  and/or  ongoing 
GVHD  and  its  treatment.  Taken 
as  a group,  community-acquired 
routine  bacteria  and  viruses  are 
the  most  common  causes  of  infec- 
tion in  the  late  post-transplant 
period.  Infections  of  the  blood- 
stream and  upper  and  lower 


respiratory  tract  are  most  fre- 
quently encountered.  Invasive 
disease  due  to  Streptococcus 
pneumoniae  and  other  en- 
capsulated bacteria  is  significant 
at  this  stage.  It  is  thought  that 
delayed  recovery  of  normal 
opsonic  function  is  responsible  for 
this.  Patients  with  chronic 
GVHD,  especially  those  with 
functional  asplenia  identified  by 
the  presence  of  Howell-Jolley 
bodies  on  peripheral  blood  smear, 
are  at  greatly  increased  risk  of  late 
infectious  complications. 

One  of  the  most  frequent 
causes  of  infection  in  this  late 
post-transplant  period  is  varicella- 
zoster  virus  (VZV).  Severe 
primary  infection  with  visceral 
spread  certainly  occurs  in  this 
phase,  but  most  cases  are  caused 
by  reactivation  of  latent  virus. 
This  may  present  as  localized 
zoster  or,  in  a minority  of  cases, 
as  a disseminated  cutaneous  erup- 
tion reminiscent  of  varicella. 
Cutaneous  dissemination  is  a fre- 


quent sequela  of  untreated 
localized  disease  and  may  herald 
visceral  dissemination.  For  both 
primary  varicella  and  dis- 
seminated cutaneous  zoster, 
mortality  without  effective  treat- 
ment approaches  one-third  of  pa- 
tients. Consequently,  all  such  pa- 
tients with  VZV  infection  should 
be  treated  with  high-dose 
parenteral  acyclovir.  ■ 

References  are  available  upon 
request. 
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refractory  malignancies 

Julian  A.  Decter,  MD 
Wandwessen  Bekele,  MD 
Tauseef  Ahmed,  MD 


Bone  marrow  transplantation  has  been  employed  with 
increasing  frequency  for  patients  with  a variety  of 
malignant  disorders.  Autologous  bone  marrow  rescue 
(ABMR)  is  one  of  the  most  exciting  and  promising  areas  in 
clinical  oncology. 


During  the  past  decade, 
bone  marrow  trans- 
plantation has  been 
employed  with  in- 
creasing frequency  for  patients 
with  a variety  of  malignant  dis- 
orders. 

The  introduction  of 
hematopoietic  growth  factors  into 
clinical  medicine  (G-CSF  and 
GM-CSF)  and  the  ease  of  harvest- 
ing peripheral  progenitor  (“stem”) 
cells  has  further  broadened  the 
appeal  of  autologous  bone  marrow 
infusion  (rescue)  for  the  treatment 
of  nonhematologic  malignancies. 
This  article  will  review  the  cur- 
rent role  of  autologous  bone  mar- 
row rescue  (ABMR). 

For  autologous  rescue  to  be  a 
potentially  curative  treatment  for 
a particular  neoplasm,  certain 
criteria  have  been  suggested: 

1.  The  malignancy  must  be 
responsive  to  chemotherapy  and/ 
or  radiotherapy. 

2.  Effective  treatment  must 
have  bone  marrow  failure  as  the 
dose-limiting  toxicity. 

3.  Transplantation  must  occur 
at  a time  of  minimal  tumor 
burden  and  the  tumor  still  must 
be  responsive  to  high  doses  of 
cytoreductive  therapy  (“sensitive 
relapse”). 

4.  There  must  be  a source  of 


hematopoietic  stem  cell  that  is 
free  of  clonogenic  tumor  cells. 

MALIGNANT  LYMPHOMA 

The  first  disorders  treated  with 
ABMR  were  malignant  lympho- 
mas. In  the  1970s,  Applebaum 
and  Graw  reported  durable 
complete  remissions  in  four  pa- 
tients with  refractory  Burkitt  s 
lymphoma  treated  with  a four- 
drug  chemotherapy  combination 
(BACT)  followed  by  ABMR.  Dur- 
ing the  past  decade,  a number  of 
groups  using  a variety  of  high- 
dose  chemotherapy  protocols  and 
combinations  of  chemotherapy 
and  radiotherapy  (total  body  irra- 
diation [TBI])  have  dem- 
onstrated the  utility  of  ABMR 
in  other  types  of  malignant 
lymphoma,  especially  of  the  in- 
termediate and  high-grade  types. 
When  compared  to  the  dismal 
long-term  results  with  current 
“salvage”  regimens  given  at  con- 
ventional doses,  only  ABMR  of- 
fers the  potential  of  a durable  re- 
mission in  40  to  50  percent  of 
selected  patients  with  relapsed 
lymphoma.  It  seems  apparent  that 
the  dose  intensity  of  chemo- 
radiotherapy  that  can  be  safely 
delivered  in  the  setting  of  marrow 
rescue  can  be  escalated  to  tumor- 
icidal  levels,  often  tenfold  stan- 


dard doses.  The  lethal  myelotox- 
icity can  be  overcome  only  by  the 
reinfusion  of  the  cryopreserved 
marrow  harvested  before  intense 
treatment  begins.  Studies  have 
shown  that  in  carefully  selected 
patients,  ABMR  can  be  carried 
out  safely  with  minimal  treat- 
ment-related mortality.  Current 
studies  are  examining  ABMR  in 
advanced  indolent  lymphoma  and 
in  the  first  remission  of  high- 
grade  lymphoma  as  consolidation 
treatment  attempting  to  increase 
the  number  and  the  durabil- 
ity of  chemotherapy-induced 
remissions. 

HODGKIN’S  DISEASE 

Relapsed  Hodgkin’s  disease 
(HD)  has  been  studied  during  the 
past  ten  years  as  a disorder  poten- 
tially curable  by  ABMR.  Since  the 
1960s,  HD  has  been  considered 
to  be  curable  by  radiotherapy  or 
chemotherapy.  However,  15  to  30 
percent  of  patients  do  not  achieve 
a complete  response  (CR)  after 
initial  therapy.  Furthermore,  of 
the  complete  responders,  30  to 
40  percent  ultimately  relapse. 
Although  additional  remissions 
can  be  achieved  with  salvage 
chemotherapy,  only  20  percent  of 
patients  treated  by  salvage 
chemotherapy  achieve  long-term 
disease-free  survival.  For  those 
with  refractory  disease,  cure  is 
not  feasible  with  conventional 
dose  salvage  therapy.  For  patients 
with  poor  prognostic  factors, 
ABMR  following  intensive 
chemotherapy  has  been  studied. 
Unlike  the  situation  with 
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lymphomas,  TBI  often  cannot  be 
used  since  prior  radiation  therapy 
(“mantle”)  has  been  administered 
as  part  of  the  initial  treatment. 
Some  drugs  have  been  studied  for 
activity  in  HD  especially  when 
used  in  high-dose  combinations. 
The  alkylating  agents  have  been 
extensively  studied. 

At  the  present  time,  there  is  no 
consensus  on  the  ideal  treatment 
regimen  for  patients  with  re- 
lapsed HD;  however,  it  would  ap- 
pear that  patients  who  have  failed 
to  achieve  a durable  CR  after  in- 
itial treatment  should  be  offered 
ABMR  while  performance  status 
is  good  and  the  marrow  stem  cell 
compartment  has  not  been  ir- 
revocably damaged  by  chemo- 
therapy. Patients  with  primary 
refractory  HD  or  those  patients 
not  achieving  CR  after  three  to 
four  cycles  of  chemotherapy 
should  be  referred  for  ABMR 
promptly.  The  role  of  ABMR  and 
high-dose  chemotherapy  for  pa- 
tients with  a poor  prognosis  in 
first  remission  will  await  further 
study;  several  groups  have  re- 
ported initial  results. 

MULTIPLE  MYELOMA 

During  the  past  five  years, 
myeloma  has  joined  the  list  of 
hematologic  malignancies  poten- 
tially treatable  with  ABMR. 
However,  because  of  the  refrac- 
tory nature  of  the  tumor  to  con- 
ventional chemotherapy  with 
Alkeran®  and  prednisone  or  to 
combinations  of  alkylating  agents 
in  standard  doses,  tumor  con- 
tamination of  the  harvested  mar- 
row has  been  a concern.  Future 
myeloma  studies  will  focus  on  im- 
proved cytoreductive  strategies 
possibly  using  combinations  of 
intravenous  Alkeran®  plus  Cy- 
toxan® along  with  newer  agents. 
More  effective  marrow  purging 
with  monoclonal  antibodies  and 
ex  vivo  chemotherapy,  hopefully, 
will  be  developed. 

BREAST  CANCER 

The  techniques  that  have 
evolved  in  the  treatment  of  refrac- 
tory hematologic  neoplasms  have 


been  studied  in  the  treatment  of 
metastatic  breast  cancer.  The  im- 
portance of  chemotherapy  dose 
intensification  has  evolved  largely 
through  the  work  of  cooperative 
groups  who  by  sequential  dose 
escalation  studies  over  the  past  20 
years  demonstrated  improved 
tumor  responsiveness.  Thus,  the 
use  of  ABMR  has  been  a logical 
extension  of  this  concept.  In  vitro 
and  preclinical  studies  have 
provided  a sound  theoretical  basis 
for  the  use  of  high-dose  combina- 
tions of  alkylating  agents;  the 
work  of  Schabel  has  provided 
evidence  of  noncross  resistance 
among  selected  alkylating  agents 
as  well  as  examples  of  drug 
synergy,  as  with  Cytoxan®  and  cis 
platinol. 

An  active  study  by  several  of 
the  cooperative  cancer  groups  is 
examining  the  utility  of  high-dose 
chemotherapy  and  ABMR  in 
women  with  high-risk  primary 
breast  cancer  with  more  than  ten 
positive  axillary  lymph  nodes  at 
initial  surgery.  Between  60  to  80 
percent  of  such  women  will  re- 
lapse at  five  years  despite  current 
standard  adjuvant  chemotherapy. 
The  current  study  utilizes  four  cy- 
cles of  Cytoxan®,  Adriamycin®, 
and  5FU  postoperatively  followed 
by  high-dose  combination  Cytox- 
an®, carmustine,  and  cis  platinol, 
and  subsequent  marrow  rescue. 
Preliminary  evaluation  of  these 
patients  has  shown  a 72  percent 


disease-free  survival  at  14  months 
post-treatment.  At  New  York 
Medical  College,  preliminary 
analysis  of  24  patients  treated 
with  ABMR  for  high-risk  breast 
cancer  found  83  percent  to  be 
alive  and  free  of  disease  with  up 
to  24  months  followup.  Further 
updates  from  these  studies  are 
awaited.  These  results  will  need 
to  be  confirmed  in  a randomized 
trial  against  the  most  effective 
chemotherapy  adjuvant  program 
using  only  colony-stimulating  fac- 
tor in  lieu  of  ABMR. 

OTHER 

NON-HEMATOLOGIC 

NEOPLASMS 

Ovarian,  testis,  and  small  cell 
lung  carcinomas  have  been 
studied  in  patients  with  relatively 
short  followup.  It  would  appear 
that  for  those  patients  who  fail  to 
achieve  complete  disease  re- 
mission with  conventional 
chemotherapy,  ABMR  may  be  an 
option  in  selected  instances.  In 
small  cell  carcinoma,  for  example, 
intensification  with  high-dose 
Cytoxan®  when  compared  to  con- 
ventional dose  chemotherapy  im- 
proved the  complete  response 
rate  from  39  percent  to  78  per- 
cent and  impacted  favorably  on 
overall  survival.  A Dana  Farber 
study  by  Elias  is  reviewing  toxic 
combination  strategies  (ifos- 
phamide,  VP16,  and  carboplatin) 
for  small  cell  carcinoma;  pre- 
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liminary  results  appear  to  be  en- 
couraging. The  Farber  transplant 
service  also  is  exploring  this  com- 
bination in  pilot  studies  in 
Ewing’s  sarcoma,  rhabdomyosar- 
coma, germ  cell  tumors,  mela- 
noma, and  other  malignancies 
where  no  standard  effective  ther- 
apy exists. 

During  the  past  three  years, 
several  marrow  transplant  centers 
have  been  established  at  New 
Jersey  hospitals.  A program  at 
Newark  Beth  Israel  Medical 
Center  focuses  on  patients  with 
relapsed  non-Hodgkin’s  lym- 
phoma and  advanced  breast 
carcinoma.  Bone  marrow  harvests 
and/or  peripheral  blood  stem  cells 
have  been  employed  to  engraft 
patients;  current  protocols  are  ex- 
ploring the  use  of  TBI  and  high- 
dose  Cytoxan*1  for  malignant 
lymphoma  in  first  relapse  or  in 
patients  with  primary  refractory 
disease.  Collaborative  protocols 
have  been  developed  using  vari- 
ous drug  combinations. 

Arnold  Bubin,  MD,  at  St. 
Joseph’s  Hospital  and  Medical 
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Center,  has  been  interested  in 
transplanting  patients  with 
Hodgkin’s  disease  and  breast 
cancer,  and  has  been  utilizing 
allogeneic  transplants  in  treating 
patients  with  acute  leukemia.  The 
transplant  group  at  Hackensack 
Medical  Center  has  focused  on 
children  with  leukemia,  neuro- 
blastoma, and  brain  tumors. 

FUTURE  DIRECTION 

Ongoing  clinical  research  is 
being  directed  toward  developing 
more  effective  transplant 
preparative  regimens  as  well  as 
improved  supportive  care  with 
growth  factors  and  peripheral 
blood  stem  cells.  It  is  hoped  that 
the  latter  will  reduce  the  time  to 
engraftment  and,  thereby,  reduce 
toxicity  and  early  mortality  post- 
transplant. Agents  such  as  high- 
dose  mitoxantrone,  infusions  of 
VP16,  and  liposomal  doxorubicin 
are  being  explored. 

Firm  recommendations  for  op- 
timum timing  or  drug  scheduling 
for  transplantation  cannot  be 
made  and  it  is  important  that 


clinical  trials  continue.  Prompt  re- 
ferral for  consideration  of  trans- 
plantation should  be  made  by 
primary  physicians  or  local 
hematologists/oncologists  prior  to 
the  development  of  advanced  dis- 
ease or  chemotherapy  refractori- 
ness. 

ABMR  is  one  of  the  most  excit- 
ing and  promising  areas  in  clinical 
oncology.  Its  future  role  may  ex- 
pand as  the  toxicity  of  the 
procedure  decreases.  The  tech- 
nology developed  for  ABMR  may 
be  utilized  in  future  trials  of  gene 
transplantation  for  cancer  as  well 
as  for  genetic  disease;  for  the  next 
decade,  however,  a better  defini- 
tion of  subgroups  of  cancer  pa- 
tients most  likely  to  benefit  from 
ABMR  urgently  is  needed.  H 
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New  Jersey’s  first  liver  transplant  was  performed  on  February 
14,  1989,  at  UMDNJ-New  Jersey  Medical  School.  By  May 
1992,  50  patients,  ranging  in  age  from  16  to  65  years,  had 
been  transplanted.  Liver  transplantation  is  an  accepted  method 
of  treatment  for  end-stage  liver  disease. 


Between  August  1988  and 
May  1992,  150  patients 
from  New  Jersey  have 
been  referred  to  the 
University  of  Medicine  and  Den- 
tistry (UMDNJ)-University 
Hospital  Liver  Transplant  Pro- 
gram for  evaluation.  Thirty-three 
percent  of  these  patients  were 
found  to  be  suitable  transplant 
candidates  and  were  placed  on 
the  active  waiting  list.  Patients 
were  excluded  on  the  basis  of 
severe  pretransplant  morbidity, 
uncontrolled  infection,  human 
immunodeficiency  virus  (HIV), 
seropositivity,  and  the  presence  of 
hepatoma.  Between  February  14, 
1989,  and  May  5,  1992,  50  pa- 
tients received  orthotopic  liver 
transplants,  with  2 patients  re- 
ceiving combined  liver  and 
kidney  transplants  (Figure).  Six 
patients  on  the  waiting  list  died 
before  transplantation. 

Liver  allografts  were  obtained 
from  cadaveric  heart-beating 
donors. 

Cryopreservation  was  initiated 
by  infusion  of  UW  solution 
(Viaspan*)  as  an  in  situ  flush  via 
the  splenic  vein  and  the  infrarenal 
aorta.1  A maximum  of  2,000  cc 
was  used  in  the  portal  circulation 
whereas  the  aortic  perfusion 
varied,  but  was  consistently  be- 


tween two  and  three  liters.  These 
livers  were  transplanted  im- 
mediately to  minimize  ischemic 
injury.  Cold  ischemia  times 
ranged  between  7 hours  and  14 
hours,  with  a mean  of  10  hours. 


Demographics  revealed  49  pa- 
tients were  adults  and  1 patient 
was  an  adolescent.  No  pediatric 
liver  transplants  were  performed. 
The  ages  of  the  recipients  ranged 
from  16  to  65  years  of  age,  the 
mean  adult  age  was  44  years. 
There  were  25  males  (50  percent) 
and  25  females  (50  percent). 
Twenty-nine  patients  (58  percent) 
were  white,  11  patients  (22  per- 
cent) were  Hispanic,  8 patients 
(16  percent)  were  African-Ameri- 
can, and  2 patients  (4  percent) 
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Table  1.  Causes  of  liver  failure  among  graft  recipients. 


Laennec’s  cirrhosis 

Patients 

18 

Percent 

36 

Hepatitis  B 

4 

8 

Primary  biliary  cirrhosis 

3 

6 

Primary  sclerosing  cholangitis 

3 

6 

Autoimmune  hepatitis 

3 

6 

Pulminant  hepatic  failure 

2 

4 

Wilson’s  disease 

1 

2 

Hemachromatosis 

1 

2 

Alpha  1 antitrypsin  deficiency 

1 

2 

Fulminant  hepatic  failure/INH  toxicity 

1 

2 

Polycystic  liver  and  kidney  disease 

1 

2 

Hepatitis  C 

1 

2 

Combined  hepatitis  B and  C 

1 

2 

Biliary  atresia 

1 

2 

Unknown  cause 

9 

18 

Total 

50 

100 

Table  2.  Survival  date  among  graft  recipients. 


Percent  alive 


Year 

Number  of 
patients 

Less  than 
six  months 

Over  one 
year 

1989 

12 

50 

50 

1990 

13 

77 

77 

1991 

17 

76 

76 

1992  (May) 

8 

87 

— 

were  Asian.  The  most  common 
cause  of  liver  failure  among  reci- 
pients was  Laennec’s  cirrhosis  (36 
percent).  Two  of  these  patients 
had  simultaneous  serologic 
evidence  of  exposure  to  hepatitis 
B and  3 patients  were  serological- 
ly positive  for  antibodies  to 
hepatitis  C.  Three  patients 
presented  with  fulminant  hepatic 
failure.  One  patient  had  acute 
isoniazid  toxicity,  while  another 
patient  had  fulminant  hepatitis  B 
infection.  The  other  patient  in 
this  category  had  disease  of 
unknown  etiology.  One  patient 
had  alpha  1 antitrypsin  deficiency 
determined  from  the  hepatec- 
tomy  specimen.  This  patient  was 
believed  to  have  hepatitis  C infec- 
tion. The  remaining  diagnoses  are 
listed  in  Table  1. 


Blood  products  used  during 
transplantation  ranged  from  1 to 
60  units  of  packed  red  blood  cells 
M ± SD  for  all  these  variables 
(mean  of  11  units),  0 to  30  units 
of  platelets  (mean  of  10  units), 
and  0 to  38  units  of  fresh  frozen 
plasma  (mean  of  7 units).  Post- 
transplantation hospitalization 
ranged  to  15  to  111  days  among 
survivors,  with  the  mean  being  35 
days,  including  7 days  in  the  in- 
tensive care  unit. 

The  most  common  induction 
immunosuppressive  regimen  con- 
sisted of  cyclosporine,  pred- 
nisone, and  azathioprine.2  In 
selected  cases,  cyclosporine  and 
prednisone  were  used  alone, 
especially  for  those  patients  with 
advanced  disease,  advanced  age, 
persistent  hypersplenism,  or  pro- 


found bone  marrow  suppression. 
Acute  rejection  episodes  were 
treated  with  steroids.  Steroid  re- 
sistant rejection  was  treated  with 
OKT3  and,  occasionally,  a graft 
salvage  was  accomplished  with 
the  still-experimental  drug 
FK506. 

RESULTS 

Fifty  patients  received  or- 
thotopic liver  transplants  between 
February  1989  and  May  1992. 
There  are  35  (70  percent) 

survivors.  One-year  actuarial 
survivals  were  calculated  based 
on  a fiduciary  date  of  February 
14,  1989,  and  were  38  percent  for 
1989  and  85  percent  for  1990. 
Survival  has  continued  to  improve 
for  1991  although  the  chronologi- 
cal endpoint  that  would  allow  cal- 
culation of  rates  has  not  been 
reached  (Table  2). 

The  causes  of  death  are  listed 
in  Table  3.  One-third  of  the 
deaths  were  due  to  primary  non- 
function of  the  allograft;  26  per- 
cent of  the  deaths  were  attributed 
to  sepsis;  and  13  percent  of  the 
deaths  were  from  acute  rejection. 
Seven  patients  were  retrans- 
planted for  either  primary  non- 
function or  acute  rejection.  Two 
patients  in  this  group  survived. 
Acute  rejection  led  to  conversion 
to  FK506  in  4 patients  (8  per- 
cent). 

Table  4 classifies  the  complica- 
tions among  all  graft  recipients 
into  several  categories.  Several 
patients  had  more  than  one  com- 
plication and  7 patients  (14  per- 
cent) had  no  complications. 

DISCUSSION 

The  results  from  orthotopic 
liver  transplants  in  the  New 
Jersey  program  are  very  en- 
couraging, as  shown  by  an  overall 
survival  rate  of  75  percent  and  a 
continued  improvement  of  one- 
year  survival  from  46  percent  in 
1989  to  81  percent  in  1991. 310 
These  rates  compare  well  with 
those  quoted  from  other  cen- 
ters.41112 

We  attribute  our  low  success 
rate  initially  to  poor  patient  selec- 
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Table  3.  Cause  of  death  among  graft  recipients. 

Patients 

Primary  nonfunction  5 

Sepsis  4 

Acute  rejection  2 

Intraoperative  exsanguination  2 

Intracerebral  hemorrhage  1 

Lower  gastrointestinal  bleed  1 

Total  15 

Percent 

34 

26 

13 

13 

7 

7 

100 

Table  4.  Post-transplant  complications  among  graft  recipients. 

Patients 

Percent 

Early 

Nontechnical 

Acute  rejection 

7 

14 

Primary  nonfunction 

7 

14 

Infection 

5 

10 

Acute  tubular  necrosis 

8 

16 

Intracerebral  bleed 

2 

4 

Bleeding  duodenal  ulcer 

1 

2 

Lower  gastrointestinal  bleed 

1 

2 

Technical 

Bleeding  requiring  laparotomy 

4 

8 

Thrombosis  of  vascular  anastomosis 

1 

2 

Biliary  obstruction 

2 

4 

Re-exploration  not  for  bleeding 

2 

2 

Late 

Nontechnical 

Rejection 

6 

12 

Hepatitis  in  allograft 

8 

16 

Infection 

2 

4 

Post-transplant  lymphproliferative  disorder 

1 

2 

Technical 

Biliary  obstruction 

1 

2 

Early  refers  to  occurring  during  the  transplant  hospitalization. 

Late  refers  to  any  time  after  initial  discharge. 

tion.  As  the  referral  base  im- 
proved, we  were  able  to  choose 
more  suitable  candidates.13 14 

Primary  nonfunction  of  the 
graft  accounted  for  one-third  of 
the  mortalities  (Table  3).  This  en- 
tity can  only  be  managed  by 
retransplantation  of  another  graft 
during  the  critical  postoperative 
period.  Sepsis,  the  second  leading 


cause  of  mortality,  is  not  unusual 
in  the  immunosuppressed  patient 
during  the  early  post-trans- 
plantation period.  There  were  two 
patients  who  succumbed  to  in- 
traoperative hemorrhage. 

Technical  complications  were 
lower  than  those  reported  in 
other  studies.  Biliary  complica- 
tions occurred  in  10  percent  of 


the  patients,  which  also  is  lower 
than  the  12  to  34  percent  in 
published  series.2  A total  of  12 
patients  (24  percent)  experienced 
a significant  rejection  episode;  2 
patients  (4  percent)  died.  Thus, 
rejection  episodes  were  suc- 
cessfully treated  over  90  percent 
of  the  time.  We  attribute  this  to 
an  aggressive  approach  and  will- 
ingness to  use  the  monoclonal 
antibody  OKT3  or  FK506,  which 
is  available  only  for  com- 
passionate use  to  centers  such  as 
ours  that  currently  are  not 
participating  in  multicenter  trials. 

Liver  transplantation  is  an  ac- 
cepted method  of  treatment  for 
end-stage  liver  disease  of  various 
etiologies.15  Formerly,  many  New 
Jersey  residents,  who  were  ac- 
ceptable candidates  and  sought  to 
gain  access  to  this  treatment 
modality,  were  forced  to  seek 
treatment  in  another  state 
(Figure). 

The  liver  transplant  program  at 
UMDNJ-University  Hospital  has 
a dedicated  staff  that  provides 
care  throughout  the  stages  of 
transplantation  and  life-long 
followup.  The  program  has  shown 
success  rates  comparable  to  those 
from  other  major  centers, 
however,  the  major  hindrance  to 
the  program’s  growth  is  the  lack 
of  donors  in  New  Jersey.  New 
Jersey  ranks  46th  in  the  nation  in 
organ  donation.  Hopefully,  with 
improved  statewide  awareness, 
the  program  will  be  able  to 
achieve  its  potential  as  a resource 
for  New  Jersey  residents  with 
liver  disease.  H 
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Single-  or  bilateral-lung  transplantation  is  an  effective  treatment 
for  end-stage  pulmonary  diseases.  Refinements  in  the  surgical 
technique  and  postoperative  management  of  recipients  have 
resulted  in  a return  to  normal  function  in  most  cases  and  a 
one-year  survival  in  70  percent  of  patients. 


Lung  transplantation  is  a 
relatively  new  proce- 
dure. The  modem  era 
began  in  1983  in  Toron- 
to, Canada,  with  the  performance 
of  a right  single-lung  transplant  in 
a 58-year-old  man  with  end-stage 
pulmonary  fibrosis.1  The  patient 
survived  six  years  and  expired  of 
unrelated  causes.  Through 
September  1992,  1,008  single- 
lung, 124  double-lung,  and  398 
bilateral-lung  transplants  have 
been  recorded  by  the  Interna- 
tional Lung  Transplant  Registry, 
with  one-year  survival  ap- 
proaching 70  percent.2 

The  early  failures  of  single-lung 
transplantation  were  related  to 
many  factors.  Some  patients  were 
simply  too  ill;  other  patients  re- 
ceived an  inadequately  preserved 
donor  organ.  Recent  advances  in 
ventilatory  management,  critical 
care,  surgical  approach,  and  im- 
munosuppression have  resulted 
in  improved  survival.  Likewise, 
problems  with  bronchial  healing, 
initially  felt  to  be  secondary  to 
perioperative  corticosteroid  use, 
were  shown  to  be  related  partly 
to  preservation  and  to  technique. 
Moderate  dose  corticosteroids  can 
be  used  in  the  perioperative 
period  without  significantly  com- 
promising bronchial  healing.3 


These  refinements,  as  well  as 
improvements  in  immunosup- 
pression and  monitoring  for  rejec- 
tion, have  transformed  lung  trans- 
plantation into  a viable  therapeu- 
tic alternative  for  patients  with 
end-stage  lung  disease. 

INDICATIONS 

Although  single-lung  trans- 
plantation initially  was  restricted 
to  patients  with  idiopathic 
pulmonary  fibrosis,  the  indica- 
tions have  expanded  rapidly  dur- 
ing the  past  few  years  and  single- 
lung  transplantation  now  is  con- 
sidered appropriate  treatment  for 
asbestosis,  sarcoidosis,  eosino- 
ophilic  granulomatosis,  lymphan- 
gioleiomyomatosis,  and  emphy- 
sema due  to  chronic  obstructive 
lung  disease  or  alpha-l-anti- 
trypsin  deficiency.2  The  classic 
indications  for  heart-lung  trans- 
plantation— primary  pulmonary 
hypertension  and  Eisenmenger’s 
syndrome — are  indications  for 
single-lung  transplantation,  with 
associated  repair  of  the  congenital 
defect  in  the  latter  instance.45 

Bilateral-lung  transplantation 
now  is  used  for  patients  with  sep- 
tic lung  diseases,  such  as  cystic 
fibrosis  and  bronchiectasis,6  and 
for  patients  with  severe  primary 
pulmonary  hypertension.  The  or- 


iginal concerns  about  single-lung 
transplantation  in  emphysema  ul- 
timately proved  to  be  more  theo- 
retical than  real.  Specifically,  it 
had  been  hypothesized  that  venti- 
lation would  go  preferentially  to 
the  highly  compliant  native  lung 
while  perfusion  would  be 
directed  to  the  transplanted  lung 
with  its  lower  vascular  resistance. 
Clinically,  this  has  not  been 
shown  to  be  a problem.7 

PATIENT  SELECTION 

Potential  candidates  are  pa- 
tients with  end-stage  respiratory 
disease  whose  life  expectancy  is 
felt  to  be  less  than  12  to  18 
months  and  who  have  shown 
progressive  deterioration  in 
pulmonary  function,  exercise  tol- 
erance, and/or  increased  oxygen 
requirement.  Absolute  and  rel- 
ative contraindications  are  few. 
Patients  should  be  younger  than 
60  to  65  years  of  age  and  free  of 
systemic  and  significant  coexist- 
ing medical  diseases  such  as  col- 
lagen vascular  diseases,  cancer, 
human  immunodeficiency  virus 
(HIV),  and  diabetes  mellitus  with 
end-organ  damage.  All  potential 
recipients  must  be  alcohol  and 
drug  free.  It  is  preferable  if  the 
patients  are  not  steroid  depen- 
dent, but  there  have  been  suc- 
cessful transplants  in  patients  tak- 
ing less  than  15  mg  of  prednisone 
per  day.3  Although  ventilator-de- 
pendent patients  also  have  been 
successfully  transplanted,  these 
individuals  are  at  high  risk  and 
are  not  ideal  candidates.  In- 
dividuals who  meet  these  criteria 
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are  admitted  to  the  hospital  for 
formal  evaluation. 

Potential  recipients  undergo  an 
extensive  evaluation  including 
pulmonary  function  studies  and 
ventilation  perfusion  scanning  to 
determine  which  lung  has  worse 
function  and  to  exclude  the 
presence  of  chronic  large  vessel 
pulmonary  emboli  that  would  in- 
dicate the  need  for  further  in- 
vestigation including  pulmonary 
angiography.  Left  heart  catheter- 
ization is  performed  to  evaluate 
cardiac  function  and  the  patency 
of  the  coronary  circulation.  Func- 
tional capacity  is  measured  in 
terms  of  oxygen  uptake  on  a 
bicycle  ergometer  and  can  be 
used  to  follow  the  patient’s 
progress  before  and  after  single- 
lung transplantation. 

Particular  attention  must  be 
paid  to  the  right  ventricle.  To 
evaluate  the  extent  of  the  right 
ventricular  dysfunction,  preoper- 
ative right  heart  catheterization, 
first  pass  radionuclide  ven- 
triculography, echocardiography, 
and  dynamic  magnetic  resonance 
imaging  (MRI),  if  available,  are 
performed.  Because  right  ventric- 
ular function  generally  improves 
postoperatively,  patients  with 
right  ventricular  ejection  fractions 
as  low  as  10  percent  may  be  con- 
sidered candidates  for  lung  trans- 
plantation. Individuals  with 
clinical  evidence  of  right  heart 
failure  and  impaired  liver  func- 
tion are  a particularly  high-risk 
group,  but  even  in  this  popula- 
tion, single-lung  transplantation 
has  been  used  with  encouraging 
results.4 

In  patients  with  cystic  fibrosis, 
bronchiectasis,  or  previous 
thoracotomy,  or  in  whom  signifi- 
cant pleural  adhesions  are 
suspected,  a computed  tomogra- 
phy (CT)  scan  of  the  chest  is  ob- 
tained to  document  pleural  thick- 
ening that  would  lead  to  trans- 
plantation of  the  opposite  side  if 
feasible.  The  presence  of  signifi- 
cant pleural  thickening  in  a pa- 
tient who  is  to  undergo  bilateral 
transplantation  may  indicate  the 
presence  of  significant  pleural 


symphysis.  In  this  setting,  the 
pleural  space  can  be  evaluated 
further  using  a thoracoscope 
under  local  anesthesia.  A fused 
pleural  space  can  pose  a major 
technical  problem  and  may  be  a 
contraindication  to  lung  trans- 
plantation. 

All  patients  are  seen  by  social 
workers,  psychiatrists,  and  dieti- 
tians. Patients  who  are  not  men- 
tally or  psychologically  able  to 
deal  with  the  stresses  associated 
with  transplantation  may  be  re- 
fused. Nutritional  deficiencies  are 
corrected  to  the  extent  feasible. 
All  potential  recipients  are 
followed  and  reassessed  monthly 
until  a donor  is  identified. 

DONOR  SELECTION 

Donors  should  be  ventilated  for 
less  than  72  hours,  be  ABO  blood 
group  compatible  with  the  reci- 
pient, HIV  negative,  preferably 
cytomegalovirus  (CMV)  negative, 
and  have  no  history  of  pulmonary 
disease  or  significant  tobacco  use. 
The  chest  x-ray  should  be  clear 
and  the  P02  should  be  greater 
than  300  mmHg  on  100  percent 
oxygen.8 

Historically,  donors  were  size 
matched  to  recipients  using 
measurements  obtained  from  the 
chest  x-ray  and  chest  circumfer- 
ence. A more  accurate,  reliable 
method  is  to  match  the  predicted 
vital  capacities  of  the  donor  and 
recipient  using  a normogram 
based  on  age,  sex,  and  height. 
Generally,  donor  lungs  should  be 
within  25  percent  of  the 
predicted  vital  capacity  of  the  re- 
cipient. A sputum  gram  stain  from 
the  potential  donor  should 
preferably  reveal  normal  flora. 
KOH  evidence  of  fungal  or- 
ganisms makes  a donor  unaccept- 
able as  there  have  been  isolated 
cases  where  overwhelming  Can- 
dida sepsis  developed  in  the  im- 
munocompromised recipient. 
Bronchoscopy  routinely  is  per- 
formed at  the  time  of  harvesting 
to  obtain  lower  respiratory  tract 
cultures  and  to  nde  out  signifi- 
cant endobronchial  pathology. 

Both  donor  lungs  should  be 


able  to  be  harvested  without  in- 
terfering with  the  donor  heart 
procurement.9  Currently,  lungs 
may  be  safely  preserved  up  to  six 
hours.  Unfortunately,  there  is  a 
dearth  of  lung  donors  as  only  10 
to  15  percent  of  cardiac  donors 
are  suitable  lung  donors.  Newer 
agents  and  techniques  may  in- 
crease in  the  near  future  and 
perhaps  increase  the  availability 
of  donor  organs. 

POSTOP  MANAGEMENT 

At  our  institution,  immunosup- 
pression is  started  preoperatively 
with  the  administration  of  in- 
travenous azathioprine  (2.5  mg/ 
kg)  and  supplemented  in- 
traoperatively  with  500  mg  of 
methylprednisolone.  Within  six 
hours  of  arriving  in  the  intensive 
care  unit,  and  after  establishing 
that  the  urine  output  is  adequate, 
the  patient  is  started  on  intra- 
venous Minnesota  antilympho- 
blast globulin  (MALG)  at  15  mg/ 
kg/d,  supplemented  shortly  there- 
after by  intravenous  cyclosporine 
(1  mg/hr),  nasogastric  cyclo- 
sporine (4  to  6 mg/kg/d),  and  in- 
travenous azathioprine.  For  the 
first  24  hours,  the  patient  receives 
intravenous  methylprednisolone 
(125  mg  every  12  hours).  Further 
corticosteroids  then  are  withheld 
for  the  next  five  to  seven  days 
after  which  time  low-dose  pred- 
nisone (0.3  to  0.5  mg/kg/d)  is 
begun. 

Recently,  MALG  was  tempo- 
rarily withdrawn  from  investiga- 
tional use.  Rather  than  switching 
to  anti-thymocyte  globulin,  some 
centers  started  triple  immunosup- 
pression immediately  postopera- 
tively. Preliminary  reports  sug- 
gest that  there  is  no  significant 
difference  in  the  incidence  of  re- 
jection or  survival. 

Most  patients  are  extubated 
within  48  hours  of  surgery.  Pa- 
tients transplanted  for  pulmonary 
hypertension,  in  whom  a large 
V/Q  mismatch  exists,  represent  an 
exception.  To  avoid  exacerbating 
the  native  pulmonary  hyper- 
tension, to  correct  for  the  fre- 
quently observed  hypoxia,  and  to 
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improve  flow  to  the  native  lung, 
these  patients  are  kept  fully 
sedated,  often  paralyzed,  and  with 
the  native  lung  down  for  36  to  48 
hours.  Despite  this,  the  post- 
operative management  of  the  pa- 
tient with  pulmonary  hyperten- 
sion remains  challenging. 

Differentiating  infection  from 
rejection  in  the  transplanted  lung 
is  difficult.  Misdiagnosis  of  infec- 
tion in  the  presence  of  rejection 
will  lead  to  underimmuno- 
suppression, while  the  inap- 
propriate treatment  of  rejection  in 
the  presence  of  infection  may  ex- 
acerbate the  infection  and 
possibly  result  in  the  death  of  the 
patient.  In  the  first  postoperative 
week,  this  problem  is  com- 
pounded by  the  development  of 
reperfusion  edema  that  on  chest 
x-ray  may  be  indistinguishable 
from  infection  or  rejection.12 14 

Acute  rejection  usually  is 
diagnosed  using  a combination  of 
signs,  symptoms,  laboratory,  and 
radiographic  findings.  Occasional- 
ly, however,  an  empiric  trial  of 
methylprednisolone  is  required. 
Clinically,  patients  with  rejection 
may  have  a low-grade  fever, 
malaise,  hypoxemia,  dyspnea,  and 
worsening  of  their  spirometric 
parameters.  The  x-ray  may  show 
a perihilar  flare  with  or  without 
a pleural  effusion.15  Leukocytosis 
may  be  present.  Unfortunately,  all 
of  these  findings  also  are  consis- 
tent with  infection.  Although  V/Q 
scanning  has  been  reported  to  be 
useful  in  diagnosing  rejection,  we 
have  not  found  this  to  be  so.  In 
fact,  the  reported  marked 
decrease  in  blood  flow  to  the 
transplanted  lung  during  rejec- 
tion also  can  be  seen  with  infec- 
tion. The  routine  monitoring  of 
pulmonary  function  at  home  with 
a simple  spirometer  is  useful  in 
the  early  diagnosis  of  rejection.16 

Patients  who  develop  signs  and 
symptoms  of  rejection  should  im- 
mediately undergo  bronchoscopy. 
Bronchoalveolar  lavage  (BAL), 
brushings,  and  transbronchial 
biopsies  should  be  obtained.17 
Specimens  must  be  sent  for  acid 
fast  bacilli  and  gram  stain,  and 


bacterial,  viral,  fungal,  and 

mycobacterial  cultures.  Ideally, 
immunosuppression  is  not 

augmented  until  the  results  of  the 
gram  stain  and  CMV  shell  vial 
assay,  if  practical,  are  known.  If 
pathogenic  organisms  are  seen  on 
the  gram  stain,  appropriate  anti- 
biotics are  begun.  It  must  be 
noted  that  infection  and  rejection 
may  coexist.  Transbronchial 
biopsies  also  are  examined  his- 
tologically for  signs  of  rejection 
including  perivascular  cuffing  and 
infiltration  of  the  airways  with 
lymphocytes.18  Unfortunately, 
transbronchial  biopsies  are  dif- 
ficult to  interpret,  particularly 
during  the  first  two  postoperative 
weeks.  Morever,  many  of  the  his- 
tologic findings  indicative  of  re- 
jection also  can  be  seen  with  in- 
fections such  as  CMV  and 
pneumocystis.  Better  techniques 
to  more  accurately  identify  rejec- 

• 1 9 22 

tion  are  necessary. 

RESULTS 

Survival  figures  from  the  In- 
ternational Lung  Transplant  Reg- 
istry report  a one-year  survival  for 
either  single-  or  double-lung 
transplantation  of  almost  70  per- 
cent.2 This  figure  includes  all 
centers  and  survival  statistics 
from  the  now  infrequently 
performed  double-lung  transplant 
that  carried  a higher  morbidity 
and  mortality  than  the  current 
bilateral  sequential  approach.  In 
experienced  centers,  a five-year 
survival  approaching  70  to  80 
percent  is  projected.  True  long- 
term survival  may  be  com- 
promised by  the  development  of 
obliterative  bronchiolitis,  a form 
of  chronic  lung  rejection,  the 
pathogenesis  of  which  is  not  well 
understood.1922 

Spirometrically,  patients  un- 
dergoing bilateral-lung  trans- 
plantation show  more  signifi- 
cant improvements  in  FVC  and 
FEVj  than  patients  undergoing 
single-lung  transplantation.16 
Functionally,  however,  there  does 
not  appear  to  be  a significant  dif- 
ference between  the  two  groups. 
It  remains  to  be  seen  whether 


long-term  survival  differs  be- 
tween the  two  groups. 

CONCLUSION 

Despite  the  problems  of  identi- 
fying rejection,  distinguishing  in- 
fection, and  preventing  ob- 
literative bronchiolitis,  lung  trans- 
plantation has  shown  itself  to  be 
a viable  therapeutic  option  in  ap- 
propriately selected  patients  with 
end-stage  lung  disease.  Single- 
lung transplantation  is  safe  and 
effective  and  has  become  the 
procedure  of  choice,  even  in  pa- 
tients with  primary  pulmonary 
hypertension  or  Eisenmenger’s 
syndrome  associated  with  correc- 
table congenital  heart  disease.  It 
is  expected  that  the  development 
of  better  immunosuppressive, 
antifungal,  and  antiviral  agents 
along  with  the  application  of  more 
sophisticated  diagnostic  tools  to 
detect  rejection  supplemented  by 
postoperative  home  spirometry 
will  result  in  a continued  im- 
provement in  the  long-term 
prognosis  of  lung  transplant  reci- 
pients. H 
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Infections  are  the  most  common  cause  of  early  and  late 
morbidity  and  mortality  in  lung  transplant  recipients.  Viral 
infections,  in  particular,  have  been  linked  to  acute  rejection, 
chronic  rejection,  and  development  of  lymphoproliferative 
diseases. 


Since  the  first  successful 
lung  transplant  in  1983, 1 
over  1,500  procedures 
have  been  performed. 
Opportunistic  infections,  similar 
to  those  described  in  other  im- 
munocompromised hosts,  can 
occur;  however,  lung  trans- 
plantation presents  unique 
problems  related  to  the  fact  that 
the  transplanted  organ  is  the 
major  target  of  infection  and  re- 
jection. Infections  are  thought  to 
play  a role  in  chronic  rejection 
leading  to  considerable  morbidity 
and  mortality,  and  infections  con- 
tribute heavily  to  first-year  me- 
dian costs  of  transplantation  — 
over  $150,000.  This  paper  will  re- 
view the  more  common  infections 
that  occur  after  transplantation 
(Table). 

During  the  first  four  weeks 
post-transplant,  at  least  one-third 
of  patients  have  been  reported  to 
develop  one  or  more  episodes  of 
bacterial  pneumonia.2  Two-thirds 
of  these  episodes  are  due  to  aero- 
bic gram-negative  bacilli  (includ- 
ing Pseudomonas)  while  the  re- 
maining infections  are  due  to 
Staphylococcus  aureus,  Haemo- 
philus influenzae ,3  and  Legionella 
pneumophila. 4 The  clinical  picture 
is  characterized  by  fever, 
pulmonary  infiltrates,  and  wors- 


ening gas  exchange.  Such  presen- 
tation does  not  differ  from  acute 
rejection,  therefore,  bronchoalve- 
olar  lavage  (BAL)  and  trans- 
bronchial  biopsies  frequently  are 
required  to  make  a diagnosis.35 
Parenteral  antibiotics,  postural 
drainage,  and  chest  percussion  as 
tolerated  are  employed  in  the 
treatment  of  early  pneumonia.  In- 
haled beta  agonist  has  been  used 
in  an  attempt  to  improve 
mucociliary  clearance,  but  the 
benefit  is  not  clear.3  The  most 
frequent  cause  of  death  occurring 
within  90  days  from  the  trans- 
plant is  sepsis,  of  donor  or  reci- 
pient origin.6  Exclusion  of  con- 
taminated donors  and  use  of 
prophylactic  antibiotics  for  gram- 
negative rods  and  S.  aureus  have 
significantly  decreased  the  in- 
cidence of  early  bacterial  infec- 
tions.3 

During  the  first  four  weeks 
after  surgery,  recipients  of  lung 
transplants  are  at  increased  risk  of 
mediastinitis.3 17  Small  leaks  from 
the  airway  anastomosis  may  be 
the  cause  of  this  complication. 
The  incidence  of  mediastinitis  has 
steadily  decreased  since  the  first 
successful  lung  transplants, 
possibly  due  to  better  sealing  of 
the  airway  anastomosis. 

Beyond  four  weeks  from 


surgery,  the  pathogens  involved 
in  infectious  complications  (late 
infections)  in  lung  transplant  reci- 
pients change.  Bacterial 
pneumonias  are  less  frequent  (8 
percent  of  patients)  and  seldom 
cause  death.26  The  late  post- 
transplant period  is  the  domain  of 
herpes  viruses,  in  particular 
cytomegalovirus  (CMV),  and 
fungi. 

CMV  is  the  most  common 
cause  of  pneumonia  in  lung  trans- 
plant recipients  during  the  four  to 
eight  weeks  postsurgery. 
Seronegative  recipients  trans- 
planted with  organs  from 
seropositive  donors  (D  + /R-)  are 
at  the  highest  risk  for  serious  dis- 
ease and  death.3  The  incidence  of 
active  CMV  infection  in 
seropositive  recipients  is  as  high 
as  95  percent  compared  with 
38  percent  in  seronegative  reci- 
pients matched  with  seronegative 
donors.8  When  this  last  subgroup 
of  patients  (D-/R-)  receives  only 
seronegative  blood  products,  it 
has  been  possible  to  reduce  to 
nearly  zero  the  incidence  of  CMV 
pneumonia.9  Among  seropositive 
recipients,  there  is  no  additional 
risk  associated  with  a sero- 
positive donor,10  but  rates  of 
CMV  pneumonia  are  significantly 
increased  when  immunosup- 
pression regimens  have  been 
augmented  in  the  preceding  30 
days.10 

CMV  replication  can  present 
with  four  basic  clinical  pictures: 
asymptomatic  patients  with 
positive  urine,  BAL,  and  blood 
CMV  cultures;  fever,  constitu- 
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Table.  Differential  diagnosis  of  pulmonary  infiltrates  in  patients 
with  lung  transplantation. 


Noninfectious 

Infectious 

Less  than  four  weeks 

Reperfusion  injury 
Cardiogenic  pulmonary 
edema 
Rejection 

Bacterial 

Four  to  eight  weeks 

Rejection 

CMV 

HSV 

VZV 

PCP 

Bacterial 

Greater  than  eight  weeks 

Rejection 

CMV 

Lymphomas 

Mycoses 

BOOP 

PCP 

Abbreviations 

CMV  = Cytomegalovirus 

HSV  = Herpes  simplex  virus 

VZV  = Varicella-zoster  virus 

PCP  = Pneumocystis  carini  pneumonia 

BOOP  = Bronchiolitis  obliterans  organizing  pneumonia 


tional  symptoms,  or  self-limited 
CMV  syndrome;  pneumonitis 
with  increased  A-a  gradient, 
fever,  and  ill-defined  perihilar  in- 
filtrates and  lower  zone  nodules 
that  can  progress  to  consolidation 
of  the  transplanted  organ  and 
then  consolidation  of  the  native 
lung;  and  disseminated  CMV  in- 
fection with  retinitis,  pneumo- 
nitis, and  gastrointestinal  involve- 
ment.811 13  All  patients  with  dis- 
seminated CMV  infection  have 
evidence  of  lung  involvement. 
CMV  pneumonitis  is  the  most 
common  presentation  of  CMV  in- 
fection after  lung  transplantation. 
While  skin  involvement  is  rare,  it 
can  present  with  a purpuric 
maculopapular  eruption  and  ap- 
pears to  be  associated  with  a poor 
prognosis:  up  to  an  85  percent 
mortality  rate.14 

As  with  bacterial  pneumonias, 
it  is  difficult  to  distinguish  CMV 
infection  from  rejection  on  a 
clinical  or  radiological  basis.  Con- 
sidering the  fact  that  the  treat- 
ment of  rejection  (pulse  steroids) 
could  jeopardize  the  patient  who 
instead  has  CMV  pneumonia,  it  is 
necessary  to  have  a rapid  and  re- 


liable method  to  confirm  the 
diagnosis.  Expeditious  bron- 
choscopy is  the  rule.  In  the 
symptomatic  patient,  histological 
examination  of  transbronchial 
biopsy  specimens  and  cytology  of 
BAL  have  remarkable  sensitivity 
and  specificity.151,  Immunohisto- 
chemistry  to  detect  viral  anti- 
gens18"20 and  shell  viral  culture 
technique  may  play  an  important 
role  in  identifying  those 
asymptomatic  patients  who  are  at 
risk  for  developing  CMV 
pneumonia  if  not  treated  with 
ganciclovir.15  CMV  pneumonitis 
has  been  associated  with  an  in- 
creased risk  of  secondary 
bacterial  infections  and  transplant 
rejection.21 22 

Intravenous  ganciclovir  can  be 
considered  the  standard  of  care 
in  the  treatment  of  CMV 
pneumonia.  The  recommended 
dose  is  5 mg/kg  twice  a day  for 
14  days.10  CMV  hyperimmune 
globulin  administration  with  gan- 
ciclovir may  improve  the  out- 
come.23 In  the  pre-ganciclovir  era, 
the  mortality  of  CMV  pneumonia 
was  as  high  as  54  percent,8  while 
today  the  corresponding  in- 


cidence has  been  reduced  to  0 to 
12  percent.1011  A study  done  by 
the  University  of  Pittsburgh 
Group  provided  encouraging  re- 
sults on  the  use  of  prophylactic 
ganciclovir  used  early  in  the  post- 
transplant period.  The  regimen 
starts  with  ganciclovir  5 mg/kg 
twice  a day  for  two  weeks  be- 
tween day  7 and  day  21  post- 
transplant, followed  by  a decrease 
in  dose  to  5 mg/kg  every  day  for 
90  days.  Using  this  plan,  there 
was  a reduction  of  the  incidence 
of  CMV  infections  to  9 percent. 

Herpes  simplex  virus  (HSV)  is 
another  herpes  virus  associated 
with  infections  in  the  late  post- 
transplant period.  To  date,  there 
has  been  no  description  of 
primary  HSV  infection  in  the  lung 
transplant  literature.  HSV  reac- 
tivation can  present  with  the  typi- 
cal lip  lesions  that  eventually  in- 
vade the  mouth.4  25  Such  findings 
(seldom  seen  in  the  immuno- 
competent population)  precede 
the  development  of  HSV  pneu- 
monia.20 Histological  examination 
of  transbronchial  biopsy 
specimens  and  DNA  probe  tech- 
niques may  be  useful  for  rapid 
histological  diagnosis  in  order  to 
differentiate  HSV  pneumonitis 
from  CMV  pneumonitis,27  and 
acute  rejection.  Early  treatment 
of  HSV  pneumonitis  with 
acyclovir  has  excellent  results.  All 
patients  with  a positive  serology 
for  HSV  should  be  given  acyclovir 
prophylaxis  (200  mg  four  times  a 
day)  during  the  first  two 
postoperative  months  and  follow- 
ing augmentation  of  immunosup- 
pressive therapy.26 

One  of  the  most  puzzling  viral 
infections  in  the  post-transplant 
population  is  the  infection  due  to 
Epstein-Barr  virus  (EBV).  EBV 
infection  has  a wide  range  of 
clinical  manifestations  ranging 
from  a mild  mononucleosis-like 
syndrome  (fever,  pharyngitis,  and 
widespread  lymphadenopathy)  to 
focal  evidence  of  polyclonal 
lymphatic  proliferation,  to  frank 
monoclonal  lymphomas  with 
massive,  uncontrolled  infiltration 
and  parenchymal  necrosis  of 
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multiple  organs.62829  The  in- 
cidence of  lymphoproliferative 
disease  in  patients  who  undergo 
lung  transplantation  and  survive 
more  than  30  days  is  7.9  per- 
cent.3" EBV  appears  to  cause  a 
polyclonal  proliferation  of  B 
lymphocytes  after  the  viral 
genome  has  been  incorporated  in 
the  genome  of  the  host.  Such 
proliferation  becomes  uncon- 
trolled due  to  the  suppression  of 
T lymphocytes  caused  by  the  im- 
munosuppressive regimen.  The 
peak  occurrence  of  post-trans- 
plant  lymphoproliferative  disease 
(PTLD)  is  3 to  4 months  after 
transplantation  although  a signifi- 
cant number  of  cases  occur  12 
months  after  transplantation.3"31 
Reduction  of  immunosuppression 
and  chemotherapy  have  been 
used  in  monoclonal  lymphomas 
with  mixed  results.3233  Acyclovir 
treatment  of  PTLD  is  not  proved 
to  be  of  benefit.30  The  mortality 
of  early-onset  PTLD  (less  than  12 
months  from  surgery)  as  a result 
of  lymphoma  has  been  reported 
to  be  36  percent.3"  The  mortality 
of  late  onset  (more  than  12 
months  after  transplant)  of  PTLD 
as  a result  of  lymphoma  is  70  per- 
cent.3"32 The  remarkable  dif- 
ference in  outcome  probably  is 
due  to  the  fact  that  the  majority 
of  early  PTLD  lymphomas  are 
localized,  while  the  majority  of 
late  lymphomas  are  widely  dis- 
seminated.3" 

Fungal  infections  are  common 
in  lung  and  heart-lung  recipients. 
Invasive  aspergillosis  accounts 
for  more  than  half  of  these  epi- 
sodes,36 and  is  the  most  devastat- 
ing opportunistic  infection  en- 
countered in  the  transplant  set- 
ting;363, its  incidence  in  heart- 
lung  recipients  can  be  as  high  as 
15  percent.36  Pulmonary  rejection 
and  bacterial  and  viral  infections 
predispose  to  invasive  asper- 
gillosis.238 Symptoms  initially  can 
be  minimal  or  absent,  leading  to 
delay  in  diagnosis  and  therapy.36 
Increasing  shortness  of  breath, 
fever,  and  cough,  eventually  as- 
sociated with  hemoptysis,  can  de- 
velop. Massive  hemoptysis  is  rare. 


The  infection,  starting  from  the 
lungs  may  give  rise  to  systemic 
dissemination  and  death. 

Various  presentations  of 
Aspergillus  infections  include: 
bronchocentric  granulomatosis39 
and  aspergillus  tracheobron- 
chitis,36 both  caused  by  an  active 
replication  of  the  fungus  in  the 
lumen  of  the  airway  with  secon- 
dary invasion  and  damage  of  the 
bronchial  wall.  Disseminated 
aspergillosis  can  follow.  Radio- 
graphic  manifestations  are 
numerous.  Patchy  or  broncho- 
pneumonic  infiltrates,  wedge- 
shaped,  pleural-based  infiltrates, 
or  nodular  densities  often  are  re- 
ported. Interstitial  infiltrates  are 
less  common.  Computed  tomo- 
graphic (CT)  findings,  docu- 
mented in  neutropenic  and  AIDS 
patients,39  include  multiple  small 
nodules  and  round  pulmonary 
masses  that  are  the  result  of 
Aspergillus  angioinvasion  with 
secondary  pulmonary  infarction. 
Pulmonary  infarctions  can 
progress  to  frank  cavities.40 

The  diagnosis  of  invasive 
aspergillosis  usually  requires  one 
or  more  invasive  procedures.41 
The  yield  of  transbronchial 
biopsies  in  the  leukemic  popula- 
tion, for  example,  is  only  50  per- 
cent. Open  lung  biopsy  may  be 
required.  Invasive  pulmonary 
aspergillosis  is  treated  with  in- 
travenous amphotericin  B for  a 
total  dose  of  2 g over  a three- 
month  period.38  Oral  therapy 
with  the  new  antifungal  agent, 
itraconazole,  has  given  encour- 
aging results  particularly  when 
used  in  Aspergillus  tracheobron- 
chitis. 36,42 

Invasive  aspergillosis  frequent- 
ly is  a fatal  disease.  Of  the  five 
patients  reported  by  Scott,  four 
patients  (80  percent)  died.38  At 
the  present  time,  no  effective 
prophylaxis  of  aspergillosis  is 
available.  The  roles  of  laminar 
flow  rooms,  prophylactic  ampho- 
tericin B,  and  prophylactic 
itraconazole  need  to  be  in- 
vestigated. 

Finally,  pneumocystis  infection 
is  largely  of  historical  interest 


because  prophylaxis  with 
trimethoprim -sulfamethoxazole 
(TMP-SMX)  has  reduced  the 
prevalence  of  this  infection  from 
88  percent  to  0 to  20  percent.334  35 

SUMMARY 

Lung  transplantation  increas- 
ingly provides  benefits  for  pa- 
tients with  end-stage  lung  dis- 
ease. This  procedure  presents 
unique  problems  in  view  of  the 
fact  that  the  pulmonary  allograft 
is  the  major  target  organ  involved 
in  both  infection  and  rejection. 
Frequently,  the  clinical  distinc- 
tion between  infection  and  rejec- 
tion nearly  is  impossible.  Rejec- 
tion increases  the  risk  of  infection 
and,  conversely,  infection  is  im- 
plicated in  chronic  rejection  and 
bronchiolitis  fibrosa  obliterans. 

Bacterial  infections  predom- 
inate during  the  early  post-trans- 
plant  period.  In  the  later  post- 
transplant period,  the  herpes  vi- 
ruses, in  particular  CMV  and  in- 
vasive fungal  infections,  are  the 
leading  causes  of  morbidity  and 
mortality.  Early  bronchoscopic 
evaluation  and  microbiologic  and 
histologic  techniques  are  neces- 
sary supplements  to  clinical  and 
radiologic  evaluation. 

Although  aggressive  diagnostic 
intervention  and  early  treatment 
have  reduced  the  morbidity  and 
mortality  due  to  infections  in  lung 
transplantation,  infection  remains 
the  leading  cause  for  death  after 
lung  transplantation.  H 

References  are  available  upon 
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Nutritional  consideration 
for  patients 

with  organ  transplants 


Monroe  S.  Karetzky,  MD 


The  immune  response  of  the  recipient  and  the  therapeutics  of 
immunomodulation  significantly  alter  the  relationship  between 
allograft  function  and  the  composition  and  quantity  of  substrate. 
Successful  management  of  nutrition  along  with  post-transplant 
complications  and  drug  therapy  is  of  critical  importance. 


The  nutritional  aspects  of 
organ  transplantation  in 
the  recipient  involve 
consideration  of  the 
severity  and  duration  of  the  dis- 
ease, the  effects  of  the  drug  or 
radiation  therapy  used  for  im- 
munomodulation, and  the  conse- 
quences of  rejection  and  infec- 
tion. For  these  reasons  and  the 
observation  that  potential  recip- 
ients frequently  are  malnour- 
ished as  a result  of  their  primary 
organ  dysfunction,  nutritional 
support  must  be  an  integral  com- 
ponent of  ail  pre-  and  post-trans- 
plant management  programs. 

BONE  MARROW 
TRANSPLANTATION 

Nutrient  absorption  is  impaired 
following  bone  marrow  trans- 
plantation (BMT)  due  to  the 
unique  characteristics  promoting 
gastrointestinal  dysfunction. 
These  characteristics  include  the 
use  of  extremely  toxic  doses  of 
chemotherapy  for  the  condition- 
ing (cytoreductive)  regimen,  total 
body  irradiation,  graft  versus  host 
disease  (GVHD),  GVHD  prophy- 
laxis, intestinal  decontamination, 
and  infection.  It  has  been  shown 
that  D-xylose  absorption  reflect- 
ing proximal  intestinal  function 
and  vitamin  B12  absorption  reflect- 


ing terminal  ileal  absorption  are 
impaired  following  BMT  (Figure 
l).1  Thus,  the  efficacy  of  nutrient 
and  drug  therapy  will  be  affected 
to  varying  degrees  depending  on 
the  primary  sites  of  absorption. 
Bone  marrow  recipients,  there- 
fore, must  undergo  careful  nutri- 
tional assessment  prior  to  trans- 
plant and  vigorous  nutritional 
support  in  the  peritransplant 
period. 

Intravenous  nutritional  support 
in  the  form  of  total  parenteral 
nutrition  (TPN)  has  become  rou- 
tine to  maintain  nutritional  health 
in  the  post-transplantation  period. 
However,  while  empiric  interven- 
tion with  TPN  may  compensate 
for  increases  in  catabolic  stresses 
from  associated  increases  in 
metabolic  demand,  TPN  has  been 
shown  to  be  unable  to  prevent 
further  nutritional  depletion  dur- 
ing the  peritransplant  period. 
This  is  reflected  by  an  increasing- 
ly negative  nitrogen  balance  and 
attenuation  of  body  cell  mass  as 
well  as  decreased  serum  albumin 
and  shift  of  fluid  from  the  in- 
tracellular compartment  to  the  ex- 
tracellular fluid  compartment.2 
Many  modifications  of  the  amino 
acid  formulations  and  fat 
emulsions  used  for  supplementa- 
tion, therefore,  have  been 


fashioned  to  improve  the  clinical 
and  metabolic  efficacy  of 
parenteral  nutrition.  Glutamine- 
enriched  parenteral  feeding  has 
received  particular  attention  be- 
cause the  intracellular  glutamine 
pool  in  skeletal  muscle,  the  main 
site  of  glutamine  production  in 
the  body,  is  depleted  during 
catabolic  states.  This  is  significant 
because  glutamine  serves  as  a 
major  oxidizable  fuel  for  intestinal 
mucosal  cells  and  supplementa- 
tion may  serve  to  ameliorate  in- 
testinal mucosal  damage. 
Glutamine-treated  patients  do  not 
have  an  increased  survival  rate 
but  do  demonstrate  a decrease  in 
the  number  of  clinical  infections 
reflected  by  a shorter  hospital 
stay  and  possibly  improved 
nitrogen  balance.3 

Recently,  the  goals  of  energy 
and  protein  intake  have  been 
achieved  by  a combined  TPN 
plus  an  oral  diet.  When  tolerated, 
patients  managed  with  enteric 
feedings  show  neither  delayed  re- 
covery nor  an  immediate  survival 
disadvantage  from  BMT  in  com- 
parison to  those  receiving  TPN 
even  when  considerably  less 
energy  intake  is  achieved.4  This  is 
in  contrast  to  the  suggested  clini- 
cal benefits  of  TPN  in  long-term 
survival  when  given  prophylac- 
tically  for  nutritional  support  in 
the  peritransplant  period.5 

LIVER  TRANSPLANTATION 

Malnutrition  is  associated  with 
end-stage  liver  disease  (ESLD) 
and  continues  to  be  a major  risk 
factor  in  orthotopic  liver  trans- 
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Figure  1.  Intestinal  absorption  of  xylose  and  vitamin  B12  (with  intrinsic  factor)  prior  to  and  following  BMT  (day  0) 
in  ten  patients.  Impaired  absorption  is  routinely  observed  and,  by  five  weeks,  recovery  from  the  conditioning  regimen 
of  proximal  intestinal  absorption  is  apparent  while  terminal  ileal  malabsorption  persists  especially  in  those  patients 
demonstrating  GVHD.1 


plantation.  The  determination  of 
pretransplant  nutritional  status  is 
made  difficult  by  the  effect  of  the 
liver  disease  on  the  usual  parame- 
ters of  objective  nutritional  as- 
sessment for  risk  stratification,  in- 
cluding the  evaluation  of  im- 
munoeompetence  as  well  as 
anthropometric  and  biochemical 
measurements.  For  example,  a 
patient  within  the  normal  limits 
for  ideal  body  weight  often  may 
be  misleading  due  to  the  high  in- 
cidence of  associated  ascites. 
While  the  prevalence  of  malnutri- 
tion in  potential  liver  recipients 
has  been  reported  to  be  in  excess 
of  75  percent,  it  is  variable  in 
nature  according  to  the  type  of 
primary  liver  disease,  each  of 
which  has  distinguishing  nutri- 
tional assessment  characteristics 
with  variable  effects  on  protein 
(muscle  wasting)  and  energy  (fat) 
stores  (Figure  2). 6 

The  nutritional  effects  of 
ESLD  and  the  inability  to  sep- 
arate clearly  the  impact  of 


malnutrition  from  the  metabolic 
disturbances  related  to  hepatocel- 
lular dysfunction  that  alter  the 
body’s  utilization  of  various 
nutrients  make  nutritional  risk 
stratification  and  assessment  of 
the  transplant  candidate  proble- 
matic. For  these  reasons,  the 
usual  nutritional  standards,  when 
used  as  prognostic  indices  in  liver 
transplantation,  have  shown  poor 
predictability.6  In  children,  how- 
ever, growth  retardation  as  rep- 
resentative of  nutritional  status 
has  been  reported  to  be  an  ac- 
curate prognostic  indicator  for 
surgical  outcome  of  liver  trans- 
plantation.7 

Preliver  transplantation  nutri- 
tional support  has  adhered  to  the 
principles  of  therapy  established 
for  hepatic  failure.  There  has 
been  no  nutritional  advantage  on 
prognosis  shown  by  the  many 
fashioned  enteric  feedings  (ele- 
mental or  routine)  or  TPN  with  or 
without  supplementation  with  a 
branched  chain  amino  acid  form- 


ulation.89 Postliver  transplanta- 
tion nutritional  needs  primarily 
are  dictated  by  hepatic  allograft 
function.  Obesity  occurs  in  65 
percent  of  patients  within  the  first 
16  months  after  liver  transplant.10 
Obesity  prior  to  transplant  reli- 
ably predicts  obesity  after  trans- 
plant. Post-transplant  weight  gain 
has  not  been  shown  to  correlate 
with  increased  dietary  intake  and, 
as  a result,  changes  in  energy  ex- 
penditure and  cholesterol  metab- 
olism have  been  suggested  to  be 
responsible  for  weight  gain  and 
hypercholesterolemia.11 

RENAL  TRANSPLANTATION 

Almost  all  patients  experience 
weight  gain  after  renal  trans- 
plantation and,  as  with  liver  trans- 
plantation, a significant  correla- 
tion has  been  shown  between  the 
pretransplant  percentage  ideal 
body  weight  and  post-transplant 
weight  gain  during  the  first  year.12 
This  has  been  shown  not  to  be 
attributable  to  differences  in 
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Figure  2.  Anthropometric  data  in  74  patients  with  ESLD  of  different  types  illustrating  varying  effects  on  nutritional 
status.  TSF  ==  triceps  skinfold  (normal  range  = 50  mm);  and  AMC  = arm  muscle  circumference  (normal  range 
= 50  cm).  While  muscle  wasting  is  uniformly  found,  both  the  severity  and  evidence  for  the  depletion  of  fat  stores 
are  variable.6 


prednisone  dosage  and,  therefore, 
alternate  day  steroid  therapy  has 
been  observed  to  have  little  to 
offer  for  control  of  weight  or 
blood  pressure  levels  in  obese  re- 
cipients.12 Findings  regarding 
long-term  patient  survival  and 
graft  survival  rates  in  obese  pa- 
tients have  been  conflicting.  Suc- 
cessful transplantation  completely 
corrects  the  metabolic  abnor- 
malities of  chronic  renal  failure 
associated  with  malnutrition. 
Hence,  the  average  13  percent 
weight  gain  over  the  first  year 
after  transplantation  partly  re- 
flects the  restoration  of  the 
patients  normal  healthy  body 
weight.13 

It  is  believed  that  renal  trans- 
plant patients  are  at  high  risk  for 
atherosclerosis-related  morbidity 
and  mortality.  It  has  been  re- 
ported that  the  percentage  of 


deaths  due  to  ischemic  cardiovas- 
cular disease  and  cerebrovascular 
accidents  nearly  equals  that 
caused  by  infection  among  pa- 
tients receiving  a first  transplant. 
Therefore,  it  has  been  suggested 
that  control  of  risk  factors,  such 
as  hypercholesterolemia,  which 
have  not  yet  been  effectively 
treated  with  diet  alone  in  renal 
allograft  recipients,  should  be  ag- 
gressively treated  with  pharma- 
cologic therapy  as  well  as  dietary 
modification.15 

HEART  TRANSPLANTATION 

The  nutritional  status  of  a heart 
transplant  patient  has  been  shown 
to  substantially  affect  surgical 
morbidity  and  mortality,  giving 
rise  to  specific  nutritional  support 
program  guidelines.16  It  remains 
to  be  shown,  however,  whether 
preoperative  nutritional  supple- 


ments improve  transplant  results 
as  to  morbidity,  length  of  hospital 
stay,  or  mortality. 

Obesity  and  hyperlipidemia 
often  complicate  the  postopera- 
tive course  of  heart  transplant  re- 
cipients. Obesity  and  hyperlip- 
idemia have  been  related  to  graft 
atherosclerosis  despite  that  fact 
that  their  role  in  the  pathogenesis 
of  this  process  remains  unclear.17 
Their  importance  is  related  to 
cardiac  allograft  vasculopathy,  the 
major  determinant  of  long-term 
survival.  While  the  pathology  is 
well  described,  and  the  patho- 
genesis is  speculative,  the  severity7 
of  cardiac  allograft  vasculopathy 
has  been  reported  to  be  corre- 
lated with  traditional  risk  factors, 
such  as  increased  serum  concen- 
trations of  cholesterol  and  triglyc- 
erides, but  most  closely  with 
obesity18 
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Figure  3.  Postoperative  hemodynamic  mean  values  one  year  after  heart  trans- 
plantation in  ten  obese  and  ten  nonobese  hypertensive  patients  matched  by 
mean  arterial  pressure  (112  mmHg).19  Q = cardiac  output;  HR  = beats/min; 
SV  = stroke  volume;  PA  = mean  pulmonary  artery  pressure;  LVEDV  = left 
ventricular  end  diastolic  volume;  LV  mass  = left  ventricular  mass;  LVEF  = 
left  ventricular  ejection  fraction;  and  SVR  = systemic  vascular  resistance. 


Arterial  hypertension,  a fre- 
quent complication  of  cyclo- 
sporine therapy,  also  is  associated 
with  obesity  in  cardiac  transplant 
patients.  This  further  suggests  the 
potential  role  of  obesity  as  a con- 


founding factor  since  the  cardio- 
vascular adaptations  to  hyperten- 
sion differ  in  nonobese  and  obese 
recipients  (Figure  3).  The  obese 
patient  has  elevated  mean  pulmo- 
nary artery  pressure,  and  at  any 


given  level  of  mean  systemic  ar- 
terial pressure,  a larger  left  ven- 
tricular end-diastolic  volume, 
lower  left  ventricular  ejection 
fraction,  increased  cardiac  output, 
and  decreased  systemic  vascular 
resistance.19  Thus,  obesity  in  a 
cardiac  transplant  patient  with 
hypertension  appears  to  be  a 
significant  stress  factor  promoting 
allograft  failure  and  should  be  vig- 
orously treated  with  weight  loss. 

A study  comparing  recipients 
with  and  without  corticosteroid 
maintenance  therapy  has  shown 
that  the  therapy  is  a significant 
contributor  to  this  post-transplant 
weight  gain  and  elevated  serum 
cholesterol  level.20  Strategies, 
therefore,  should  be  developed 
for  nutritional  and  pharmaco- 
logical weight  control  and  vigor- 
ous efforts  should  be  made  to  dis- 
continue maintenance  cortico- 
steroid immunosuppression  in 
order  to  normalize  serum  choles- 
terol levels  and  to  reduce  weight 
gain. 

CONCLUSION 

It  is  clear  that  pre-existing 
organ  dysfunction,  post-transplant 
complications,  and  drug  therapy 
promote  nutritional  abnormali- 
ties. Their  successful  manage- 
ment has  been  suggested  to  be  of 
critical  importance  in  determin- 
ing favorable  long-term  outcome. 
Cumulative  data  are  supportive, 
but  are  short  of  providing  a scien- 
tific basis  for  specific  recipes  or 
modes  of  supplementation.  fl 

References  are  available  upon 
request. 
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A social  worker  s role  on 
a transplant  team 


Carol  P.  Sullivan,  MSW 


Transplant  team  social  workers  are  essential  components  of 
the  team  because  of  their  knowledge  and  intervention  skills 
in  assisting  patients.  Sensitivity  to  the  needs  of  the  transplant 
patient  is  a catalyst  for  the  development  of  creative  intervention 
strategies. 


The  role  of  a social  worker 
on  a transplant  team  is 
demanding  and  multi- 
faceted. The  social  work- 
er’s objectives  are:  to  establish  a 
relationship  of  trust  with  the  pa- 
tient and  other  significant  in- 
dividuals; to  assist  in  preparing 
the  patient  for  the  procedure;  to 
compile  a psychosocial  profile  of 
the  patient,  the  issues,  and  the 
specific  needs;  to  apprise  the 
medical  staff  and  transplant  team 
of  these  findings  regarding  the 
patient’s  situation;  to  act  as  a 
liaison  between  the  patient,  the 
transplant  team,  and  the  medical 
staff;  to  interface  with  the  trans- 
plant team  and  medical  staff  on  a 
regular  basis;  to  watch  for  warn- 
ing signs  of  potential  problems 
with  the  patient  and  family 
members  that  might  impede  the 
patient’s  recovery  such  as 
despondency,  depression,  al- 
coholism, or  drug  addiction;  to 
develop  a support  network  for 
counseling  the  patient  during 
hospitalization  and  as  an  outpa- 
tient; to  create  strategies  of  in- 
tervention for  patient  issues;  to 
keep  abreast  of  counseling 
services  available  in  the  com- 
munity and  to  establish  networks; 
to  address  the  needs  of  patients; 
and  to  discharge  planning. 


The  social  worker  deals  with  all 
aspects  of  the  patient’s  life — cul- 
ture, ethnicity,  belief  systems, 
values,  and  socioeconomic  status. 
Data  collection  and  synthesization 
are  prepared  prior  to  presenting 
a report  to  the  transplant  team,  to 
help  determine  if  the  prospective 
patient  is  a suitable  transplant 
candidate.  A patient  must  meet 
specific  criteria  established  by  the 
transplant  team  to  be  considered 
for  an  organ  transplant.  Once  the 
patient  has  successfully  com- 
pleted this  screening  process,  it  is 
important  for  the  social  worker  to 
cement  the  relationship  and  build 
trust.  Although  the  patient  is  ad- 
vised by  the  medical  team  what 
to  expect  during  the  transplant 
process,  the  patient  often  does 
not  fully  comprehend  the  situa- 
tion. The  social  worker  has  to  re- 
inforce the  briefing  that  was  given 
to  the  patient  by  doctors,  and 
provide  realistic  examples  and 
help  the  patient  overcome  unreal- 
istic misconceptions  and  expecta- 
tions. 

A transplant  social  worker  must 
have  a thorough  understanding  of 
the  disease  process  that  makes  a 
transplant  necessary.  The  social 
worker  also  must  understand  the 
impact  of  the  disease  on  the  pa- 
tient’s perception  of  himself,  his 


family,  and  his  friends.  The  trans- 
plant patient  is  affected  by 
physical,  emotional,  and  social 
factors  that  are  dramatically  al- 
tered due  to  disease.  As  the  pa- 
tient’s body  changes,  the  patient’s 
self-esteem  diminishes  to  the 
point  that  he  may  feel  like  a social 
pariah.  As  well  as  feeling  undesir- 
able, he  may  feel  worthless,  impo- 
tent, and  powerless. 

The  social  worker  does  a 
prescreening  psychosocial  assess- 
ment of  a patient  to  develop  a 
suitable  treatment  plan,  and  to 
provide  the  transplant  team  and 
medical  staff  with  an  understand- 
ing of  the  patient’s  emotional 
state  and  needs.  As  the  patient 
continues  recovery,  various  issues 
are  addressed.  Supportive  coun- 
seling, information,  and  referrals 
are  provided  by  the  social  worker. 
Mediation  is  done  to  help  the  pa- 
tient negotiate  various  bureau- 
cracies to  meet  his  needs,  i.e. 
Social  Security,  Medicaid,  health 
insurance  providers,  and  local  and 
county  welfare  divisions.  As  the 
patient  learns  to  communicate  is- 
sues effectively,  his  self-esteem  is 
bolstered.  The  patient  s quality  of 
life  increases  when  he  becomes 
empowered. 

A transplant  social  worker  also 
must  help  the  patient  and  his 
family  cope  with  disease  and  find 
alternatives  to  help  the  patient 
live  a full  life  while  changing  his 
lifestyle  to  conform  with  recovery. 

Patients  with  a history  of 
substance  abuse  present  a special 
challenge  to  the  transplant  social 
worker  and  the  medical  team. 
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The  issue  of  prolonged  abstinence 
from  the  substance  of  choice  is 
difficult  to  assess  pre-  and  post- 
transplant. The  social  worker 
must  obtain  an  accurate  picture  of 
the  patient’s  circumstances  dur- 
ing the  prescreening  assessment 
and  post-transplant  to  ascertain 
the  level  of  compliance  that  can 
be  expected  of  the  patient. 

The  social  worker  also  interacts 
with  post-transplant  support 
groups.  One  such  group  is 
“Liverable  People,”  a liver  trans- 
plant support  group  at  University 
Hospital,  Newark.  This  support 
group  is  comprised  of  former 
transplant  patients,  newer  pa- 
tients, and  their  families  that 
share  experiences. 


Transplantation  costs  can  vary, 
depending  upon  the  organ  to  be 
transplanted  and  the  recipient’s 
medical  issues.  Social  work  in- 
tervention is  needed  to  help  a 
patient  contend  with  the  high  cost 
of  transplantation  and  to  find  ex- 
ternal resources  that  will  assist 
with  payment  for  the  procedure. 
Post-transplant  hospitalization  to 
offset  potential  liver  rejection  and 
other  complications  can  add  ad- 
ditional costs  to  the  patient’s  bill 
depending  on  medical  status.  A 
patient  also  must  take  life-sustain- 
ing medication  on  a daily  basis  for 
the  rest  of  his  life,  ranging  from 
$100  to  $1,000  or  more  per 
month. 


SUMMARY 

The  transplant  social  worker 
brings  a variety  of  clinical  skills 
and  extensive  knowledge  to  the 
transplant  and  medical  teams  and 
the  patient,  as  well  as  a commit- 
ment to  quality  care  and  service 
delivery.  Sensitivity  to  the  needs 
of  the  transplant  patient  and  his 
issues  often  is  a catalyst  for  de- 
velopment of  creative  interven- 
tion strategies.  H 

Ms.  Sullivan  is  a liver  transplant  social 
worker,  UMDNJ-University  Hospital. 
Address  reprint  requests  to  Ms. 
Sullivan,  Department  of  Social  Work 
Services,  UMDNJ,  150  Bergen  Street, 
Room  B218,  Newark,  NJ  07103. 
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Organ  donation: 
Breaking  down  barriers 


Patrick  Connelly 


From  the  perspective  of  the  organ  procurement  organization, 
breaking  down  the  barriers  to  organ  donation  may  be  the  most 
important  challenge  facing  transplant  medicine  today. 
Physicians  will  play  a key  role  in  the  discussions  concerning 
organ  donation  and  transplantation. 


Taking  the  lead  in  trying 
to  improve  the  available 
transplant  organ  pool  are 
New  Jersey’s  two  organ 
procurement  organizations 
(OPO),  the  Springfield-based 
New  Jersey  Organ  and  Tissue 
Sharing  Network  (The  Sharing 
Network),  which  works  with 
hospitals  in  northern  and  central 
New  Jersey,  and  the  Delaware 
Valley  Transplant  Program 
(KIDNEY-1),  headquartered  in 
Philadelphia,  which  works  with 
hospitals  in  southern  New  Jersey. 

The  two  OPOs,  part  of  a na- 
tional network  of  67  federally 
designated  agencies,  provide  an 
array  of  services,  ranging  from 
professional  and  public  education, 
to  managing  and  matching  the 
computerized  databases  of  poten- 
tial recipients  and  available  or- 
gans, to  providing  support  for 
donor  families  and  coordinating 
the  transplants  made  possible  by 
their  consent. 

In  New  Jersey,  the  number  of 
patients  waiting  for  organs 
outstripped  the  number  of  pa- 
tients who  underwent  trans- 
plantation. In  the  transplant 
centers  affiliated  with  the  two 
OPOs,  350  New  Jersey  residents 
received  transplants  in  1992.  Last 
year,  more  than  900  New  Jersey 


residents  still  were  waiting  for 
transplants. 

In  1992,  KIDNEY-1  had  210 
donors,  more  donors  than  any 
other  region  of  the  country. 
KIDNEY-1  recovered  737  organs 
from  these  donors,  marking  18 
years  of  steady  growth  in  organ 
procurement.  The  Sharing 
Network,  a younger  entity,  also 
has  continued  to  experience 
growth  since  its  inception — from 
41  donors  in  1987  to  92  donors 
in  1992. 

Transplantation  has  given  new 
hope  to  patients  with  formerly 
fatal  conditions,  and  the  growth  of 
the  transplant  waiting  list  reflects 
this  hope.  The  failure  of  organ 
donation  to  keep  pace  is  less  un- 
derstandable, but  a number  of 
misconceptions  contribute  to  this 
low  rate  of  growth. 

Common  myths  that  impact 
public  perceptions  include  con- 
cerns that  a patient’s  medical  care 
may  be  compromised  in  order  to 
take  organs  for  transplant,  that 
the  donor  family  incurs  some  of 
the  cost  of  organ  donation,  and 
that  a black  market  for  organs  ex- 
ists in  this  country.  Other  mis- 
conceptions are  held  not  only  by 
members  of  the  public,  but  by 
some  physicians  as  well.  Donor 
age  is  an  example  of  a misconcep- 


tion. Guidelines  for  potential 
donors  have  evolved  so  that  peo- 
ple 75  years  of  age  can  be 
evaluated  as  potential  donors. 

Each  referral  is  carefully 
evaluated  for  potential  donation. 
Denise  Payne,  executive  director 
of  The  Sharing  Network,  says  this 
evaluation  includes  a review  of 
the  details  of  the  present  case,  the 
patient’s  past  medical  history, 
serological  testing,  and  individual 
organ  function. 

The  Sharing  Network  and 
KIDNEY-1  obtain  preliminary  in- 
formation from  hospitals  over  the 
telephone,  including  age  and 
diagnosis.  Some  patients  will  be 
screened  out  at  this  stage.  If  a 
referral  meets  basic  criteria,  the 
transplant  coordinator  will  go  to 
the  hospital  for  further  review. 

One  of  the  biggest  concerns  for 
The  Sharing  Network  and  for 
KIDNEY-1  is  that  the  OPOs  may 
not  be  given  the  opportunity  to 
make  this  evaluation,  despite  the 
existence  of  a required  request 
law  in  New  Jersey  since  1987. 
(The  law  mandates  that  hospital 
staff  offer  the  family  or  next  of  kin 
the  option  to  donate  organs  or 
tissues  when  a patient  dies.) 
Donation  rates,  however,  did  not 
increase  as  expected  following  the 
issuance  of  the  regulation. 

"We  received  a federal  grant  to 
review  the  medical  records  at 
New  Jersey  hospitals  for  all 
deaths  under  the  age  of  70  years 
to  determine  the  number  of 
potential  donors,”  says  Howard 
Nathan,  executive  director  of 
KIDNEY-1.  “Preliminarily,  the 


VOL.  90-NUMBER  4 APRIL  1993 


327 


Table.  General  criteria  for  organ  and  tissue  donors. 

Vital  Organ  Donors 

• Age:  Newborn  to  75  years. 

• Must  be  brain  dead,  on  mechanical  support,  with  intact  circulation. 

• Must  not  have  any  systemic  infection  or  actively  transmissible  disease. 

• Must  not  have  cancer  (except  in  the  case  of  primary  brain  tumor). 

Tissue  Donors  (bone,  eyes,  heart  valves,  skin,  and  saphenous  veins) 

• Age: 

Eyes*— no  age  limit;  should  be  removed  within  4 to  6 hours  after  death. 
Skin/bone— 14  to  60  years;  must  be  removed  within  12  to  24  hours 
after  death. 

Heart  valves— newborn  to  55  years;  must  be  removed  within  12  hours 
after  death. 

Saphenous  veins— 15  to  65  years;  must  be  removed  within  12  hours 
after  death. 

• Must  not  have  any  cancer  (except  in  some  cases  of  eye  donations). 

• Tissue  does  not  require  intact  circulation— all  deaths  may  be 
acceptable. 

• Body  should  be  refrigerated  (placed  in  morgue)  within  four  hours  after 
death. 

*AII  eyes  are  accepted;  if  unsuitable  for  transplant,  they  can  be  used  for 
research  and  training. 


data  reveal  that  25  percent  of  pa- 
tients in  New  Jersey  become 
donors.  According  to  the  records, 
about  30  percent  of  families  say 
no.  And,  about  50  percent  of 
medically  suitable  potential  organ 
donors  are  not  identified,  or  not 
referred  to  the  donor  program.” 

Ms.  Payne  explains  that  The 
Sharing  Network  would  like  its 
staff  to  be  the  ones  to  make  the 
request  of  the  family.  “We  re  best 
suited  in  most  cases,”  she  said. 
“Many  times  trauma  victims  are 
in  strange  areas,  unknown  by 
those  caring  for  them.  And  some 
physicians  and  other  health  care 
personnel  feel  a conflict  to  care 
for  a patient  and  then  ask  for  the 
organs.” 

Ms.  Payne  noted  that  the  physi- 
cian caring  for  the  patient  plays 
an  important  role  in  the  donation 
process — that  of  explaining  to  the 
family  that  their  loved  one  is 
dead.  “For  some  people,  it  does 
not  compute,  especially  when 
they  are  seeing  the  person  they 
love  breathing  with  a ventilator 
and  looking  virtually  the  same,” 
Ms.  Payne  remarked.  “And  one 
should  not  ask  about  donation 
until  this  death  is  understood  and 
accepted.” 

Criteria  on  brain  death  is  a 
problem,  according  to  Henry  R. 
Liss,  MD,  senior  vice-president 
for  medical  affairs  at  Overlook 
Hospital,  Summit.  Dr.  Liss  says 
the  brain  death  law  enacted  in 
New  Jersey  in  1991  made  things 
somewhat  easier.  Dr.  Liss  notes 
the  legal  definition  of  brain  death 
depends  on  inactivity  of  the 
whole  brain,  including  the  brain 
stem.  Dr.  Liss  says  cerebral 
trauma  suffered  in  motor  vehicle 
accidents  or  trauma  from  falls  ac- 
count for  54  percent  nationally  . In 
New  Jersey,  however,  en- 
dogenous causes  like  cerebral 
bleeds  actually  lead  trauma  as  the 
primary  cause  of  brain  death  in 
those  who  have  donated  their  or- 
gans. 

Both  OPOs  are  working  to 
promote  routine  referral  where 
there  is  any  death  because  many 
patients  are  suitable  for  organ 


donation,  and  many  patients  can 
donate  tissues.  Early  referral  al- 
lows the  OPO  time  to  work  with 
health  care  professionals,  counsel 
the  family,  answer  any  questions, 
review  the  medical  history,  and 
handle  the  request  process. 

Mr.  Nathan  and  Ms.  Payne 
welcome  calls  and  questions 
about  potential  donors  with  no 
commitment  on  the  part  of  the 
caller  or  his  facility.  A physician 
or  nurse  can  review  a chart  with 
the  OPO.  “Part  of  the  reason  to 
call  is  that  arrangements  need  to 
be  made  to  save  the  organs  even 
if  there  is  no  hope  for  the  pa- 
tient,” says  Mary  Bylone,  head 
nurse  of  the  ICU/CCU  and  trans- 
plant liaison  officer  at  Newcomb 
Medical  Center,  Vineland.  “Our 
hospital  now  has  a policy  that 
anyone  that  dies  should  be  re- 
ferred. We  no  longer  use  age  or 
other  qualifiers,  as  that  just  gave 
people  a chance  to  rule  out  poten- 
tial donors — inappropriately  at 
times,”  says  Ms.  Bylone. 

Ms.  Payne  added  that  ad- 
ditional lead  time  improves  ability 
to  place  most  organs.  While  the 


complexity  of  testing  and  the 
procedures  for  matching  vary 
among  different  types  of  organs, 
time  is  needed  for  serology  and 
other  testing,  for  appropriate  re- 
cipients to  be  identified,  and  for 
the  receiving  transplant  surgeons 
to  fly  in  to  remove  the  organs. 
The  time  frame  is  6 to  48  hours 
between  the  time  brain  death  is 
declared  and  the  time  the  reci- 
pient is  transplanted. 

Mr.  Nathan,  who  also  is  a coun- 
selor for  Region  2 of  United 
Network  for  Organ  Sharing 
(UNOS)  comprised  of  New 
Jersey,  Pennsylvania,  Maryland, 
West  Virginia,  and  the  District  of 
Columbia,  says  that  though 
UNOS  is  a national  system,  the 
current  three-tiered  system 
matches  first  on  a local  basis  and 
then  on  a regional  basis  before 
seeking  a national  match  (with 
only  minor  exceptions  for  six-anti- 
gen matches  of  kidneys).  While 
this  structure  has  its  detractors, 
Mr.  Nathan  notes,  it  tends  to 
make  more  organs  available  in 
areas  with  active  OPOs.  It  also 
cuts  down  on  transit  time. 
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CAUSE  OF  DEATH  FOR  NEW  JERSEY  DONORS 

1992 


* Other:  Anoxia  secondary  to  cardiovascular  accident,  asphyxiation,  SIDS  etc... 

Source:  Combined  data  from  Delaware  Valley  Transplant  Program  and  The  Sharing  Network 


The  success  of  transplantation 
is  due  to  advances  in  surgical 
technique,  development  of  more 
effective  immunosuppressive 
therapies,  and  creation  of  a 
sophisticated  network  for 
matching  and  coordinating  the 
transportation  of  organs.  The 
failure  of  transplantation — that  so 
many  people  still  die  while  wait- 
ing for  an  organ — may  stand  as 
the  most  important  hurdle  to 
overcome  (Table  and  Figure). 

One  of  the  simplest  solutions 
may  be  one  of  the  most  difficult — 
to  urge  physicians  and  other 
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health  care  personnel  to  ov- 
ercome their  reluctance  to  discuss 
organ  donation  with  patients  and 
refer  possible  donors.  Broaching 
the  subject  at  a less  emotional 
time  at  the  beginning  of  the 
physician-patient  relationship 
could  help  as  would  understand- 
ing that  organ  donation  does  not 
benefit  only  the  recipient. 

Dr.  Liss  stated,  For  doctors,  it 
may  be  uncomfortable  asking 
about  donation.  We  are  taught  to 
fight  for  life.  It  is  hard  to  admit 
you  are  defeated.  But  it  is  an  op- 
portunity to  bring  something 


good  out  of  defeat,  and  offer  a 
measure  of  solace.’  Irene  Hub- 
bard, wife  of  John  Hubbard,  MD, 
a senior  attending  neurosurgeon 
at  Hackensack  Medical  Center, 
says  she  discussed  organ  donation 
many  times.  When  Dr.  Hubbard 
was  killed  in  a fall  in  1991,  she 
knew  he  would  have  wanted  to 
donate:  “It  was  in  keeping  with 
his  personal  commitment  to  do 
everything  he  could  to  help  a pa- 
tient.’ She  did  not  know  it  would 
also  turn  out  to  be  the  only 
positive  thing  about  his  death.  ■ 
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Balancing  the  benefits  and  side  effects  of  immunosuppressive 
therapy  is  important  in  transplant  patients.  Several  new  agents 
appear  to  be  safer,  more  effective,  and  more  specific  than  the 
available  standard  immunosuppressive  drugs.  Many  of  the 
agents  are  likely  to  be  used  with  present  drugs. 


The  success  of  organ  trans- 
plantation is  critically  de- 
pendent upon  the  avail- 
ability of  agents  that  can 
effectively  prevent  or  attenuate 
the  immune  response.  In  the 
absence  of  such  immunosup- 
pression, rejection  would  occur  in 
all  allograft  recipients.  The  iden- 
tification of  cyclosporine  in  1977, 
and  the  commercial  availability  of 
that  agent  in  1983,  enhanced  the 
success  of  kidney,  heart,  and  liver 
transplantation,  but  its  nephrotox- 
icity and  other  side  effects  have 
stimulated  a continuing  search  for 
alternative  agents.  This  review 
briefly  describes  a number  of  new 
immunosuppressive  agents. 

FK506.  FK506  is  a macrolide 
antibiotic  isolated  from  a soil 
fungus.  It  primarily  is 
metabolized  in  the  liver,  with  less 
than  1 percent  being  excreted  in 
the  bile  and  urine.  The  drug  at- 
taches to  a T-cell  binding  protein, 
which  is  the  first  step  in  a signal- 
ing network  that  also  includes  the 
newly  described  ealcineurins  and, 
as  yet,  undefined  nuclear  reg- 
ulatory proteins.  Through  this 
mechanism,  FK506  prevents  the 
synthesis  of  interleukin  2 (IL2) 
and  other  lymphokines  essential 
to  lymphocyte  function.1'3 
Although  the  immunosuppressive 


effects  of  FK506  are  similar  to 
those  of  cyclosporine,  FK506  has 
an  in  vitro  potency  10  to  100 
times  greater  than  that  of 
cyclosporine  with  regard  to  in- 
hibition of  the  mixed  lymphocyte 
culture  response,  generation  of 
cytotoxic  T-cells,  and  expression 
of  IL2  receptors  on  T-cells.1  In 
addition,  FK506  is  substantially 
more  potent  than  cyclosporine  in 
suppressing  B-cell  activation  and, 
therefore,  may  attenuate  more  ef- 
fectively the  humoral  (B-cell)  im- 
mune response.4 

In  experimental  animals, 
FK506  has  been  shown  to  prolong 
survival  of  skin,  cornea,  pancreas, 
heart,  liver,  and  kidney  allografts; 
to  reverse  rejection;  and  to  sup- 
press a variety  of  spontaneous 
experimental  autoimmune  dis- 
eases.5 

FK506  has  been  shown  to  be 
highly  effective  when  used  in  con- 
junction with  low-dose  steroids  as 
maintenance  anti-rejection  thera- 
py for  liver  transplant  recipients, 
as  well  as  rescue  therapy  for 
refractory  rejection.6  3 In  kidney 
transplant  patients,  graft  survival 
rates  with  FK506  have  been 
similar  to  rates  using 
cyclosporine.9  Encouraging  re- 
sults also  have  been  reported  in 
cardiac,  multiple  organ,  and 


cluster  transplants.10  The  adverse 
effects  of  FK506  resemble  those 
of  cyclosporine  and  include 
gastrointestinal  complaints, 
neurotoxicity,  nephrotoxicity,  and 
glucose  intolerance.11  Hyper- 
cholesterolemia and  hyperuri- 
cemia, seen  frequently  with 
cyclosporine,  have  not  been  a 
significant  problem.  Likewise,  the 
incidence  of  hypertension  and 
serious  infections  has  been  lower 
with  FK506.12 

Rapamycin.  Rapamycin  is  a 
macrolide  antibiotic  with  im- 
munosuppressive activity  isolated 
from  a soil  fungus.  The  agent  in- 
hibits signaling  by  cytokines,  such 
as  IL1,  IL2,  IL4,  and  IL6,  and  is 
a strong  inhibitor  of  T-cell 
proliferation.13'14  It  has  been 
shown  to  be  synergistic  with 
cyclosporine  but  antagonistic  to 
FK506.14  The  antagonism  may  be 
explained  by  the  fact  that  FK506 
and  rapamycin  both  competitively 
bind  to  the  same  immunophilin — 
FK506-binding  protein.15 
Rapamycin  also  has  been  shown 
to  suppress  B-cell  activation,16  to 
strongly  inhibit  the  growth  of  T- 
and  B-cell  lines,  and  to  specifical- 
ly suppress  the  growth  of  rapidly 
dividing  thymocytes.17 

In  laboratory  animals, 
rapamycin  prolongs  survival  of 
skin,  heart,  kidney,  pancreas,  and 
small  bowel  transplants,  and 
causes  suppression  of  a variety  of 
autoimmune  diseases.18 19 

Toxicities  include  gastro- 
intestinal ulceration,  vasculitis  (in 
a canine  model),  hyperglycemia, 
weight  loss,  anorexia,  and  emacia- 
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tion.  Other  canine  studies  in- 
dicate that  the  dose  of  rapamycin 
may  be  reduced  tenfold  if  used  in 
combination  with  cyclosporine.  It 
has  been  suggested  that  the 
vasculitic  effects  seen  in  dogs  and 
primates  may  be  associated  with 
single  drug  therapy  with 
rapamycin  and  might  be 
mitigated  when  combination  ther- 
apy is  used.20  It  has  been  further 
proposed  that  a short  initial 
course  of  treatment  may  result  in 
a long-lasting  benefit.21 

RS-61443.  RS-61443  is  one  of 
the  most  promising  new  agents. 
The  active  component  is 
mycophenolic  acid,  a reversible 
inhibitor  of  guanosine 
monophosphate  dehydrogenase 
and  guanine  monophosphate 
synthetase.  Inhibition  of  these 
two  enzymes  in  the  absence  of 
the  “salvage”  pathway  renders 
lymphocytes  unable  to  produce 
guanine  and,  in  turn,  effectively 
prevents  their  proliferation, 
blocks  antibody  formation,  and 
down -regulates  the  generation  of 
cytotoxic  T-cells.22  20 

In  experimental  animals, 
RS-61443  is  synergistic  with 
cyclosporine  and  prolongs  skin, 
heart,  and  kidney  survival.25  It 
also  has  been  shown  to  prolong 
heart  allograft  survival  in  highly 
sensitized  animal  recipients  when 
combined  with  cyclosporine.26 
More  importantly,  in  a rat  heart 
transplant  model,  RS-61443  has 
been  shown  to  inhibit  the  de- 
velopment of  accelerated  graft 
atherosclerosis,  the  primary  cause 
of  death  of  heart  transplant  reci- 
pients after  the  first  year.26 

The  drug  is  less  bone  marrow 
toxic  in  immunosuppressive  doses 
than  currently  available  agents.  It 
does  not  cause  renal  or  hepatic 
toxicity  except  for  a mild  eleva- 
tion of  alkaline  phosphatase. 
Nausea,  vomiting,  gastritis, 
anorexia,  and  watery  and  bloody 
stools  occur  on  occasion.  Most 
adverse  reactions  are  dose  depen- 
dent and  markedly  reduced  when 
a lower  dosage  is  used.23  In  the 
presence  of  nucleosides  such  as 
ganciclovir  and  acyclovir, 


neutrophil  counts  should  be 
monitored  closely. 

Preliminary  results  from  phase 
I/II  trials  indicate  that  RS-61443 
is  safe,  well  tolerated,  and  less 
myelosuppressive  than 
azathioprine,  and  may  be  admin- 
istered for  long-term  maintenance 
therapy  without  serious  side  ef- 
fects.27 It  appears  that  episodes  of 
rejection  refractory  to  intravenous 
steroids  and/or  OKT3  can  be  re- 
versed using  this  agent. 

15-deoxyspergualin.  15-deox- 
yspergualin  is  an  anti-tumor  anti- 
biotic isolated  from  a soil  bacillus. 
It  suppresses  macrophage  func- 
tion, inhibits  lymphocyte  clone 
expansion,  and  suppresses  anti- 
body production  by  B-cells.29 

The  drug  causes  prolongation 
of  a variety  of  organ  transplants 
in  experimental  animals  and  has 
been  shown  to  reverse  rejection 
of  kidney  and  heart  allografts.29 
This  drug  has  been  effective  in 
preventing  rejection  in  living  re- 
lated and  cadaveric  kidney  trans- 
plant recipients,3031  and  in  kidney 
recipients  with  ABO  blood  group 
incompatible  donors,  or  those  at 
high  risk  for  rejection  secondary 
to  the  presence  of  preformed  anti- 
donor antibodies.  This  agent  has 
been  used  to  treat  renal  allograft 
rejection,  and  appears  to  be 
particularly  effective  when  com- 
bined with  methylprednisolone.32 
Deoxyspergualin  also  has  been  ef- 
fective in  reversing  recurrent  or 
ongoing  rejection  in  liver  trans- 
plant recipients  that  have  proved 
resistant  to  several  courses  of 
steroids  and/or  OKT3.33  As  with 
rapamycin  and  RS-61443,  this 
agent  has  a synergistic  effect  with 
cyclosporine.  Adverse  effects  in- 
clude facial  numbness,  nausea, 
vomiting,  diarrhea,  and  mild 
leukopenia  and/or  thrombo- 
cytopenia.29 

Mizoribine.  Mizoribine  is  an 
imidazole  nucleoside  antibiotic 
that  has  been  used  in  Japan  for 
over  ten  years.34  It  causes  inhibi- 
tion of  RNA  and  DNA  synthesis 
in  the  purine  biosynthetic 
pathway  and  affects  humoral  and 
cell-mediated  responses.  Its  im- 


munosuppressive mechanism  and 
potency  are  similar  to  that  of 
azathioprine,  but  it  lacks  the 
hepatotoxicity  and  myelosup- 
pression  of  that  drug.35,36 

In  experimental  animals, 
mizoribine  also  has  been  shown  to 
be  synergistic  with  low-dose 
cyclosporine  in  prolonging  allo- 
graft survival.37  Impressive  long- 
term survival  has  been  reported 
with  the  use  of  mizoribine,  low- 
dose  cyclosporine,  and  pred- 
nisolone in  patients  treated  with 
this  triple-drug  regimen.3233  In 
one  report,  the  incidence  of 
serious  infections  significantly 
was  lower  in  the  mizoribine-treat- 
ed  patients  than  in  the 
azathioprine-treated  group.36 
Elimination  of  the  drug  is  depen- 
dent upon  renal  function  and  the 
dosage  must  be  adjusted  during 
periods  of  renal  dysfunction. 

SKF-105685.  SKF-105685  is  an 
azaspirine  with  immunosup- 
pressive activity  in  animal  models 
of  autoimmune  disease.  It  is  effec- 
tive as  monotherapy,  prolonging 
cardiac  allograft  survival  in  rats, 
and  appears  to  have  a synergistic 
effect  with  low-dose  cyclosporine 
in  this  model.38  The  drug  has  no 
significant  effect  on  antibody 
synthesis  and  appears  primarily 
selective  to  the  cell-mediated  im- 
mune response. 

CONCLUSION 

It  is  hoped  that  these  drugs  will 
prove  to  be  safer,  more  effective, 
and  more  selective  immunosup- 
pressant drugs  than  the  currently 
prescribed  agents.  The  pharmaco- 
logic challenge  of  the  1990s  is  to 
develop  a mechanism  to  induce 
tolerance  to  the  transplanted 
organ  such  that  the  immune 
system  recognizes  the  organ  as 
self  rather  than  foreign  so  long- 
term survival  of  the  transplanted 
organ  will  be  assured.  I 


Address  reprint  requests  to  Dr.  Zucker, 
Newark  Beth  Israel  Medical  Center, 
201  Lyons  Avenue,  G-4,  Newark,  NJ 
07112. 
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Report  of  the 
Nominating  Committee 
filled  by  election 

Paul  J.  Hirsch,  MD 
Chairman 


Office 

Term 

Nominee  and  County 

President-Elect 

1 year 

Fred  M.  Palace,  MD,  Morris 

1st  Vice-President 

1 year 

Louis  L.  Keeler,  MD,  Camden 

2nd  Vice-President 

1 year 

Anthony  P.  Caggiano,  Jr,  MD,  Essex 

Trustees 

1st  District 

3 years 

Giovanni  Lima,  MD,  Essex 

1st  District 

3 years 

R.  Gregory  Sachs,  MD,  Union 

2nd  District 

3 years 

Philip  J.  Jasper,  MD,  Passaic 

2nd  District 

3 years 

Donald  J.  Cinotti,  MD,  Hudson 

3rd  District 

3 years 

Leticia  V.  DeCastro,  MD,  Middlesex 

3rd  District 

3 years 

John  W.  Spurlock,  MD,  Hunterdon 

4th  District 

3 years 

Angelo  S.  Agro,  MD,  Camden 

Judicial  Councilors 

1st  District 

3 years 

Anita  Falla,  MD,  Essex 

2nd  District 

2 years* 

Michael  H.  Bernstein,  MD,  Passaic 

4th  District 

3 years 

George  T.  Hare,  MD,  Camden 

AMA  Delegates 

2 years 

Joseph  N.  Micale,  MD,  Hudson 

2 years 

Joseph  A.  Riggs,  MD,  Camden 

2 years 

Robert  H.  Staekpole,  MD,  Union 

AMA  Alternate  Delegates 

2 years 

Douglas  M.  Costabile,  MD,  Union 

2 years 

George  T.  Hare,  MD,  Camden 

2 years 

Patricia  G.  Klein,  MD,  Bergen 

Administrative  Councils 

2 years 

Mark  T.  Olesnicky,  MD,  Essex 

Legislation 

5th  District 

2 years 

Narasimhaloo  Venugopal,  MD,  Cumberland 

6th  Member 

2 years 

Jerome  A.  Molitor,  MD,  Union 

Medical  Services 

5th  District 

2 years 

Gerald  S.  Packman,  MD,  Cumberland 

6th  Member 

2 years 

Carol  Shaw  Hamilton,  MD,  Hudson 
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Office 

Term 

Nominee  and  County 

Mental  Health 

3rd  District 

2 years 

No  candidate 

6th  Member 

2 years 

I.  Harold  Smelson,  MD,  Union 

Public  Health 

5th  District 

2 years 

Satish  P.  Shah,  MD,  Cumberland 

6th  Member 

2 years 

Donald  T.  Allegra,  MD,  Morris 

Public  Relations 

2nd  District 

2 years 

Richard  A.  D Amico,  MD,  Bergen 

5th  District 

2 years 

Kelly  M.  Reid,  MD,  Atlantic 

Standing  Committees 

Annual  Meeting 

2 years 

Russ  C.  Camangian,  MD,  Hudson 

Finance  and  Budget 

2 years 

Vito  M.  Gulli,  MD,  Monmouth 

Medical  Education 

2 years 

No  candidate 

Membership  Services 

2 years 

Gilbert  R.  Sugarman,  MD,  Essex 

Publication 

2 years 

David  J.  Sharon,  MD,  Monmouth 

*Unexpired  term  of  Roland  E.  Johnson,  MD,  who  resigned  on  November  11,  1992. 
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HOUSING  APPLICATION 


227th  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

May  2 to  May  5,  1993 

TRUMP  TAJ  MAHAL  CASINO/RESORT 

1000  BOARDWALK  AT  VIRGINIA  AVENUE,  ATLANTIC  CITY,  NJ  08401 

RESERVATION  DEPARTMENT  1/800/825-8786 


(Please  Print) 

N arne 

Address 

City  State Zip 

Home  Phone Business  Phone 

Sharing  With 

Date  of  Arrival Time 

Date  of  Departure Time 

A one-night  deposit  (equivalent  to  room  rate)  is  required  with  all  reservation  requests.  Please  send  check  or  money 
order  payable  to  TRUMP  TAJ  MAHAL  CASINO/RESORT  or  complete  the  following: 


Card  # Type Exp.  Date 

SCHEDULE  OF  RATES  SUBJECT  TO  12%  TAX 

□ SINGLE  $115  □ DOUBLE  $115  □ Extra  Person  $25 

□ One  Bedroom  Suite  $275  per  day 

□ One  Bedroom  Hospitality  Suite  $300  per  day 

Check-out  time  is  12  NOON.  Rooms  may  not  be  available  for  check-in  until  after  4 PM  Check-in  time  on  Sundays 
is  6 P.M.  FORTY-EIGHT  (48)  HOURS  NOTICE  OF  CANCELLATION  is  required  for  a full  refund.  PARKING: 
FREE  PARKING  TO  REGISTERED  GUESTS.  One  car  per  room. 


□ Check  if  Official  Delegate  County 

PLEASE  NOTE:  Effective  March  1,  1992,  Atlantic  City  casino  hotels  must  levy  a $2  per  room,  per  night  hotel  room  use 
as  legislated  by  the  state  of  New  Jersey. 

The  proceeds  from  the  fees  collected  pursuant  to  this  legislation  shall  be  paid  into  a special  fund  that  will  be  established 
and  held  by  the  Atlantic  City  Convention  Center  Authority.  Amounts  in  the  special  fund  shall  be  expended  by  the  Convention 
Center  Authority  solely  for  the  purposes  of  promoting  tourism,  conventions,  resorts,  and  casino  gaming. 

★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★ 

MAIL  THIS  APPLICATION  TO: 

Reservations 

Trump  Taj  Mahal  Casino/Resort 
1000  Boardwalk  at  Virginia  Avenue 
Atlantic  City,  NJ  08401 
Tel:  1/800/825-8786 
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MEDICAL  SOCIETY  OF 
NEW  JERSEY  AUXILIARY 

is  sponsoring  a 

50/50  RAFFLE 

to  benefit 

American  Medical  Association 
Education  and  Research  Foundation 
(AMA-ERF) 

★★★★★★★★★★ 


With  your  donation,  the  AMA-ERF  can  continue  to  provide  funds  to  medical  schools  and 
medical  students. 


Donation: 

First  Prize: 

Second  Prize: 

Drawing: 

Winners  need  not  be  present  to  win. 
I.D.  #248-5-28836 


$25  a ticket 

80%  of  the  cash  award 

20%  of  the  cash  award 

May  4,  1993,  at  12  noon 
Trump  Taj  Mahal  Casino/Resort 
Atlantic  City,  NJ 


License  #RA2950 


To  purchase  50/50  raffle  tickets,  complete  this  form  and  return  it  with  a check  made  payable 
to  MSNJ  Auxiliary  to: 


MSNJ  Auxiliary 
2 Princess  Road 
Lawrenceville,  NJ  08648 


Number  of  tickets 


Amount  enclosed  $. 


Name. 


Address. 


Telephone. 


Confirmation  will  be  sent  to  you  upon  receipt  of  your  check. 
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DOCTORS’  NOTEBOOK 


TRUSTEES’  MINUTES 




A regular  meeting  of  the  Board 
of  Trustees  was  held  on  February 
21,  1993,  at  the  executive  offices 
in  Lawrenceville.  Detailed 
minutes  are  on  file  with  the 
secretary  of  your  county  society. 
A summary  of  significant  actions 
follows: 

President’s  report.  Noted  the 
following:  announced  that 

Bernard  A.  Rineberg,  MD,  is  the 
president  of  the  American  Acad- 
emy of  Orthopaedic  Surgeons; 
distributed  copies  of  the  Ameri- 
can Medical  Association  (AMA) 
Report  NN  on  managed  competi- 
tion; reminded  audience  of  the 
program  on  managed  care/ 
managed  competition  on  May  2, 
1993,  at  the  Medical  Society  of 
New  Jersey  (MSNJ)  Annual  Meet- 
ing; and  discussed  the  AMA  trip 
to  Washington,  DC,  to  meet  with 
legislators. 

AMA  national  leadership  con- 
ference. Received  a report  from 
Joseph  A.  Riggs,  MD,  and  Irving 
P.  Ratner,  MD,  chairman  and 
vice-chairman,  respectively,  of 
the  AMA  delegation. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  the  New 
Jersey  Hospital  Association; 
MSNJ  Auxiliary;  and  the 
Academy  of  Medicine  of  New 
Jersey. 

Executive  director’s  report. 

1.  Stewart  versus  Copeland. 
Explained  that  the  Health  Care 
Financing  Administration  has 
taken  the  position  that  private 
contracting  is  unlawful  and  has 
threatened  sanctions,  including 
penalties,  fines,  and  exclusion 
from  the  Medicare  program  and 
this  will  be  enforced,  and  MSNJ 
will  support  the  AMA  course  of 
action  in  the  introduction  of  cor- 
rective legislation  to  allow  physi- 


1993  MSNJ  ANNUAL  MEETING 

DAILY  SCHEDULE 

SATURDAY,  MAY  1,  1993 

3:30  P.M. 

Board  of  Trustees  Meeting 

7:00  P.M. 

Officers’  Reception/Dinner  (by  invitation  only) 

SUNDAY,  MAY  2, 1993 

8:00  a.m. 

Registration  Opens 

8:30  A.M. 

Meeting — AMA  Delegation 

9:00  A.M. 

Message  Center  Opens 

10:00  A.M. 

“Managed  Care/Managed  Competition”  Program 

11:30  A.M. 

Exhibits  Open 

12:15  P.M. 

“Health  Reform  in  New  Jersey”  Lecture 

2:00  P.M. 

House  of  Delegates 

3:30  P.M 

Reference  Committee  Meetings 

MONDAY,  MAY  3, 1993 

7:30  A.M. 

Breakfast  Meeting 

8:00  A.M. 

Registration  Opens 

8:00  a.m. 

Message  Center  Opens 

9:00  A.M. 

House  of  Delegates  (Election) 

12:15  P.M. 

Luncheon  for  “Women  in  Medicine” 

12:30  P.M. 

Golden  Merit  Award  Ceremony  and  Reception 

2:30  P.M. 

Reference  Committee  Meetings 

5:00  P.M. 

JEMPAC  Political  Forum 

5:45  P.M. 

JEMPAC  Wine  and  Cheese  Reception 

7:00  P.M. 

Mercer  County  Medical  Society  Reception  Honoring 

William  E.  Ryan,  MD,  President 

TUESDAY,  MAY  4, 1993 

8:00  A.M. 

Registration  Opens 

8:00  A.M. 

Message  Center  Opens 

8:30  A.M. 

Exhibits  Open 

9:00  A.M. 

House  of  Delegates 

2:00  P.M. 

Exhibits  Close 

6:00  P.M. 

Inaugural  Ceremony 

7:00  P.M. 

Inaugural  Reception  and  Dinner  Honoring 

Joseph  N.  Micale,  MD,  Incoming  President 

WEDNESDAY,  MAY  5, 1993 

8:00  A.M. 

Registration  Opens 

8:00  A.M. 

Message  Center  Opens 

9:00  a.m. 

“Management  Strategies  for  HIV  Infection”  Program 

1:00  P.M. 

Board  of  Trustees’  Meeting 
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dans  the  right  to  privately  con- 
tract with  Medicare  patients. 

2.  PIP  arbitration  case.  Was 
advised  that  this  issue  involves 
the  statutory  right  of  a physician 
to  take  an  assignment  on  a 
personal  injury  protection  (PIP) 
case,  and  to  assert  the  contract 
right  to  arbitration  and  will  be 
advised  of  further  developments. 

3.  SBME  business  practice 
rule.  Requested  a clarification 
from  the  State  Board  of  Medical 
Examiners  (SBME)  concerning 
the  requirement  that  a physician 
who  practices  under  the  name  of 
his  professional  service  corpor- 
ation, which  does  not  contain  the 
surname  of  the  physician,  must 
file  a notice  that  he  practices  in 
that  particular  form  by  February 
18,  1993;  also  requested  that  no 
enforcement  of  this  rule  be  in- 
itiated yet  against  physicians  who 
had  no  knowledge  of  this  require- 
ment. 

4.  Sexual  assaults  on  patients. 
Approved  the  following: 

That  the  development  of  a policy  to 
address  the  issue  of  sexual  assault  on 


MSNJ  AUXILIARY 


The  Medical  Society  of  New 
Jersey  Auxiliary  (MSNJA)  has  a 
cover  story  entitled  “Alcohol  and 
Water  Sports  Don’t  Mix  in  the 
March  issue  of  FACETS,  the 
American  Medical  Association 
Auxiliary  (AMAA)  magazine.  The 
five-page  article  highlights  the 
successful  statewide  program, 
with  an  array  of  spectacular 
photographs  and  a story  detailing 
the  chronology  of  the  project 
from  the  death  of  a Bergen  Coun- 
ty Auxiliary  member  by  a 
drunken  skipper  in  1989,  to  the 
MSNJA  resolution  passed  by  the 
AMAA  House  of  Delegates  in 

1990,  to  the  lobbying  efforts  to 
enact  stricter  boating  laws  in 

1991,  to  the  MSNJA  educational 
awareness  campaign  in  1992  to 
1993.  Congratulations  to  all  the 
hardworking  members  who  vol- 
unteered countless  hours  to  make 
the  young  people  of  New  Jersey 
aware  of  the  dangers  of  mixing 
alcohol  with  water  activities  such 


patients  be  referred  to  the  Judicial 
Council  and  the  Council  for  Medical 
Services  for  consideration  and  report 
back  to  the  Board. 

Council  on  Legislation.  Ap- 
proved all  the  positions  recom- 
mended by  the  Council  on 
Legislation  on  bills  of  medical  im- 
portance. 

Council  on  Medical  Services. 

Unanimously  defeated  the  follow- 
ing: 

That  the  Board  of  Trustees  oppose 
the  requirement  that  physicians  pay 
for  government  forms. 

Also,  approved  the  following  with 
the  inclusion  of  an  editorial 
amendment  (noted  in  italics): 

That  the  Board  of  Trustees,  in  coop- 
eration with  professional  pharmaceu- 
tical societies  and  other  appropriate 
bodies  seek  legislation  to  proscribe 
the  practice  by  pharmaceutical  com- 
panies of  advertising  prescription 
drugs  to  the  public. 

Committee  on  Medical  Educa- 
tion. Approved  as  amended 
(amendments  in  italics)  the 

as  diving,  water  skiing,  swim- 
ming, surfing,  and  boating. 

A 50/50  raffle  to  benefit  the 
American  Medical  Association 
Education  and  Research  Founda- 
tion (AMA-ERF)  is  underway  and 
MSNJA  hopes  to  sell  at  least 
1,000  tickets  at  $25  each.  See 
page  335  for  details. 

The  66th  Annual  Meeting  of 
MSNJA  will  be  held  at  the  Trump 
Taj  Mahal  Casino/Resort,  Atlantic 
City,  from  May  2 to  5,  1993.  The 
Annual  Meeting  Committee  has 
planned  an  interesting  array  of  ac- 
tivities. Physicians,  spouses,  and 
children  are  invited  to  submit  arts 
and  crafts  for  exhibition  or  com- 
petition. The  AMA-ERF  boutique 
has  been  expanded  to  include  the 
popular  ultra-suede  shop.  Here, 
also,  you  can  purchase  your  lucky 
ticket  for  the  50/50  raffle.  On 
Monday  afternoon,  following  the 
preconvention  Executive  Board 
meeting,  members  and  guests  can 
enjoy  a bus  trip  to  nearby  historic 


following  recommendation  and 
will  refer  it  to  the  Executive 
Committee: 

That  MSNJ  develop  a position  to 
support  the  funding  of  societally  ap- 
propriate graduate  medical  education 
in  this  state. 

Also,  unanimously  approved  the 
following: 

That  MSNJ  approve  the  “Standards 
for  Commercial  Support  of  Continu- 
ing Medical  Education. 

JEMPAC.  Approved  the 

following  nominations:  vice-chair- 
man: Paul  J.  Hirsch,  MD;  and 
treasurer:  Walter  J.  Kahn,  MD. 

Unfinished  Business.  Ap- 

proved the  following  recommen- 
dation and  will  refer  it  to  the 
Council  on  Medical  Services: 

That  MSNJ  support  the  concept  of 
“any  willing  provider  legislation, 
and  direct  its  efforts  toward  having 
such  legislation  sponsored. 

Next  meeting.  Noted  the  April 
meeting  will  be  held  on  April  14, 
1993,  at  9:45  A M.  □ 


Smithville  and  browse  through 
quaint  shops  or  lunch  at  leisure. 

The  House  of  Delegates  con- 
venes on  Tuesday  morning.  May 
4,  with  the  presentation  of  the 
colors  by  the  United  States  Coast 
Guard  (USCG).  The  selection  of 
the  USCG  Ceremonial  Unit  is  in 
recognition  of  the  Auxiliary’s 
outstanding  year-long  water  safe- 
ty project.  A special  guest  at  the 
meeting  will  be  AMAA  Treasurer 
Nancy  Evans,  who  will  officiate  at 
the  installation  of  the  1993-1994 
officers.  Following  the  meeting, 
there  will  be  a reception  honoring 
Joan  M.  Gering  and  a presidents’ 
luncheon  honoring  1992-1993 
President  Marion  H.  Geib  and 
1993-1994  President  Joan  M. 
Gering.  Entertainment  will  be 
provided  by  the  musical  group 
“Let’s  Do  Lunch”  featuring  one 
of  our  Auxiliary  members.  Re- 
servations for  all  events  can  be 
made  by  calling  MSNJA.  □ 
Marion  H.  Geib,  President 
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UMDNJ  NOTES 


Dr.  Hait  heads  Cancer  In- 
stitute. William  N.  Hait,  MD,  the 
newly  appointed  director  of  the 
New  Brunswick-based  Cancer  In- 
stitute of  New  Jersey,  has  been 
named  professor  of  medicine  and 
pharmacology  and  chief  of 
medical  oncology  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School,  Piscataway/New  Bruns- 
wick. Dr.  Hait,  internationally 
recognized  for  his  expertise  in 
cancer  drug  research,  will  col- 
laborate with  basic  scientists  and 
clinicians  at  the  medical  school, 
many  of  whom  are  working  on 
projects  that  have  garnered  over 
$20  million  in  research  grants. 
Under  Dr.  Hait’s  direction,  the 
Cancer  Institute  will  continue  to 
progress  toward  gaining  designa- 
tion as  a comprehensive  cancer 
center  of  the  National  Cancer  In- 
stitute (NCI). 

Renowned  surgeon  is  chairman 
of  new  orthopaedics  department. 
UMDNJ-New  Jersey  Medical 
School,  Newark,  has  established  a 
Department  of  Orthopaedics  and 
has  appointed  internationally 


recognized  Fred  F.  Behrens,  MD, 
as  chairman  of  the  new  depart- 
ment. 

Education  and  screening 
decrease  cervical  cancer  rate. 
The  incidence  of  advanced 
cervical  cancer  in  Newark  women 
dropped  dramatically  during  a 
five-year  program  that  combined 
cancer  education  and  the  avail- 
ability of  free  cancer  testing.  The 
cancer  education  and  screening 
program,  which  ran  from  1976  to 
1981,  was  funded  by  the  state  and 
operated  by  UMDNJ-New  Jersey 
Medical  School  and  the  city  of 
Newark. 

Bart  Holland,  MD,  assistant 
professor  of  preventive  medicine 
and  community  health  at  the 
medical  school,  was  principal  in- 
vestigator of  the  study,  which  was 
published  in  American  Journal  of 
Health. 

Outstanding  medical  student 
research.  Second-year  medical 
students  at  UMDNJ-New  Jersey 
Medical  School  presented  a range 
of  projects  on  contemporary 
health  issues  at  the  school’s  re- 


cent 25th  annual  research  sym- 
posium. The  presentations  were 
based  on  research  the  students 
had  conducted  last  summer  under 
the  direction  of  faculty  sponsors. 

The  topics  covered  included: 
the  binding  interaction  between  a 
protein  called  DSEF-1  and  RNA 
when  the  AIDS  virus  is  present, 
information  that  could  help  scien- 
tists pinpoint  a location  in  the 
virus  where  treatment  interven- 
tion could  hinder  its  replication; 
the  genetic  mechanism  that  may 
govern  why  certain  cancer-like 
cells  in  the  body  multiply  re- 
peatedly and  then  stop;  the  effect 
hirudin,  a blood  coagulant  found 
in  the  saliva  of  leeches,  could 
have  on  clotting  time  in  plasma 
and  whole  blood;  the  process  by 
which  artery  blockages  that  re- 
duce blood  flow  to  the  eye’s  re- 
tina can  cause  blindness  in  pa- 
tients with  sickle  cell  anemia;  and 
some  possible  causes  of  delirium 
in  elderly  hospital  patients.  □ 
Stanley  S.  Bergen,  Jr,  MD,  Presi- 
dent 


NEW  MEMBERS 


The  Medical  Society  of  New 
Jersey  would  like  to  welcome  the 
following  new  members: 

Atlantic  County 

Nirmala  Basavanand,  MD 
Priscila  Cruz-Holgado,  MD 
James  G.  Dalzell,  MD 
Edgardo  B.  Holgado,  MD 
Louis  C.  Morelli,  MD 
William  F.  Pfeifer,  III,  MD 
Glenn  M.  Zuck,  DO 

Bergen  County 

Raymond  B.  Andronaco,  MD 

David  A.  Prager,  MD 
Kenneth  A.  Rothenberg,  MD 
Karin  H.  Satra,  MD 
Donald  C.  Schroeder,  MD 
Elizabeth  A.  Varas,  MD 
Roy  D.  Vingan,  MD 
Jesse  V.  Wassner,  MD 
William  C.  Welch,  MD 
Steven  J.  Welish,  MD 

Burlington  County 

Eric  W.  Bantz,  MD 

Danilo  D.  Castro,  MD 
Devkumar  Gupta,  MD 
William  J.  Holaday,  MD 

Camden  County 

Soonja  P.  Choi,  MD 
Koulin  L.  Chou,  MD 
Marc  S.  Cohen,  MD 
Jeffrey  S.  Fendrick,  MD 
Richard  L.  Fischer,  MD 
Jonathan  D.  Halevy,  MD 
Phillip  A.  Koren,  MD 

ARE  YOU  MOVING? 

Allison  M.  Averill,  MD 
Robert  C.  Benedetti,  MD 

Name 

Andrew  Ditchik,  MD 
Robert  W.  Doidge,  DO 
Susan  C.  Fox,  MD 
Stacey  M.  Hecht,  MD 
Andrew  Kasper,  MD 
Joseph  N.  Lauricella,  MD 
Linda  Susan  Marcus,  MD 

Old  Address 

City 

State  Zip 

New  Address 

Eugene  H.  Markham,  MD 
Nicola  Mogavero,  MD 

City 

State  Zip 

Cindy  R.  Pames,  MD 
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Mary  Ann  T.  Sciamanna,  DO 
James  C.  Sipio,  MD 

Cape  May  County 
William  R.  Bradway,  DO 
Roberta  M.  Sherwin,  MD 
Richard  M.  Troum,  DO 

Essex  County 
Leonard  I.  Boral,  MD 
Jeffrey  A.  Brown,  MD 
Pasquale  Campanile,  MD 
Arthur  T.  Canario,  MD 
Karen  A.  Dias-Martin,  MD 
Ronald  G.  Frank,  MD 
Daniel  S.  Groisser,  MD 
Joel  W.  Levitt,  MD 
Kumar  R.  Mullangi,  MD 
Christopher  W.  Seiales,  MD 
Bernard  C.  Spier,  MD 

Gloucester  County 
Robert  M.  Coben,  MD 
Mitchell  I.  Conn,  MD 
Howard  L.  Friedberg,  MD 
Joseph  M.  Higgins,  MD 
Carl  J.  Minniti,  Jr,  MD 


Hudson  County 

Malgorzata  M.  Ciechanowska,  MD 
Abdul  W.  Najafi,  MD 
Mervat  Nassef,  MD 
Lerma  E.  Retuta,  MD 
Hooshang  Sadeghi,  MD 
Deepak  O.  Shah,  MD 
Gordon  K.  Weinblatt,  MD 

Hunterdon  County 

Joel  H.  Fuhrman,  MD 
Donald  S.  Novy,  MD 
Martha  A.  Nowell,  MD 
John  W.  Spurlock,  MD 

Mercer  County 
Alfredo  R.  Abud-Ortega,  MD 
Bruce  I.  Brodkin,  MD 
Andrew  S.  Greenberg,  MD 
Julius  J.  Hafitz,  MD 
George  H.  Hansen,  MD 
Colin  T.  Iosso,  MD 
Steven  G.  Litvack,  MD 
Giacomo  Mangiaracina,  MD 
Romulo  C.  Tengco,  MD 
Ajaz  J.  Timmapuri,  MD 


Middlesex  County 

Jay  B.  Horowitz,  MD 
David  Kirsehenbaum,  MD 
Richard  M.  Lehman,  MD 
Karen  W.  Lin,  MD 
Evangeline  A.  Luna,  MD 
Thomas  J.  Magliaro,  MD 
Ross  E.  McRonald,  MD 
Phillip  J.  Mosca,  MD 
Michael  G.  Nosko,  MD 
Donna  A.  Pearce,  MD 
Lawrence  M.  Pickover,  MD 
Michael  J.  Richardson,  MD 
Sharon  L.  Ryan,  MD 
Catherine  M.  Sharkness,  MD 
Rajinder  Sharma,  MD 
Robert  W.  Solomon,  MD 
Steve  L.  Weintraub,  DO 

Monmouth  County 

Helen  A.  Atienza,  MD 
Vanda  Bruner,  MD 
Michael  P.  Conley,  MD 
Raymond  G.  Decker,  Jr,  MD 
Ralph  G.  Del  Negro,  DO 
David  J.  Frank,  MD 


UPDATE  ON  PSYCHIATRY 

Special  Issue:  February  1993 

To  order  additional  copies,  send  $6  per  copy 

NEW  JERSEY  MEDICINE 
Two  Princess  Road 
Lawrenceville,  NJ  08648 

1 

RANSPLANTATION  IN  NEW  JERSEY 

Special  Issue:  April  1993 

To  order  additional  copies,  send  $6  per  copy 

NEW  JERSEY  MEDICINE 
Two  Princess  Road 
Lawrenceville,  NJ  08648 

1993  MSNJ  ANNUAL  MEETING 

May  2,  1993-May  5, 1993 

Trump  Taj  Mahal  Casino/Resort 
Atlantic  City,  NJ 
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Aron  L.  Gomish,  MD 
Mitchell  J.  Grayson,  MD 
Marilyn  Loh  Collado,  MD 
David  J.  Pinnelas,  MD 
Arthur  J.  Roberts,  MD 
Robert  M.  Ross,  MD 
Joseph  C.  Spagnuolo,  MD 
Babu  V.  Surya,  MD 

Morris  County 

Ian  Atlas,  MD 
Dean  A.  Dent,  MD 
Joseph  H.  Feinberg,  MD 
Audrey  F.  Von  Poelnitz,  MD 

Ocean  County 

Tanveer  Ahmad,  MD 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  please  make 
inquiries  directly  to  them. 

Emergency  Medicine 
Jayen  Shah,  MD,  P.O.  Box  251, 
Bordentown,  NJ  08505.  Baroda 
Medical  College  1991.  Board 
certified.  Available. 

Gastroenterology 

Steven  Nadler,  MD,  Robert  Wood 
Johnson  University  Hospital,  MEB 
478,  GI  Division,  New  Brunswick, 
NJ  08901.  UMDNJ  1987.  Board 
eligible.  Board  certified  (IM).  Group, 
partnership,  solo.  Available  July 
1993. 

Internal  Medicine 

Gregory  E.  Broslawski,  DO,  57 
Westchester  Terr.,  Annandale,  NJ 
08801.  UMDNJ  1989.  Board  eligible. 
Available  July  1993. 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible. 
Also,  board  eligible  (PED).  Available 
August  1993. 

Paul  D.  Hieholzer,  DO,  4019 
Gilham  St.,  Philadelphia,  PA  19135. 
Philadelphia  College  of  Osteopathy 
1990.  Board  certified.  Available  Julv 
1993. 

Nephrology 

Vinitha  Raghavan,  MD,  7 Over- 
brook Rd.,  Upper  Saddle  River,  NJ 
07458.  Guntur  Medical  College 
(India)  1981.  Board  certified  (IM). 
Group  or  partnership.  Available. 


Victor  O.  Bacani,  MD 
Jeffrey  M.  Cryan,  MD 
Andrew  E.  Holzman,  MD 
Mitchell  F.  Matez,  DO 
Akshay  D.  Patel,  MD 
Paul  J.  Simon,  MD 
Ramon  E.  Suatengco,  MD 
Omar  A.  Tamimi,  MD 
William  Toreki,  MD 
Ziaulhaq  Zia,  MD 

Passaic  County 
Vijay  K.  Gupta,  MD 
Angela  M.  Lijoi,  MD 
Thirumalai  V.  Madhavan,  MD 
Luis  Mendoza,  MD 


Obstetrics/Gynecology 
Slawomir  Magier,  MD,  260  Water- 
side Dr.,  Little  Ferry,  NJ  07643.  Uni- 
versity of  Bonn  (Germany)  1987. 
Board  eligible.  Available  September 
1993. 

Oeeupational/Environmental 

Medicine 

Jan  Lieben,  MD,  2200  Ben  Franklin 
Parkway,  #905  South,  Philadelphia, 
PA  19130.  Liverpool  1943.  Board 
certified.  Part  time,  30  hours/week. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville,  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 


Orestes  Sanchez,  MD 
Thillainathan  Yoganathan,  MD 

Union  County 
Andrew  D.  Corwin,  MD 
Frank  J.  Cunningham,  MD 
Robert  D.  Fishberg,  MD 
Philip  S.  Klein,  MD 
Alicejane  Lippner,  MD 
Nicholas  C.  Maglaras,  MD 
Patricia  A.  Sinoway,  MD 
Mitchell  S.  Turner,  MD 
Peter  J.  Weigel,  MD 

Warren  County 

James  T.  Finegan,  MD 
Richard  P.  Senzer,  MD 


Pulmonary 

James  R.  Tierney,  MD,  1320  Quail 
Roost,  Pittsburgh,  PA  15237.  World 
University  School  of  Medicine  1986. 
Board  eligible.  Board  certified  (IM). 
Group,  partnership,  solo.  Available 
July  1993. 

Surgery 

Mark  A.  Bartolozzi,  MD,  West- 
chester County  Medical  Center,  P.O. 
Box  17,  Valhalla,  NY  10595.  New 
York  Medical  College  1987.  Board 
eligible.  Partnership.  Available. 
Jayen  Shah,  MD,  P.O.  Box  251, 
Bordentown,  NJ  08505.  Baroda 
Medical  College  1976.  Also, 
emergency  medicine.  Board  eligible. 
Hospital  based  or  office.  Available. 


ARE  YOU  MOVING? 

Please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name_ 

Old  Address 

City State Zip 

New  Address 

City State Zip 
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The  Philadelphia 
Board  Review  Course  in 
Cardiovascular  Diseases 


Presented  by 

PHILADELPHIA  HEART  INSTITUTE 

Presbyterian  Medical  Center 
and 

THE  GRADUATE  HOSPITAL 

Co-sponsored  by  the  Council 
on  Clinical  Cardiology  of  the 

American  Heart  Association 

September  27  - October  1,  1993 

Wyndham  Franklin  Plaza  Hotel 
Philadelphia,  Pennsylvania 


Program  Committee 

Bruce  C.  Berger,  M.D.,  Michael  S.  Feldman,  M.D.,  Ronald  S.  Gortlieb,  M.D., 
Ami  S.  Iskandrian,  M.D.,  Thomas  H.  Kreulen,  M.D.,  Francis  E.  Marchlinski,  M.D., 
Joel  Morganroth,  M.D.,  Bernard  L.  Segal,  M.D.,  William  J.  Untereker,  M.D. 

This  program  is  designed  to  provide  the  physician  with  an  intensive  survey  of 
of  our  current  understanding  of  the  clinical  manifestations,  pathophysiology  and 
treatment  of  cardiovascular  disease.  The  course  will  also  prepare  the  physician 
for  the  Board  Examination  in  Cardiovascular  Disease. 

For  registration  information  contact: 

Ms.  Racell  Payton 

Philadelphia  Heart  Institute 

Presbyterian  Medical  Center 

39th  & Market  Streets,  Philadelphia,  PA  19104 

(213)  662-5341 

Presbyterian  Medical  Center  designates  this  Continuing  Medical  Education  activity  for  39  credit  hours  in 
Category  I of  the  Physicians’  Recognition  Award  of  the  American  Medical  Association  and  I he  Pennsylvania 
Medical  Society  membership  requirement. 
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CONTINUING  EDUCATION 


DERMATOLOGY 

May 

19 

Robert  Wood  Johnson 

1 South,  New  Brunswick 

1 Annual  Meeting 

Medical  School 

(UMDNJ,  Division  of 

All  day — Ramada  Renaissance, 

Dermatological  Conference 

Dermatology) 

East  Brunswick 

6-9  P.M.  — Rutgers  Community 

(Dermatological  Society  ofNJ) 

Health  Plan,  57  U.S.  Highway 

DIABETES 

May 

5 

Prevention  of  Lower 

June 

4 Diabetic  Nephropathy 

Extremity  Amputations 

30 

Diabetes  in  Pregnancy 

12  NOON-1  P.M  — The 

12:30-1:30  P.M. -Kessler 

11:30  A.M. -12:30  P.M  — 

Hospital  Center  at  Orange, 

Institute,  West  Orange  (AMNJ 

Hamilton  Hospital,  Trenton 

Orange  (AMNJ) 

and  NJDOH) 

(AMNJ) 

INFECTIOUS  DISEASE 

May 

Specialized  Hospital,  Berkeley 

1-2  P.M.  — New  Lisbon 

5 Identification  and 

Heights  (AMNJ) 

Developmental  Center  (AMNJ 

Management  of  the  HIV 

21 

Diagnosis  and  Treatment  of 

and  NJDOH) 

Indeterminant  Infant 

AIDS 

17 

Integrating  TB  Management 

11:30  A.M. -12:30  P.M  — 

12  NOON-1  P.M.  — South  Jersey 

into  Care  of  the  HIV-Infected 

Hamilton  Hospital,  Trenton 

Hospital  System,  Bridgeton 

Patient 

(AMNJ  and  NJDOH) 

(AMNJ) 

1:30-2:30  P.M.  — Essex  County 

5 Infection  Control  in  the 

June 

Hospital  Center,  Cedar  Grove 

HIV  Era 

2 

Integrating  TB  Management 

(AMNJ  and  NJDOH) 

11:30  A.M  -12:30  P.M.— 

into  Care  of  the  HIV-Infected 

29 

Identification  and 

Rahway  Hospital,  Rahway 

Patient 

Management  of  Asymptomatic 

(AMNJ  and  NJDOH) 

11:30  A.M. -12:30  P.M  — 

HIV  Infection 

19  Integrating  TB  Management 

Hamilton  Hospital,  Trenton 

10-11  A.M.  — Hunterdon 

into  Care  of  the  HIV-Infected 

(AMNJ  and  NJDOH) 

Developmental  Center,  Clinton 

Patient 

14 

Infection  Control  in  the 

(AMNJ  and  NJDOH) 

1:30-2:30  P.M. — Runnells 

HIV  Era 

MEDICINE 

May 

Park  Psychiatric  Hospital, 

10:30-11:30  A.M. — Marlboro 

2-  MSNJ  Annual  Meeting 

Greystone  Park 

Psychiatric  Hospital,  Marlboro 

5 Trump  Taj  Mahal  Casino/ 

(AMNJ) 

(AMNJ) 

Resort,  Atlantic  City  (MSNJ) 

12 

Endocrinology  Grand  Rounds 

18 

General  Anesthesiology 

4-  Decisions  in  Emergency 

11:30  A.M.-l  P.M. — VA  Medical 

Membership  Meeting 

7 Medicine 

Center,  East  Orange  (AMNJ) 

All  day — Ramada  Inn,  Clark 

Trump  Plaza,  Atlantic  City 

12 

Interhospital  Endocrine 

(NJ  State  Society  of 

(American  College  of 

Rounds 

Anesthesiologists) 

Emergency  Physicians) 

3:30-5  P.M.  — Rotating  hospitals 

18 

Prescription  of  Peritoneal 

5 Endocrinology  Grand  Rounds 

in  Newark  and 

Dialysis 

11:30  A.M. -1  P.M. — VA  Medical 

East  Orange  (AMNJ) 

9 A.M. — Overlook  Hospital, 

Center,  East  Orange  (AMNJ) 

12 

Risk  Management 

Summit  (Nephrology  Society  of 

5 Interhospital  Endocrine 

8-9  P.M. —West  Jersey 

NJ) 

Rounds 

Hospital,  Voorhees  Division 

19 

Endocrinology  Grand  Rounds 

3:30-5  P.M. — Rotating  hospitals 

(AMNJ) 

11:30  A.M.-l  P.M. — VA  Medical 

in  Newark  and 

12 

Valerie  Fund  Annual  Meeting 

Center,  East  Orange  (AMNJ) 

East  Orange  (AMNJ) 

8 A.M. -5  P.M.  — Sheraton  at 

19 

Interhospital  Endocrine 

7 Fluid  and  Electrolyte 

Woodbridge  Place,  Iselin 

Rounds 

Imbalance 

(AMNJ) 

3:30-5  P.M.  — Rotating  hospitals 

10:45-11:45  A.M. — Greystone 

14 

Psychiatry  and  the  Law 

in  Newark  and 
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Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


APRIL  1993  MAY  1993 


APRIL  7th 
Bacterial  Meningitis 

M.  Michael  Sheld,  M.D. 

Professor  of  Internal  Medicine,  University 
of  Virginia  School  of  Medicine, 
Charlottesville,  VA 

APRIL  14th 

Impact  of  New  Advances  in 
Cardiovascular  Ultrasound  in  Clinical 
Practice 

A.J.  Tajik,  M.D. 

Professor  of  Medicine  & Pediatrics, 
Director,  Cardiac  Ultrasound  Laboratory, 
The  Mayo  Clinic,  Rochester,  MN 

APRIL  21st 

Onychomycosis  and  Its  Imitators 

Lynn  Drake,  M.D. 

Assistant  Professor  of  Medicine,  Division 
of  Dermatology,  Massachusetts  General 
Hospital,  Deputy  Chairman  and  Director, 
Policy  and  Planning,  Harvard  Medical 
School,  Boston,  MA 

APRIL  28th 

Migraine:  Epidemiology,  Pathology, 
Diagnosis,  and  Treatment 

Neil  L.  Raskin,  M.D. 

Professor  and  Vice  Chairman, 
Department  of  Neurology,  University  of 
California/San  Francisco,  CA 


MAY  5th 

Upper  Gastrointestinal  Acid-Peptic 
Disorders 

Barry  J.  Marshall,  M.D. 

Associate  Professor  of  Internal  Medicine, 
University  of  Virginia  School  of  Medicine, 
Charlottesville,  VA 

Stuart  J.  Spechler,  M.D. 

Division  of  Gastroenterology 
Beth  Israel  Hospital 
Boston,  MA 

MAY  12th 

Myocarditis:  Pathology  & Clinical 
Correlation— Results  of  NIH  Myocarditis 
Trial 

Margaret  Billingham,  M.D. 

Professor  of  Pathology,  Stanford 
University  School  of  Medicine,  CA 

MAY  19th 

Diagnosis  and  Treatment  of  Anxiety  and 
Depression 

Jean  W.  Helz,  M.D. 

Assistant  Professor  of  Mental  Health 
Sciences,  Director,  Liaison  Psychiatry, 
Hahnemann  University 

MAY  26th 

Advances  in  Diagnosis  and  Treatment  of 
Peripheral  Vascular  Disease 

Morris  D.  Kerstein,  M.D. 

Deissler  Professor  and  Chairman  of 
Surgery,  Hahnemann  University 


CARDIOVASCULAR 
DISEASE  UPDATE  1993 

April  18, 1993 
8:00  a.m. -12  Noon 
Adams  Mark  Hotel 
For  Information  Call:  215-762-8263 


Wednesday  Medical  Seminar  Series 


8:30  a.m.  to  3:30  p.m. 


APRIL  14, 1993 
Echocardiography 

Ramesh  C.  Bansal,  M.D.,  Alan  Manet,  M.D. 

Jae  K.  Oh,  M.D.,  A.J.  Tajik,  M.D. 
Course  Director:  K.  Chandrasekaran,  M.D. 


MAY  5, 1993 

Diagnosis  and  Treatment  of  Acid-Peptic 
Disorders 

Barry  J.  Marshall,  M.D. 

Stuart  J.  Spechler,  M.D. 

Course  Director:  Harris  R.  Clearfield,  M.D. 


MAY  19, 1993 

Diagnosis  and  Treatment  of  Anxiety  and 
Depression 

Course  Co-Directors:  Jean  Helz,  M.D. 
Allan  B.  Schwartz,  M.D. 


Seminar  Director:  Allan  B.  Schwartz,  M.D . Professor  and  Vice  Chair  of  Medicine,  Director, 
Continuing  Medical  Education  for  the  Department  of  Medicine 

Conflict  of  Interest  Statement:  All  faculty  participating  in  continuing  medical  education  pro- 
grams sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience  any  real  or 
apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 


Statement  of  Accreditation:  As  an  organization  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME),  Hahnemann  University  designates  this  continuing 
medical  education  activity  as  Category  1 of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association,  One  credit  hour  may  be  claimed  for  each  hour  of  participation 
by  the  individual  physician. 
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East  Orange  (AMNJ) 

19  Oncology  Meeting 
6:30-9:30  P.M.— The  Manor, 
West  Orange  (Head  and  Neck 
Oncology  Section,  AMNJ) 

20  Medical  Problems  in  the 
Elderly 

12  NOON-1  P.M. — Community 
Medical  Center,  Toms  River 
(AMNJ  and  NJDOH) 

20  Analysis  of  the  Role  of 

Humanities,  Social  Sciences, 
and  Ethics  in  the  Application 
of  Medical  Treatments 
5-6  P.M.  — Somerset  Medical 
Center,  Somerville  (Somerset 
Medical  Center) 

20  Sensible  Sun  Exposure  and 
Common  Tumors  of  the  Skin 

10-11  AM.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

21-  Manual  Medicine:  Techniques 
22  and  Application 

8 A.M. -5  P.M.  — Kessler 
Conference  Center,  West 
Orange  (Kessler  Institute  for 
Rehalnlitation) 

26  Endocrinology  Grand  Rounds 

11:30  A.M.-l  P.M  — VA  Medical 
Center,  East  Orange  (AMNJ) 


OBSTETRICS  & GYNECOLOGY 


May 

12  Ultrasound  in  Obstetrics  and 
Gynecology 

8-9  A M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 


26  Interhospital  Endocrine 
Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

June 

1 Medical  Problems  in  the 
Elderly 

12  NOON-1  P.M. —The 
Hospital  Center  at  Orange, 
Orange  (AMNJ) 

2 Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

2 Interhospital  Endocrine 

Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

8 Medical  Problems  in  the 
Elderly 

12  NOON-1  P.M. — West  Jersey 
Hospital,  Voorhees  (AMNJ) 

9 Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M.— VA  Medical 
Center,  East  Orange  (AMNJ) 

9 Interhospital  Endocrine 

Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 


June 

4-  45th  Annual  Meeting 

5 Trump  Plaza,  Atlantic  City  (NJ 

Obstetrical  and  Gynecological 
Society  and  AMNJ) 


East  Orange  (AMNJ) 

9 Breast  Implants 

8-9  A.M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 

16  Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

16  Interhospital  Endocrine 
Rounds 

3:30-5  P.M. — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

18  Lead,  Arsenic,  and  Mercury 
Poisoning  in  Adults 
8:30-9:30  A.M.  — United 
Hospitals  Medical  Center, 
Newark  (AMNJ) 

23  Endocrinology  Grand  Rounds 
11:30  A.M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

23  Interhospital  Endocrine 
Rounds 

3:30-5  P.M. — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

24  SCI  Retreat 

9 A.M. -4:30  P.M.  — Kessler 
Conference  Center,  West 
Orange  (Kessler  Institute  for 
Rehalnlitation) 


17  Prevention  of  Postmenopausal 
Osteoporosis 

5-6  P.M.  — Somerset  Medical 
Center,  Somerville  (Somerset 
Medical  Center) 


RADIOLOGY 


May 

20  Scientific  Meeting 

7:30-10  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 


(Radiological  Society  ofNJ 
and  AMNJ) 

27  Visiting  Professor  Lecture 
1:30-5  P.M. — Saint  Barnabas 


Medical  Center,  Livingston 
(Department  of  Radiology) 
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MSNJ  NEWSLETTER 


NEW  JERSEY  AEROMEDICAL  TRANSPORT 


In  1982,  West  Jersey  Health 
System,  recognizing  the  need  for 
aeromedical  services  in  New 
Jersey,  began  to  work  with  the 
New  Jersey  State  Department  of 
Health  (NJDOH)  to  establish  the 
aeromedical  program  known  as 
JemStar. 

In  1985,  Rutgers  University 
conducted  a study  on  the  need  for 
and  probability  of  success  for  an 
aeromedical  transport  program  in 
New  Jersey.  The  study  validated 
the  need  for  such  a program  and 
predicted  a positive  outcome.  In 
1986,  legislation  was  enacted  to 
provide  for  a statewide  aero- 
medical program  (JemStar)  using 
New  Jersey  State  Police  aircraft 
and  pilots,  with  medical  crews  to 
be  provided  by  the  University  of 
Medicine  and  Dentistry  in  the 
north  (NorthStar)  and  West 
Jersey  Health  System  in  the  south 
(SouthStar).  This  configuration  is 
the  only  one  of  its  kind  in  the 
country.  On  July  1,  1988,  the 
SouthStar  Program  became 
operational,  and  on  July  1,  1991, 


the  program  moved  into  its  new 
hangar  facility  at  West  Jersey 
Hospital,  Voorhees.  All  SouthStar 
pilots  are  New  Jersey  state  troop- 
ers with  extensive  aviation  ex- 
perience and  participate  in  con- 
tinuous retraining  on  the  job  and 
at  specialized  training  schools. 
Medical  crew  members  are 
trained  didactically  and  clinically, 
following  a nationally  recognized 
and  accepted  curriculum.  At  the 
completion  of  this  training, 
medical  crew  members  must  pass 
a certifying  examination  adminis- 
tered by  NJDOH.  New  Jersey  is 
the  only  state  that  certifies  and 
recertifies  aeromedical  crew 
members  by  this  method.  Since 
becoming  operational  in  July 
1988,  SouthStar  has  safely  and 
successfully  completed  over  2,400 
missions;  75  percent  were  scene 
calls  and  the  remaining  25  per- 
cent were  interfacility  transfers. 
Although  the  majority  of 
SouthStar’s  missions  are  trauma 
related,  crews  are  more  than 
capable  of  caring  for  the  cardiac, 


New  Jersey’s  statewide  aeromedical  program  (JemStar)  uses  New  Jersey 
State  Police  aircraft  and  pilots,  with  NorthStar  and  SouthStar  helicopters. 
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respiratory,  or  medically  emer- 
gent pediatric  or  adult  patient. 
Another  unique  feature  of  the 
program  is  that  medical  crew 
members  receive  on-line  medical 
direction  during  flight  from  trau- 
ma surgeons  at  Cooper  Hospital/ 
University  Medical  Center  for 
trauma  patients  and  from  base 
station  physicians  at  West  Jersey 
Hospital,  Voorhees,  for  medical 
emergency  patients. 

Mission  appropriateness  and 
quality  assurance  are  reviewed  for 
every  mission  by  the  program’s 
medical  director,  Dr.  Joseph 
Hummel  of  West  Jersey  Health 
System  and  Dr.  Steven  Ross, 
director  of  Southern  New  Jersey 
Regional  Trauma  Center  at 
Cooper  Hospital. 

Of  particular  interest  to  New 
Jersey  physicians  who  refer  pa- 
tients to  Pennsylvania  hospitals  is 
the  cost  of  aeromedical  services  to 
those  patients.  Because  the 
South  Star  Program  predominant- 
ly is  funded  by  a grant  from  the 
state,  the  charge  mandated  by 
NJDOH  to  the  patient  is  $535. 


Out-of-state  helicopter  providers 
charge  a patient  from  $3,000  to 
$5,000  for  the  service,  depending 
on  the  distance  flown.  In  fact. 
New  Jersey  physicians  are  told 
when  they  contact  the  receiving 
hospital  that  a Pennsylvania 
helicopter  will  transport  the  pa- 
tient. The  referring  physician 
often  feels  that  there  is  no  choice 
in  helicopter  transportation.  The 
fact  is  that  the  referring  physician 
does  have  a choice  in  how  much 
the  patient  will  be  charged  for 
service.  To  remedy  unnecessarily 
high  charges  all  the  physician  has 
to  do  is  tell  the  physician  at  the 
receiving  hospital  that  he  will  ar- 
range for  helicopter  transporta- 
tion, then  make  a telephone  call 
to  the  New  Jersey  dispatch  center 
who  will  send  the  helicopter;  this 
telephone  call  is  the  difference 
between  the  patient  being  billed 
$535  or  $3,000  to  $5,000  for 
helicopter  transfer.  For  additional 
information,  call  Jim  Murphy, 
aeromedical  coordinator,  1/609/ 
782-2844. 


MEDICAL  HISTORY  SOCIETY  MEETING 


“Spreading  the  Germ  Theory’ 
is  the  title  of  the  14th  annual 
Morris  H.  Saffron  lecture  to  be 
presented  by  medical  historian 
Nancy  Tomes,  PhD,  SUNY  at 
Stony  Brook,  at  a dinner  meeting 
of  the  Medical  History  Society  of 
New  Jersey  (MHSNJ)  on  May  19, 
1993.  The  program  also  includes 
two  papers  with  a Civil  War 
theme  and  another  paper  on 
Thomas  Jefferson.  The  meeting 
will  be  held  at  the  Nassau  Club, 
Princeton.  Helen  E.  Sheehan, 
PhD,  assistant  professor  of 
sociology,  St.  John  s University, 
will  present  a paper  entitled, 
“New  Jersey  Cares  for  Civil  War 
Veterans:  A Model  for  the  Na- 
tion, and  Murray  Rosenberg, 
MD,  associate  professor  of 


MSNJ  HOSTS  MISS  AMERICA  AT  AIDS  EVENT 


Leanza  Coronet,  Miss  America 
1993,  was  feted  at  a luncheon 
sponsored  by  the  Medical  Society 
of  New  Jersey  (MSNJ).  Other 


radiology,  UMDNJ-New  Jersey 
Medical  School,  will  present  “A 
Statement  of  Causes:  The  Court 
Martial  of  William  A.  Hammond, 
MD,  Surgeon  General.”  Francis 
P.  Chinard,  MD,  emeritus 
professor  of  research  medicine, 
UMDNJ-New  Jersey  Medical 
School,  will  present  “Thomas  Jef- 
ferson: 250th  Anniversary  Com- 
mentary. 

Registration,  including  dinner, 
is  $30.  The  meeting  begins  at  3:30 
P.M.  followed  by  a business  meet- 
ing, speakers,  cocktails,  and  din- 
ner. Delivery  of  the  Saffron  lec- 
ture will  conclude  the  evening 
proceedings.  For  information  and 
registration,  contact  Lisa 
Fleischer,  MHSNJ,  Two  Princess 
Road,  Lawrenceville,  NJ  08648. 


luncheon  guests  included 
members  of  the  Governor’s  Ad- 
visory Council  on  AIDS.  Dedicat- 
ing her  reign  to  AIDS  prevention 
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Lawrence  D.  Frenkel,  MD  (left),  chairman  of  the  MSNJ  Special  Committee 
on  AIDS,  Miss  Coronet,  and  William  E.  Ryan,  MD,  MSNJ  president,  at  a 
MSNJ-sponsored  luncheon. 


and  treatment  for  women  and 
children,  Miss  America  is  a self- 
styled  AIDS  activist.  Later  that 
day,  addressing  the  state  As- 
sembly, Miss  Coronet  urged  the 
development  of  HIV  policies  that 
are  not  punitive  or  based  on  de- 


nial. She  also  appeared  at  a press 
conference  with  Governor  Florio, 
where  she  congratulated  the  gov- 
ernor for  his  statement,  “AIDS 
should  be  treated  as  a medical 
problem,  not  as  a social  problem.” 


PHYSICIAN  HOSPITAL  ORGANIZATIONS 


Physician  hospital  organiza- 
tions (PHOs)  are  a fact.  The  criti- 
cal question  that  must  be  asked 
is:  What  kind  of  PHO  is  best? 
Clearly  the  answer  from  a 
hospital  will  be  far  different  from 
the  answer  from  a hospital’s 
medical  staff. 

At  present  there  are  two  basic 
PHO  models.  The  first  model  is 
the  preferred  provider  organiza- 
tion (PPO)  model.  This  model  an- 
ticipates the  creation  of  a loosely 
organized  group  of  physicians 
that  may  or  may  not  include  all 
members  of  the  medical  staff.  The 
PPO  then  will  negotiate  an  agree- 
ment with  the  hospital  to  form  a 
PHO.  Most  PHOs  in  existence 
follow  this  model  and  have  been 
formed  with  the  encouragement 
of  the  local  hospital. 

Under  the  PPO  model,  physi- 
cians are  not  permitted  to  involve 
themselves  in  decisions  involving 
fee  schedules,  to  avoid  antitrust 


implications.  Since  a PPO  is 
merely  a group  of  competing 
physicians,  federal  antitrust  laws 
prohibit  these  competitors  from 
joining  together  to  discuss  or  fix 
fees.  Thus,  all  decisions  as  to  the 
apportionment  of  fees  between 
the  hospital  and  the  physicians 
and  among  physician  members, 
by  default,  must  be  left  to  the 
hospital. 

Needless  to  say,  this  creates  an 
enormous  advantage  to  the 
hospital  in  controlling  the  opera- 
tions of  the  PHO. 

A hospital  initially  will  recruit 
all  medical  staff  members  into  the 
PPO-modelled  PHO.  It  will  pro- 
vide verbal  assurances  of  fairness 
and  fair  dealings.  Once  the  physi- 
cians agree  to  the  program  and 
the  PHO  begins  to  obtain  eco- 
nomic viability,  the  hospital  will 
enter  into  discussions  with  the 
most  economically  productive 
members  of  the  PPO  and  seek  to 
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Since  the  IPA  acts  as  an  in- 
dividual entity,  it  is  far  less  likely  i 
to  encounter  antitrust  problems 
in  negotiating  a fee  schedule  with 
the  hospital.  As  a result,  as  an 
equal  partner  with  the  IPA,  the 
hospital  will  not  be  able  to  control 
the  distribution  of  monies  among 
the  various  practitioners  and  will 
have  less  ability  to  create  the  kind 
of  division  among  members  of  the 
medical  staff  that  could  lead  to 
the  scenario  described. 

IPAs,  of  course,  bring  with 
them  their  own  problems.  In- 
creased centralization  requires  in- 
creased management  and  admin- 
istrative skills,  formation  of  uni- 
form practices  and  procedures 
that  all  physicians  must  follow, 
and  loss  of  some  identity  by  in- 
dividual physicians.  The  cost  of 
setting  up  an  IPA  also  is  substan- 
tially greater  than  that  of  a PPO 
since  the  legal  and  management 
issues  raised  are  far  more  intricate 
and  substantial. 

The  Medical  Society  of  New 
Jersey  has  established  a managed 
care  response  network  to  link 
hospital  medical  staffs  and  others 
to  resource  experts.  Contact  Vin- 
cent Maressa  or  Neil  Weisfeld  at 
1/609/896-1766.  □ Steven  I.  Kern 
and  Algis  K.  Augustine 
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revise  the  credentialing  process  to 
eliminate  less  productive  mem- 
bers from  the  PPO.  As  a result, 
the  PHO  then  would  be  restruc- 
tured to  eliminate  less  productive 
physicians. 

Once  this  economic  recreden- 
tialing  process  occurs  the  leaner 
and  meaner  PHO  will  face  the 
ultimate  showdown  between  the 
remaining  physician  members 
and  the  hospital.  Since  the  physi- 
cian members  of  the  PHO  remain 
unable  to  deal  with  the  issues  of 
fee  schedules,  the  hospital  may 
begin  to  demand  a larger  and 
larger  share  of  the  pie,  leaving  the 
remaining  physician  members  lit- 
tle alternative  but  to  go  along. 

The  second  PHO  model — the 
independent  practice  association 
(IPA)  model — is  likely  to  avoid 
the  possibility  of  the  above 
scenario.  Unlike  a PPO,  which  is 
a loose  confederation  of  practices, 
an  IPA,  properly  structured,  acts 
as  a single  group  practice,  operat- 
ing over  a large  campus  com- 
posed of  individual  physicians  of- 
fices. Billing,  collection,  appoint- 
ing, and  other  administrative 
functions  become  centralized, 
while  physicians  continue  to  prac- 
tice from  their  individual  offices 
under  the  identity  of  the  IPA. 
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Move  Your  Medical  Transcription  Iato 
Tie  Next  Century  With  Medi-Type’s 


TRANS* 


Presenting  a whole  new  era  in  Medical  Transcription — 
Medi-Type's  TRANSCRIPTION  2000  high  tech  digital  dictation 
system.  It's  the  perfect  choice  whether  you're  a single  physician 
office  or  a large  medical  facility. 

Now  a physician  can  dictate  directly  into  our  digital  system 
via  an  ordinary  phone  from  any  location,  any  time  of  day.  Our 
in-house  staff  expedites  this  transcription  immediately,  and 
we  remote  print  it  back  to  the  location  of  your  choice  within 
hours.  Once  it  is  dictated  into  our  system,  anyone  with  an 
authorized  code  can  access  the  information  instantly  by 
telephone. 

No  more  cassettes!  No  more  backlog  of  dictation! 

No  more  in-house  staff  problems!  Just  fast,  reliable, 
professional,  hassle-free  medical  transcription  from  the 
convenience  of  your  office  or  home. 

Call  Medi-Type  today,  and  get  your  transcription 
out  of  the  dark  ages  with  TRANSCRIPTION  2000. 

■ - 


MEDI- 

TYPE 


124  North  Main  Street 
Forked  River,  New  Jersey  08731 
(609)  971-6474  • FAX  (609)  693-4794 


MD  dictates  into 
any  phone 


Medi-Type  Digital  System 


Prints  directly  to  location 
of  MD's 
choice 


Referring  MD's,  Insurance  Co.'s,  Attorneys,  etc. 
can  access  information  immediately  by  telephone 
using  an  authorized  code 


PROFESSIONAL  LIABILITY 


HEALTH  CARE  FINANCING 


Decrying  price  controls.  A 

frontal  assault  against  health  care 
price  controls  and  global  budgets 
has  been  unleashed  by  the  Wash- 
ington, DC-based  Heritage  Foun- 
dation. The  conservative  “think 
tank  issued  a report  in  March, 
anticipating  Clinton  adminis- 
tration proposals  and  stated: 
“Price  controls  would  not  work  in 
health  care  because  they  attack 
the  symptoms  of  runaway  costs, 
not  the  cause.  This  is  the  same 
position  taken  by  the  American 
Medical  Association  (AMA). 

The  report  identifies  two  main 
causes  of  inflation  in  the  health 
care  sector:  consumers’  “illusion’ 
that  employers  are  paying  for 


health  insurance,  and  tax  ex- 
clusions for  health  insurance 
premiums.  In  addition,  the  gov- 
ernment directly  pays  approx- 
imately 44  percent  of  all  health 
care  expenditures,  primarily 
through  Medicare  and  Medicaid, 
further  distorting  the  market  for 
health  services. 

Edmund  F.  Haislmaier,  the  re- 
port’s author,  acknowledges  the 
widespread  popularity  of  price 
controls.  Mr.  Haislmaier  notes 
that  for  the  past  4,000  years,  gov- 
ernments have  resorted  to  con- 
trols in  efforts  “to  repeal  the  laws 
of  economics.”  He  illustrates  the 
futility  of  this  approach  by  observ- 
ing that  employer-paid,  tax-sup- 


ported  health  benefits— the  root 
source  of  today’s  medical  infla- 
tion— became  the  dominant 
method  of  financing  health  care  in 
the  United  States  during  World 
War  II,  precisely  because  busi- 
nesses needed  a way  to  circum- 
vent government  wage  and  price 
controls  in  order  to  recruit  more 
workers. 

Common  effects  of  price  con- 
trols include  a reduction  in  quali- 
ty and  resource  allocation  through 
queuing,  rationing,  and  bribes, 
warns  the  report.  And,  the  report 
asks:  “Who  will  protect  doctors 
accused  of  denying  medical 
services  because  of  budgetary 
constraints?” 


MALPRACTICE”  POLICY  DEVELOPMENTS 


Data  Bank  discourages  settle- 
ments. The  advent  of  the  National 
Practitioner  Data  Bank  has  sup- 
pressed physicians’  willingness  to 
settle  malpractice  cases.  Conse- 
quently, defense  costs  are  rising, 
and  the  overburdened  court 
system  is  being  strained,  con- 
cludes Medical  Liability  Monitor. 

The  newsletter’s  comments  in- 
volved a recent  AMA  survey,  in 
which  35  of  36  liability'  insurers 
reported  a decreasing  willingness 
on  the  part  of  physicians  to  settle 
claims.  The  survey  also  found  that 
companies  spend  an  average  of  17 
person-hours  per  week  complet- 
ing Data  Bank  forms. 

Verdicts  still  rising.  Between 
1988  and  1991  the  median 
malpractice  verdict  award  against 
physicians  rose  51.7  percent,  to 
$415,544,  according  to  an  analysis 
conducted  by  Jury  Verdict  Re- 
search and  summarized  by 
Medical  Liability  Monitor.  Plain- 
tiffs in  malpractice  cases  won  39 
percent  of  jury  decisions  during 
those  years,  and  the  median  dura- 
tion between  the  filing  of  the  case 


and  the  verdict  was  34  months. 
To  obtain  a detailed  summary  of 
the  analysis,  telephone  LRP 
Publications  at  1/800/341-7874, 
extension  307. 

Malpractice  risk  factors.  Here 
are  some  risk  factors  for  malprac- 
tice claims  identified  in  an  Or- 
egon study  by  Sara  C.  Charles, 
MD,  and  Paul  R.  Frisch,  JD,  re- 
ported in  the  Western  Journal  of 
Medicine:  15  or  more  years  in 
practice;  surgical  specialization; 
emergency  department  coverage; 
relatively  high  number  of  days 
away  from  practice;  and  a feeling 
that  litigation  is  “unfair.” 

Indicators  of  relatively  low 
malpractice  risk  include:  schedul- 
ing time  to  talk  with  patients; 
answering  patients’  telephone 
calls  personally;  acknowledging 
emotional  stress;  and  satisfaction 
with  practice  arrangements.  To 
reduce  malpractice  vulnerability, 
physicians  should  increase  com- 
munication with  patients  and  pa- 
tient comfort.  To  increase  physi- 
cians’ own  sense  of  control,  they 
should  practice  risk  management. 


And,  to  develop  a realistic  view 
of  malpractice,  they  should  rec- 
ognize malpractice  as  an  occupa- 
tional hazard  that  does  not  equate 
to  quality  of  care,  conclude  Dr. 
Charles  and  Mr.  Frisch.  Their 
findings  were  summarized  in 
Medical  Liability  Monitor. 

Insurer  on  the  lam.  Following 
federal  indictments  and  liquida- 
tion, the  Bramson  brothers’ 
network  of  questionable  malprac- 
tice liability  insurers  continues  to 
pose  problems  for  their  insured 
practitioners.  Physicians’  own  as- 
sets may  be  at  risk,  warns 
Malpractice  Liability  Monitor, 
which  admonishes  physicians  to 
avoid  insurers  with  unverified 
credentials.  Meanwhile,  a $50,000 
reward  was  being  offered  for  in- 
formation leading  to  Martin 
Bramson’s  arrest  and  extradition 
following  his  flight  from  the  coun- 
try; contact  James  A.  Gordon  at 
1/410/539-8580. 
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MALPRACTICE  TIPS 


Suicide  risks.  Family  physi- 
cians, emergency  physicians,  and 
internists  frequently  are  the  first 
medical  contact  for  people  con- 
templating suicide.  Four  of  five 
suicidal  individuals  visit  a physi- 
cian within  six  months  before 
their  attempt.  According  to 
Personal  Injury  Newsletter,  these 
physician  encounters  often  fail  to 
avert  suicide  attempts,  and  often 
provide  patients  with  lethal 
prescriptions. 

The  newsletter  advises  that 
physicians  should  recognize 
symptoms  of  depression  or  emo- 
tional disturbance,  such  as  sleep- 
lessness, loss  of  appetite,  lethargy, 
an  affect  of  sadness,  headaches, 
gastrointestinal  disturbance, 
agitation,  loss  of  hope,  and  family 
turmoil.  One-fourth  of  suicidal 
patients  have  problems  with  al- 
cohol abuse.  Other  indicators  are 
psychiatric  illness,  drug  over- 
doses, single  car  accidents,  and 
provocative  or  dangerous  behav- 
ior. 

Most  suicidal  patients  send  out 
signals,  which  always  should  be 
taken  seriously,  cautions  the 
newsletter.  The  physician  should 
address  the  problem  overtly  and 
should  determine  whether  the  pa- 
tient or  a family  member  has  at- 
tempted suicide.  The  physician 
should  schedule  an  appointment 
with  a therapist  and  make  sure 
the  visit  is  kept  or  that  a 
responsible  family  member  or 
friend  is  taking  appropriate  ac- 
tion. It  also  is  important  to  ascer- 


tain whether  the  home  environ- 
ment is  supportive. 

Hospitalization  — even  involun- 
tary commitment — is  appropriate 
in  the  presence  of  a high  risk  of 
imminent  suicide.  The  newsletter 
states,  “It  is  best  to  err  on  the  side 
of  caution.’  The  physician  should 
alert  the  hospital  staff  to  the 
possibility  of  suicide.  About  one- 
half  of  suicides  occur  within  six 
months  following  a hospital  dis- 
charge, so  antidepressant  drugs 
should  be  rationed  then  as  well  as 
in  other  situations. 

New  guidelines.  Clinical 
guidelines  are  being  considered 
in  the  areas  of  musculoskeletal  af- 
flictions, neurologic  disorders, 
and  prenatal  care,  according  to 
the  federal  Agency  for  Health 
Care  Policy  and  Research.  Sug- 
gestions on  content  should  be 
sent  to  Kathleen  McCormick, 
PhD,  Office  of  the  Forum  for 
Quality  and  Effectiveness  in 
Health  Care,  Agency  for  Health 
Care  Policy  and  Research,  2101 
East  Jefferson  Street,  Suite  401, 
Rockville,  MD  20852. 

Forthcoming  guidelines  under 
development  will  address  the 
following  topics:  depression  and 
primary  care;  sickle  cell  disease; 
benign  prostatic  hyperplasia; 
early-stage  HIV;  cancer  pain; 
heart  failure;  low  back  problems; 
otitis  media  in  children;  post- 
stroke rehabilitation;  Alzheimer’s 
disease  and  related  dementias; 
chest  pain  due  to  unstable  angina; 
pressure  ulcers  in  adults;  mam- 


mography quality  determinants; 
cardiac  rehabilitation;  anxiety  and 
panic  and  primary  care;  and 
smoking  prevention  and  cessa- 
tion. 

Cataract  guideline  promoted. 

“Cataract  in  Adults’  is  the  title  of 
a guideline  issued  and  widely  dis- 
seminated by  the  Agency  for 
Health  Care  Policy  and  Research. 
The  guideline  is  controversial  in 
its  conservative  approach  toward 
surgery.  Cataract  surgery  to  im- 
prove vision  is  not  indicated  if  the 
patient  does  not  desire  surgery,  if 
spectacles  or  visual  aids  provide 
satisfactory  functional  vision,  if 
the  cataracts  do  not  compromise 
lifestyle,  or  if  the  patient  is 
medically  unfit,  says  the  Agency. 

Affecting  the  Agency’s  position 
is  the  $3.4  billion  bill  to  Medicare 
in  1991  for  cataract  surgical 
procedures.  To  obtain  a copy  of 
this  guideline  or  other  such 
guidelines,  call  the  AHCPR 
Publications  Clearinghouse  at 
1/800/358-9295. 

Booklet  available.  “Why  Pa- 
tients Sue”  is  the  title  of  a booklet 
available  from  Loss  Minimizer, 
published  by  Medical  Liability 
Monitor.  The  booklet  is  a com- 
pendium of  four  articles  written 
by  David  Karp.  Telephone  1/708/ 
446-3100  for  more  information. 
Much  of  the  material  has  been 
summarized  in  this  commentary 
and  relates  to  physician-patient 
communication. 


MALPRACTICE  AND  OTHER  CASES 


State  health  plan  struck  down. 

In  a major  legal  victory  for  New 
Jersey  hospitals  and  physicians 
critical  of  the  Florio  adminis- 
tration’s State  Health  Plan,  a 
three-judge  Appellate  Division 
panel  has  invalidated  New  Jersey 
State  Department  of  Health 
(NJDOH)  regulations  issued 
under  the  authority  of  the  Plan. 

The  court  upheld  legislation 
enacted  over  the  governor’s  veto 
to  make  the  Plan  purely  advisory 


and  to  prohibit  the  adoption  of 
regulations  implementing  the 

Plan’s  objectives  or  regulations. 
Certificate-of-need  regulations 
adopted  four  days  before  the  veto 
override  are  an  immediate  casu- 
alty of  the  court  decision. 

Relying  on  an  opinion  of  the 
attorney  general,  NJDOH  con- 
tended that  the  legislation,  by 
prohibiting  the  adoption  of 
regulations  to  implement  the 
Plan,  violated  the  state  constitu- 


tion’s doctrines  of  separation  of 
powers  and  due  process  of  law. 
When  NJDOH  then  went  ahead 
and  adopted  the  regulations,  the 
New  Jersey  Hospital  Association 
(NJHA)  sued  to  uphold  the 
legislation  and  strike  down  the 
regulations.  NJHA’s  position  was 
endorsed  by  the  court. 

The  court  stated  that  “it  is  the 
Legislature  that  determines 
whether  to  delegate  rule-making 
authority  to  an  administrative 
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agency  and,  if  so,  the  nature  and 
scope  of  that  authority.  This  case 
is  different,  said  the  court,  from 
the  circumstances  of  a 1982  de- 
cision invalidating  legislation  to 
permit  the  Legislature  to  veto 
regulations  through  concurrent 
resolutions.  The  1982  case,  ob- 
served the  judges,  involved  an  ef- 
fort to  permit  the  Legislature  to 
exercise  authority  through  resolu- 
tions rather  than  legislation. 

In  November,  while  the  case 
was  pending.  New  Jersey  voters 
approved  by  referendum  an 
amendment  to  the  state  constitu- 
tion giving  the  Legislature  the 
authority  to  veto  regulations  by 


resolution.  While  not  binding  on 
the  earlier  action,  this  amend- 
ment “provides  an  appropriate 
guide  in  the  interpretation  of  the 
constitutional  provisions  in  effect” 
when  the  legislation  was  adopted 
over  the  governor’s  veto,  accord- 
ing to  the  court. 

Contained  in  the  regulations 
were  provisions  encouraging  a re- 
duction in  the  number  of 
hospitals  in  the  state.  The  regula- 
tions also  promoted  consolidation 
of  pediatric  and  obstetric  services. 
The  thrust  of  the  regulations  was 
to  benefit  large  inner-city 
hospitals  at  the  expense  of 
smaller,  less  highly  occupied,  and 


suburban  facilities.  Early  drafts  of 
the  State  Health  Plan  were  sharp- 
ly criticized  by  MSNJ,  some  of 
whose  comments  were  in- 
corporated into  later  drafts. 

The  court  decision,  made  on 
February  10,  1993,  and  approved 
for  publication  on  March  11, 
1993,  left  NJDOH  officials  at 
sixes  and  sevens  in  determining 
how  to  evaluate  certificate-of- 
need  applications.  Delays  ap- 
pear likely.  Particularly  lengthy 
delays  surely  would  be  viewed  by 
the  hospital  industry  as  punitive 
and  unsporting.  □ James  E. 
George,  MD,  JD,  and  Neil  E. 
Weisfeld,  JD,  MSHyg 
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BOOK  REVIEWS 


ADVERSE  REACTIONS  TO  FOODS  AND  FOOD  ADDITIVES 


Dean  Metcalfe,  MD;  Hugh 
Sampson,  MD;  Ronald  Simon, 
MD.  Oxford,  England,  Blackwell 
Scientific  Publications,  1992.  This 
book.  Food  Allergy:  Adverse  Reac- 
tions to  Foods  and  Food  Addi- 
tives, is  a long-anticipated  work 
that  provides  a scientific  basis  to 
the  subject  of  food  allergy.  In  ad- 
dition to  the  three  editors,  Drs. 
Metcalfe,  Sampson,  and  Simon 
who  are  acclaimed  experts  in  the 
fields  of  adult  food  allergy, 
pediatric  food  allergy,  and  food 
additive  reactions,  respectively, 
this  book  features  an  international 
array  of  contributors. 

The  first  section  provides  an 
overview  of  immunology  as  it  per- 
tains to  the  main  target  organ  of 
food  antigens,  the  gastrointestinal 
tract.  A detailed  chapter  on  food 
allergy  and  a review  of  in  vitro 
diagnostic  testing  and  oral  food 
challenges  prepare  the  reader  for 
future  sections.  Section  two 
presents  chapters  on  specific 
clinicopathologic  conditions  in- 
cluding eczema,  eosinophilic  gas- 
troenteritis, respiratory  diseases, 
gluten-sensitive  enteropathy, 


anaphylaxis  (including  exercise- 
and  food-induced),  and  urticaria. 
There  is  a chapter  that  discusses 
occupational  reactions  to  food. 
The  third  section  tackles  various 
additive  sensitivities  and  how 
these  relate  to  asthma  and 
urticaria.  Section  four  covers  a 
wide  range  of  contemporary  is- 
sues including  dietary  aspects  of 
neurologic,  psychiatric,  and 
rheumatologic  conditions,  and 
unproved  approaches  to  food 
allergy. 

Each  chapter  is  followed  by  an 
up-to-date  bibliography  with  ref- 
erences dated  to  1990.  The  scope 
of  information  in  this  book  covers 
all  of  the  important  aspects  of 
food  allergy.  It  is  written  in  a 
clear  and  concise  manner,  with 
several  helpful  tables  summariz- 
ing important  aspects  of  the  text. 
This  book  is  a must  for  clinician- 
specialists  and  generalists,  nutri- 
tionists, and  basic  scientists  in- 
terested in  the  subject  of  food 
allexgy.  The  book  ends  the  myths 
surrounding  food  allergy.  O 
Ligaya  M.  Centeno,  MD,  and 
Leonard  Bielory,  MD 


ASTHMA.  ITS  PATHOLOGY  AND  TREATMENT 


Michael  Kaliner;  Peter  Barnes; 
Carl  Persson.  New  York,  NY, 
Marcel  Dekker,  1991.  This  book 
can  be  described  as  an  ency- 
clopedic compendium  (composed 
of  779  pages)  on  the  topic  of 
asthma.  All  aspects  of  asthma  are 
discussed  from  basic  science  to 
clinical  medicine.  The  con- 
tributors read  as  a “who’s  who  of 
asthma,  and  they  do  not  fall  short 
of  the  expected — resnlting  in  a 
fabulous  reference. 

The  first  several  chapters  are 
devoted  to  the  definition  of 
asthma,  with  explanations  of  the 
characteristics  of  bronchial  hvper- 
responsiveness,  inflammation, 
and  bronchospasm  from  a patho- 


logic and  a basic  science  basis. 
The  early  chapters  are  devoted  to 
such  topics  as  epithelium-depen- 
dent response  in  airways,  struc- 
ture of  airway  smooth  muscle, 
tracheobronchial  microcircula- 
tion, and  the  role  of  the  adren- 
ergic, cholinergic,  and  neuropep- 
tide systems. 

The  book  then  is  devoted  to 
discussing  inflammatory  cells  and 
their  mediators,  with  chapters  on 
the  platelet,  T lymphocyte,  mast 
cell,  macrophage  (with  attention 
to  the  IgE  [FcERII]  receptor), 
eosinophil,  prostaglandins,  leuko- 
trienes,  and  platelet-activating 
factor.  The  final  chapters  discuss 
specific  anti-asthma  medications. 


VOL  90-NUMBER  5 MAY  1993 


371 


with  each  chapter  devoted  to  the 
discussion  of  a different  class  of 
asthma  medication.  These  chap- 
ters begin  with  a discussion  of  the 
action  of  the  specific  drug  on  a 
mechanistic  level  and  then 
proceed  to  show  a litany  of 
clinical  data  relating  to  the  ef- 
ficacy and  side  effects  of  the 
specific  agent.  Chapters  include: 
xanthines,  beta  agonist  (with  a full 
description  of  the  data  regarding 
beta  agonist  subsensitivity),  cro- 
molyn sodium,  allergy  avoidance, 
immunotherapy,  and  steroidal 


agents.  Each  chapter  includes  a 
thorough  list  of  references. 

This  book  is  a treasure  of  in- 
formation for  the  clinician  and  re- 
seacher.  It  may  be  too  technical 
for  physicians  not  specializing  in 
asthma.  On  the  other  hand,  it  is 
a “must”  for  those  specializing  in 
this  disease — allergists  and  pul- 
monologists. Besides  the  thor- 
oughness of  information  and  ex- 
panded list  of  references,  the  text 
is  concise  and  well  written.  O 
Leonard  Bielory,  MD,  and  John 
J.  Oppenheimer,  MD 


CLINICAL  MANAGEMENT  OF  URTICARIA  AND  ANAPHYLAXIS 


Alan  L.  Schocet.  New  York , NY, 
Marcel  Dekker,  Inc.,  1993.  This 
book  is  the  fifth  in  the  series, 
Allergic  Disease  and  Therapy. 

Clinical  Management  of  Urti- 
caria and  Anaphylaxis  is  divided 
into  three  sections.  The  first  sec- 
tion discusses  acute  anaphylaxis 
and  urticaria,  chronic  and 
physical  urticaria,  and  hereditary 
angioedema.  The  second  section, 
“Etiology,”  focuses  on  specific 
causes  of  urticaria  including 
drugs,  food,  and  food  additives. 
The  third  section  is  an  indepth 
review  of  therapy,  describing  the 
pharmacokinetics  of  the  major 
groups  of  antihistamines  and 
other  nonantihistamine  medica- 


tions currently  in  use  and  recom- 
mended in  the  management  of 
anaphylaxis  and  urticaria. 

The  chapters  are  written  by  ex- 
perts in  the  field.  The  information 
is  extensive  with  up-to-date  ref- 
erences. There  is  a detailed  re- 
view of  literature  of  new  and  cur- 
rent areas  of  investigation  pre- 
sented in  a very  readable  and  con- 
cise manner.  The  chapters  con- 
tain practical  pearls  and  sum- 
maries in  tabulated  form.  This 
book  is  excellent  and  is  highly 
recommended  for  the  clinical  al- 
lergist and  for  the  general  practi- 
tioner. □ Ruby  Reyes,  MD,  and 
Leonard  Bielory,  MD 


CONVERSATIONS  WITH 


THOUGHTS 


Ismail  Kazern,  MD.  American 
Cancer  Society,  1992.  This 
softcover  book  of  68  pages,  writ- 
ten only  on  the  right-hand  leaves, 
brings  to  mind  a conversation  be- 
tween a known  literary  figure  and 
a young  writer.  “What  kind  of 
writing  do  you  do?”  the  senior 
asked.  “I  write  poetry,”  replied 
the  young  aspirant.  “No,”  the 
older  man  interjected,  “You  write 
verse.  Your  public  will  decide  if 
it  is  poetry. 

There  seems  to  be  an  increas- 
ing appreciation  of  poetry  that 
does  not  rhyme,  but  conveys  a 
mood,  a subtle  sentiment,  and  a 
corner  of  the  soul  in  which  we 
recognize,  with  a resonant  chord, 
the  author’s  pain,  hope,  and  in- 


decision. We  tiptoe  into  such  a 
book  to  have  a look;  yet  we  be- 
come fixed  on  finding  a fellow 
human  being  living  inside  it.  No 
one  asks  you  to  stay,  but  you  re- 
main to  share  the  journey  through 
this  sparkle  of  imagery  and  aspira- 
tion. 

Dr.  Kazem’s  gift  for  metaphor 
comes  through  like  a friend  wel- 
comed in  a doorway.  It  is  evident 
that  he  has  achieved  poetry  rather 
than  blank  verse.  We  do  not  have 
to  like  all  his  poems  equally,  any 
more  than  all  of  a musician’s 
repertoire.  As  a gift  to  a suitable 
friend,  this  book  will  be  ap- 
preciated and  reread.  □ Morris 
Soled,  MD 
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THE  CLINTON  HEALTH  CARE  TASK  FORCE 


The  Clinton  health  care  task 
force  continues  to  stumble  to  its 
inevitably  Hawed  conclusions. 
The  recent  flap  over  its  secretive 
composition  and  operations  are 
indicative  of  the  mistakes  the  task 
force  already  has  made  and  will 
continue  to  make. 

It  fundamentally  is  wrong  to 
create  a task  force,  charged  with 
the  important  task  of  health  re- 
form, without  the  input  of  those 
who  best  know  medicine.  Con- 
sider that  there  is  no  one  on  this 
task  force  who  has  any  experience 
in  delivering  health  care.  Further, 
it  is  chaired  by  someone  who  has 
absolutely  no  training  in  matters 
of  public  health.  The  argument 
that  inclusion  of  medical  pro- 
fessionals on  the  task  force  would 
amount  to  untoward  influence, 
quite  simply,  is  arrogance  and 
prejudice.  Would  the  public  stand 
for  a task  force  on  race  relations 
that  excluded  African  Americans, 
or  a task  force  on  education  that 
excluded  teachers,  or  a task  force 
on  legal  reform  that  excluded 
lawyers?  Yet,  this  administration 
thinks  nothing  of  excluding  from 
the  task  force  those  who  are  cen- 
tral to  any  health  care  delivery 
system — physicians. 

It  is  clear  that  only  certain 
special  interests  are  excluded 
while  others  are  not  excluded. 
This  appears  to  be  based  solely  on 
prejudice.  The  thoughtful  and 
sincere  suggestions  of  several 
professional  organizations,  such  as 
the  American  College  of  Physi- 
cians, have  been  completely  dis- 
regarded. Physicians  have  been 
stereotyped  as  self-serving  and 
unworthy  of  participation  in  the 
task  force.  In  Mr.  Clinton’s  own 
terms,  physicians  are  simply 
“foxes  in  the  hen  house.’  It  is 
inevitable  that  such  an  ill-con- 
ceived task  force  will  come  to  in- 
appropriate conclusions. 


A February  21,  1993,  Los  An- 
geles Times  article  by  Edwin 
Chen  clearly  demonstrated  such  a 
conclusion  when  it  reported  that 
the  task  force  had  spent  long 
hours  considering  limits  on  doc- 
tors fees,  particularly  in  rural 
areas.  Is  it  possible  that  Mrs. 
Clinton  and  her  colleagues  are 
unaware  that  doctors’  fees  for 
most  patients  already  are  limited? 
Physicians’  fees  to  Medicare  and 
Medicaid  patients  are  set  by  the 
federal  and  state  governments, 
and  have  been  for  many  years. 
Most  non-Medicare  patients  are 
enrolled  in  a managed  care  in- 
surance plan,  which  also  sets  fees. 
There  is  a small  and  vanishing 
minority  for  whom  doctors  fees 
are  not  controlled,  so  why  was  the 
task  force  wasting  time  debating 
the  issue  of  setting  fees?  We 
already  do. 

Is  it  also  possible  that  the  task 
force  is  unaware  of  the  crisis  in 
rural  medicine?  Proposing  to 
further  limit  fees  to  rural  hospitals 
and  doctors  would  suggest  such  a 
proposal.  Rural  areas  in  the 
United  States  still  are  largely  un- 
derserved. Recruitment  of  top- 
notch  physicians  is  difficult  at 
best  and  many  rural  hospitals 
have  closed  in  recent  years  while 
other  rural  hospitals  teeter  on  the 
brink  of  bankruptcy.  Even  the 


trendy  but  untested  concept  of 
managed  competition  quickly  en- 
dorsed by  the  Clinton  adminis- 
tration is  seriously  flawed.  Nearly 
50  percent  of  states  in  this  coun- 
try lack  enough  physicians  to 
compete  with  one  another. 

Finally,  the  waning  interest  in 
primary  care  could  be  ex- 
acerbated by  some  of  the  con- 
clusions already  allegedly  en- 
dorsed by  the  task  force.  Had 
knowledgeable,  real  world 
medical  professionals  been  in- 
volved, some  of  these  mistakes 
could  have  been  avoided.  Indeed, 
it  can  be  argued  that  most  of  what 
currently  is  ailing  the  health  care 
system  can  be  traced  to  previous 
government  policies  that  were 
flawed  because  of  lack  of  physi- 
cian input.  As  long  as  the  Clinton 
team  continues  without  input 
from  doctors,  they  will  continue 
to  err  in  critical  areas  of  health 
policy  formulation. 

Unfortunately,  it  is  not  doctors 
who  will  suffer  from  these  mis- 
calculations. They  will  continue 
their  unrecognized  exodus  to 
nonclinieal  careers.  It  is  the 
public  who  will  be  negatively  im- 
pacted by  an  ever-decreasing 
supply  of  first-rate  physicians  and 
the  proliferation  of  paraprofes- 
sionals  with  less  training.  □ 
Michael  A.  Patmas,  MD 
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Some 

of  the  finest 
medical 

in  New  Jersey 
work  in  our 
lending 
department 

But  they  specialize  in  treating  doctors,  not  patients.  In  fact,  our  Medical 
Banking  Group  has  effectively  treated  New  Jersey  physicians  to  well  over 
$110  million  in  loans  for  starting  or  expanding  private  practices. 

And  along  with  the  money  it  takes  to  afford  those  practices,  our  Medical 
Banking  Group  has  been  providing  the  financial  advice  it  takes  to  run  them. 
Successfully. 

If  that’s  the  way  you’d  like  your  practice  to  run,  call  Tom  Ferris  at 
1-201-646-5858,  or  Norm  Buttaci  at  1-609-987-3561. 

THE  FAST-MOVING  BANK ® 


UNITED 


Members  FDIC  Equal  Opportunity  Lenders.  Members  of  LJB  Financial  Corp  , a financial  services  organization  with  over  $13  billion  in  assets. 
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THE  MEDIUM  AND  THE  MESSAGE 


Some  years  ago,  we  suggested 
the  term  “journalistic  ethics  was 
an  oxymoron.  The  changing  en- 
vironment since  that  time  now 
suggests  that  we  were  unduly 
restrictive;  “media  ethics,”  with 
an  emphasis  on  television,  is  the 
true  oxymoron.  Television,  radio, 
and  print  media  continue  to  fail 
us.  We  do  not  decry  the  super- 
ficiality.of  most  of  what  bombards 
our  eyes  and  ears,  although  there 
has  been  much  criticism  along 
those  lines.  We  do  abhor  the  re- 
peated failures  of  the  guardians  of 
the  Fourth  Estate,  and  possibly 
the  Fifth  Estate,  to  maintain  the 
basic  ethics  and  morals  becoming 
those  entrusted  with  the  dis- 
semination of  information. 

Many  years  ago,  WNBC-TV 
aired  the  program,  Medicine— 
Where  Does  It  Hurt?  It  was  one 
of  the  major  doctor-bashing  pro- 
grams of  the  time  and  many  of  us 
felt  we  deserved  time  to  rebut.  A 
sympathetic  network  producer 
was  able  to  obtain  an  interview 
with  the  station  manager  for  us, 
all  to  no  avail.  Our  expectations 
were  realized;  we  were  given  no 
opportunity  to  redress  the  per- 
ceived wrong.  As  noted,  this  was 
the  expected  result,  because  logic 
is  less  valuable  to  ratings  than  is 
sensationalism. 

Linn  Meyer,  director  of  the 
Communications  Department  of 
the  American  College  of  Sur- 
geons, recently  gave  some 
pointers  to  attendees  at  a New 
Jersey  chapter  meeting  regarding 
effective  ways  to  deal  with  the 
media.  She  noted  that  physicians 
tend  to  be  portrayed  in  either 
black  or  white  tones  and  that  the 
profession  continues  to  be  a 
favorite  target.  She  also  felt  that 
print  media  are  easier  to  deal  with 
and  are  more  accurate  than  elec- 
tronic media  that  tend  toward  the 


Howard  D.  Slobodien,  MD 


dramatic  and  can  slant  the  news 
with  visual  images  lasting  only  a 
few  seconds.  But  the  slanting  of 
news  probably  can  be  excused  by 
those  in  charge  as  representing 
clever  merchandising;  bad  news 
sells  better  than  good  news. 

It  is  a rare  individual  who  is  not 
aware  that  NBC  faked  fiery  ex- 
plosions of  General  Motors’ 
trucks  on  Dateline.  NBC  apolo- 
gized and  the  president  of  the 
news  division  was  “allowed  to 
resign.  But  other  examples  belie 
the  unique  nature  of  those  trans- 
gressions, as  reported  in  Time  on 
March  15,  1993.  USA  Today  con- 
ceded it  erred  in  printing  a “mis- 
leading” picture  of  Los  Angeles 
gang  members.  A Minnesota  re- 
porter admitted  force-feeding  li- 
quor to  a minor  for  the  sale  of  a 
rigged  story.  ABC’s  use  of  a bogus 
medical  clinic  to  attract  patient 
brokers  is  deemed  neither  illegal 
nor  immoral  entrapment  by  many 
in  the  electronic  medium.  And 
NBC  also  conceded  fakery  in  its 
portrayal  of  fish  supposedly  killed 
by  logging  operations.  Other  ex- 
amples abound.  It  is  clear  that 


ethics  run  far  behind  greed,  that 
drama  is  more  rewarding  than  the 
truth. 

The  “drama”  in  the  media  has 
passed  the  bounds  of  good  taste 
and  is  producing  a perversion  of 
the  human  spirit.  People  like 
Howard  Stern  seem  to  delight  in 
saying  things  over  the  airwaves 
that  most  people  feel  should  be 
said  privately,  if  at  all.  But  Mr. 
Stern  is  a mere  gadfly  compared 
to  those  who  feel  that  sex  and 
violence  are  commodities  too 
valuable  to  be  dispensed  in 
sensible,  discreet  doses.  Polls 
show  that  Americans  are  becom- 
ing increasingly  disturbed  by  this 
trend  and  feel  society  is  being 
poisoned.  Many  Americans  lay 
some  of  the  rise  in  teenage 
pregnancies  and  teenage  homi- 
cides directly  at  the  doors  of 
media  programmers  who  prefer  to 
place  the  blame  on  parents.  But 
even  two-parent  families  with 
one-parent  wage-earners  cannot 
screen  programming  day  and 
night,  and  that  is  what  it  would 
take,  where  even  daytime  shows 
should  be  rated  R.  It  seems  the 
media  have  learned  nothing  from 
the  most  recent  figures  on  box 
office  receipts.  The  R-rated  mov- 
ies may  get  the  publicity,  but  the 
G-  and  PG-rated  movies  sell  the 
tickets. 

Television  foisters  and  cul- 
tivates two  long-standing  be- 
liefs— that  anyone  can  be  a cel- 
ebrity for  15  seconds  or  minutes 
and  that  it  is  far  better  to  be 
presented  in  an  unflattering  light 
than  not  to  be  presented  at  all. 
Programmers  like  to  invoke  the 
First  Amendment  and  it  would  be 
dangerous  if  that  right  were  de- 
nied. But,  as  The  New  York  Times 
claims  to  print  only  that  which  is 
“fit  to  print,”  so  could  other 
media  without  decreasing  the 
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right  of  free  expression.  Exhibi- 
tionists baseball  fans  used  to 
jump  onto  the  playing  field— until 
television  cameras  ignored  them 
and  the  practice  ceased.  The  de- 
piction and  proliferation  of  “talk- 
ing trash”  at  basketball  games, 
both  professional  and  amateur, 
has  produced  disturbances  in 
both  groups.  The  fight  between 
the  Knicks  and  the  Suns  has  re- 
ceived much  national  publicity. 
The  imbroglio  between  the  Perth 
Amboy  High  School  basketball 
team  and  the  team  from  Shawnee 
High  School  in  a recent  New 
Jersey  tournament  resulted  in  a 
shortening  of  the  game  in  order 
to  avert  a riot.  Can  television 
honestly  disclaim  all  responsibili- 
ty for  the  behavior  of  high  school 
players,  their  parents,  and  their 
fans  that  evolved  into  a near-riot? 
Ask  New  Jersey  State  In- 
terscholastic Athletic  Association 
officials  how  they  feel  about  it. 

Even  more  problematic  is  the 
relationship  of  television  to  the 
law.  Do  the  names  Rodney  King, 
Amy  Fisher,  William  Smith, 
Woody  Allen,  and  Glen  Ridge 
strike  any  chords?  If  they  do,  they 
should  be  chords  of  dismay,  be- 
cause our  system  of  justice  is 
being  warped  into  a system  of 
injustice  by  the  “boob  tube.  Tri- 
als are  being  held  on  local  televi- 
sion, network  television,  and  talk 
shows.  Forget  rules  of  evidence, 
the  right  to  confront  one’s  ac- 
cuser, or  the  rights  to  examine  or 
cross-examine.  There  is  no  such 
thing  as  the  whole  truth  and  what 
truth  is  uncovered  often  is  dis- 
torted by  the  editorial  revisions 
reserved  for  the  directors  and 
producers  of  the  programs.  Exam- 
ples of  the  damage  suffered  by 
individuals,  including  physicians, 
and  by  corporations  abound  and 
the  threat  of  suit,  with  trial  by 
television,  is  now  a new  and  grow- 
ing legal  tactic.  There  even  is 
evidence  that  some  lawyers  use 
public  relations  firms  to  insure 
the  best  media  exposure  for  their 
clients.  It  may  not  be  fitting  for 
a physician  to  tell  members  of 


another  profession  how  to  act,  but 
it  seems  prudent  for  responsible 
officers  of  the  court  to  make  an 
effort  to  have  the  rules  of 
evidence  apply  under  all,  or 
almost  all,  circumstances.  We  ob- 
viously cannot  expect  the  media 
to  do  it. 

We  could  hope  that  some  of  the 
responsible  television  journalists 
we  view  and  admire  might  be 
able  to  improve  the  ethical  behav- 
ior of  the  medium  they  represent 
so  well,  but  it  probably  is  wishful 
thinking  or  whistling  in  the  wind. 
One  of  the  great  misfortunes  and 
tragedies  of  our  times  is  that  a 
force  so  powerful  has  not  only 
done  so  little  to  elevate  human 
standards,  but  has  contributed 
mightily  to  an  abasement  of  those 


standards.  We  need  more  action 
pro  bono  publico  and  less  contra 
bonos  mores.  □ Howard  D. 
Slobodien,  MD 

Integrity  without  knowledge 
is  weak  and  useless,  and 
knowledge  without  integrity  is 
dangerous  and  dreadful. 

Samuel  Johnson, 
Rasselas,  1759 

News  is  history  shot  on  the 
wing.  The  huntsmen  from  the 
Fourth  Estate  seek  to  hunt  only 
the  peacock  or  the  eagle  of  the 
swifting  day. 

Gene  Fowler, 
Skyline,  1961 
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Hospital  Medical  Staff  Section 
21st  Assembly  Meeting 
Chicago  Marriott  Hotel 
June  10-14, 1993 


Reform  of  the  American  health  care  delivery  sys- 
tem is  the  issue  of  the  90s.  The  public  and  political 
debate  over  changing  our  health  care  delivery 
system  is  intense.  Significant  reform  legislation 
has  already  been  passed  in  several  states.  To  help 
you  lead  your  organization  in  a time  of  major 
change,  three  educational  programs  will  be  part  of 
this  HMSS  Assembly  Meeting. 

Negotiations  and  Conflict  Resolution 

Gain  new  skills  to  effectively  provide  leadership  in  negotiat- 
ing and  resolving  conflicts  that  arise  in  the  process  of  health 
care  delivery.  Learn  to  frame  negotiation  in  the  best 
interests  of  all  part  ies,  to  listen  actively,  to  use  positional 
bargaining  and  avoid  surprises. 

Review  and  Analysis  of  President  Clinton's  Health 
Care  Reform  Plan 

President  Clinton  is  expected  to  release  his  new  health  care 
reform  plan  in  May.  Participants  in  this  session  will  hear  a 
full  review  and  analysis  of  the  plan  from  leading  experts  in 
the  medical  field. 

Challenge  and  Change  in  the 
Managed  Care  Environment 

Develop  a comprehensive  understanding  of  the  current 
environment  in  health  care  highlighted  by  a discussion  of 
the  impact  of  President  Clinton's  plan  on  health  care 
delivery  system  reform.  Discover  steps  physicians  can  take 
to  deal  with  the  realities  of  managed  care. 

Don't  miss  this  opportunity  to  acquire  leadership 
skills  to  help  your  physician  community  succeed! 

For  more  information,  please  call 
312  464-4754  or  464-4761. 
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Section 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Take  Home 
A Piece 
Of  History 


Investment  quality, 
guaranteed  authentic 
autographs, 

documents  photographs 
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The  Galleria 

2-40  Bridge  Ave.,  Bldg.  #3 
Red  Bank,  NJ 

(908)  747-3858 


Gallery  Hours: 

Mon.  - Sat.  10  a.m.  - 9 p.m 
Sun.  12  noon  - 6 p.m. 


IMPORTANT  BENEFITS  ANNOUNCEMENT  FOR  ALL  MEMBERS  OF  THE 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

NOW  AVAILABLE  up  to  $25,000.00  per  month  DISABILITY  BENEFITS 
ENDORSED  BY  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

* 

IMPORTANT  FEATURES 


★ Non-Smoking  members  SAVE  30% 

★ Guaranteed  renewable  and  non-cancellable. 

★ Choice  of  benefit  periods  including  lifetime. 

★ Professional  overhead  expense  coverage.  Are  you 
adequately  protected? 

★ Finest  definition  of  disability  providing  full  recognition 
of  over  100  medical  specialties. 


★ FULL  lifetime  renewability. 

★ Optional  residual,  COLA.  & future  purchase  guaran 
tees  regardless  of  insurability. 

★ Personal,  highly  professional  service  for  each  mem 
ber. 


* 


UNDERWRITTEN  BY: 

The  Paul  Revere  Life 
Insurance  Company 

Worcester,  Mass.  01608 

ADMINISTRATOR: 

MR.  LEONARD  KLAFTER 
1-800-248-7090 

* 


ADMINISTERED  BY: 

International  Underwriters  Agency 
International  Klafter  Company 

3 Executive  Blvd. 

Yonkers,  New  York  10704 

1-800-248-7090 


Learn  how  you  can  obtain  the  finest  disability  coverage  the  industry  offers— and  how  you 
can  save  substantial  premium  costs— send  this  coupon  today! 


International  Underwriters  Agency 
3 Executive  Blvd. 

Yonkers,  N.Y.  10704 
1-800-248-7090 


Attention:  Mr.  Leonard  Klafter,  Administrator,  MSNJ  Disability  Plans 


Please  provide  me  with  the  details  on  Paul  Revere’s  disability  income  benefits 
for  up  to  $25,000.00  per  month.  I am  a member. 


Member’s  Name:  . _ 

Address:  Home  □ 

Office  □ 

City:  Phone: 


am  interested  in: 

disability  coverage 

□ 

overhead  expense 

□ 
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Immediate  breast 
reconstruction  after 
mastectomy 
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Martha  Matthews,  MD 
Arthur  S.  Brown,  MD 
Richard  K.  Spence,  MD 
Lori  Mossberg,  MSW 
Rudolph  C.  Camishion,  MD 


Immediate  breast  reconstruction  after  mastectomy  can  be 
performed  safely  with  a low  incidence  of  complications.  There 
is  no  evidence  that  reconstruction  with  a submuscular  implant 
interferes  with  subsequent  oncologic  care,  followup,  or 
outcome  for  patients. 


The  woman  with  breast 
cancer  and  her  physician 
must  deal  with  numerous 
decisions  regarding  the 
management  of  the  disease. 
Although  breast  conservation 
treatment  is  the  preferred  option, 
many  women  still  require  or 
prefer  mastectomy.  Breast  re- 
construction after  mastectomy  can 
be  a valuable  component  in  the 
total  care  of  these  patients,  as  it 
can  help  alleviate  the  psycho- 
logical trauma  associated  with  the 
change  in  body  image.  Further- 
more, knowing  that  restoration  of 
the  breast  form  is  possible  may 
encourage  patients  to  seek  earlier 
consultation  and  treatment.  Still, 
there  have  been  concerns  about 
the  appropriate  timing  of  re- 
construction and  the  ability  to 
follow  patients  for  local  recur- 
rence. In  the  last  several  years, 
immediate  reconstruction  after 
mastectomy  has  gained  in 
popularity  and  the  delaying  of  re- 
construction to  observe  for  local 
recurrences  has  been  viewed  as 
unnecessary.1  There  has  been  no 
evidence  that  immediate  breast 
reconstruction  adversely  affects 
patient  outcome  and  several 
studies  have  confirmed  the 
positive  psychological  effect  as- 
sociated with  immediate  re- 


construction.2 5 Nonetheless, 
many  surgeons  still  do  not  offer 
immediate  reconstruction  as  an 
option  to  patients  having  mastec- 
tomy. 

Since  1987,  we  have  offered 
immediate  reconstruction  to  the 
majority  of  our  patients  under- 
going mastectomy.  Most  of  our 
reconstructions  have  utilized  the 
submuscular  implant  technique. 
We  report  our  experience. 

MATERIALS  AND  METHODS 

Between  June  1987,  and  De- 
cember 1991,  29  mastectomies 
with  immediate  breast  re- 
construction were  performed  on 
26  patients  at  our  institution. 
Whenever  possible,  breast  con- 
servation treatment,  i.e.  lumpec- 
tomy plus  radiotherapy,  was  of- 
fered as  the  preferred  treatment. 
For  patients  who  declined  breast 
conservation  and  chose  mastec- 
tomy or  for  patients  who  initially 
were  recommended  to  have 
mastectomy,  breast  reconstruc- 
tion usually  was  offered  as  an  op- 
tion. The  procedure  was  not  of- 
fered to  patients  with  locally  ad- 
vanced disease.  Extremely  obese 
patients  were  advised  that  cos- 
metic results  would  tend  to  be 
poor.  There  were  no  specific  age 
restrictions.  Preoperatively,  the 


procedure  and  potential  problems 
were  extensively  discussed  with 
the  patient  by  the  general 
surgeon  and  the  plastic  surgeon. 

The  mastectomy  always  was 
performed  by  the  general  sur- 
geon. The  skin  incision  was  or- 
iented transversely  or  obliquely. 
The  nipple-areolar  complex  and 
excisional  biopsy  scars  were  ex- 
cised. 

Several  important  principles 
are  well  recognized  with  breast 
reconstruction:  1.  Appropriate 

cancer  removal  is  the  primary 
goal  of  the  procedure.  2.  When- 
ever possible,  normal  skin  should 
be  saved  as  part  of  the  skin  flaps. 
In  a few  cases,  this  resulted  in 
cross-shaped  incisions  consisting 
of  a transversely  oriented  mastec- 
tomy incision  intersecting  with  a 
vertically  oriented  incision  result- 
ing from  excision  of  a prior  biopsy 
scar  (Figures  1 and  2).  3. 

Minimize  trauma  to  the  pectoralis 
major  and  minor  muscles,  the  ser- 
ratus  anterior  muscle,  and  the 
upper  extent  of  the  rectus  sheath. 

After  completion  of  the  mastec- 
tomy, clean  drapes  were  applied 
and  a clean  instrument  set  was 
obtained.  The  plastic  surgeon 
then  would  assess  the  site  and 
begin  the  reconstruction.  For  the 
implant,  a submuscular  pocket 
was  created  (subpectoral,  subser- 
ratus,  and  subrectus).  If  the  ap- 
propriate size  implant  could  be 
inserted  submuscularly  and  skin 
closure  could  be  accomplished 
without  excessive  tension  in  the 
wound,  this  was  performed. 
However,  if  adequate  pocket  size 
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Table  Characteristics  of 

patients,  mastectomies, 
and  implant 
reconstructions. 

Reason  for  mastectomy 


Cancer  24 

Prophylactic  3 

Cancer  stage 

0 5 

1 10 

II  7 

III  2 

Patient  age/years 
30-39  4 

40-49  7 

50-59  8 

60-69  5 

Mastectomy  type 
Simple  6 

Modified  radical  21 

Reconstruction  type 
Implant  25 

Expander  2 


could  not  be  created  or  if  there 
was  insufficient  skin  present  for 
good  wound  closure,  then  a tissue 
expander  was  placed  instead  of  an 
implant.  Drains  always  were 
placed.  Reconstructions  utilizing 
a transverse  rectus  abdominus 
myocutaneous  (TRAM)  flap  re- 
quired considerably  more  plan- 
ning and  time.6 

Perioperative  antibiotics,  such 
as  cefazolin  or  ceftriaxone,  were 
given  and  continued  until  all 
drains  were  removed.  Patients 
were  not  discharged  from  the 
hospital  until  all  drains  were  re- 
moved. All  patients  received  in- 
struction on  upper  extremity  ex- 
ercises. 

RESULTS 

Twenty-nine  mastectomies 
with  immediate  reconstruction 
were  performed  in  26  patients. 
One  patient  had  simultaneous 
bilateral  mastectomies  with  im- 


mediate reconstruction  for 
synchronous  bilateral  cancers. 
Two  patients  had  initial  mastec- 
tomy with  reconstruction 
performed  for  cancer  and  con- 
tralateral prophylactic  mastec- 
tomy with  immediate  reconstruc- 
tion at  a later  date.  Two  re- 
constructions utilized  TRAM  flaps 
and  they  will  not  be  discussed. 
The  Table  shows  patient,  cancer, 
and  surgery  characteristics  for  the 
27  implant  reconstructions. 
Twenty-four  mastectomies  (89 
percent)  were  for  cancer.  All  but 
2 cancers  (8  percent)  were  stage 
0,  I,  or  IT  At  mastectomy,  pa- 
tients were  33  to  67  years  of  age. 

Twenty-one  modified  radical 
mastectomies  and  6 simple 
mastectomies  were  performed. 
Twenty-five  implants  and  two  tis- 
sue expanders  were  placed  sub- 
muscularly.  There  were  no  cases 
in  which  a reconstruction  attempt 
was  aborted  during  surgery. 
Mean  hospitalization  was  4.5 
days,  with  a range  of  two  to  nine 
days. 

All  patients  received  pro- 
phylactic antibiotics  while  the 
drains  were  in  place.  Four  pa- 
tients were  given  additional  inpa- 
tient intravenous  and/or  outpa- 
tient oral  antibiotics  due  to  con- 
cerns about  the  wounds.  These 
wounds  appeared  inflamed,  and 
in  two  patients,  there  was  some 
skin  necrosis  at  the  edges  of  the 
skin  flaps.  Two  of  these  patients 
subsequently  developed  implant 
exposure  and  had  the  implant  re- 
moved in  the  office  within  the 
first  month  after  surgery.  The 
wounds  subsequently  healed 
without  difficulty.  Two  other  im- 
plants were  removed  at  seven 
months  for  infection  and  at  one 
year  for  persistent  chest  wall  pain. 

Several  patients  had  apparent 
postoperative  chest  wall  seromas 
but  only  two  patients  required 
needle  aspiration.  In  the  other  pa- 
tients, observation  appeared  to  be 
a safer  course  of  action  to  avoid 
puncturing  the  implant. 

For  the  23  intact,  long-term  im- 
plant reconstructions,  seven  nip- 
ple reconstructions  were  per- 


formed. A total  of  seven  breasts 
required  secondary  procedures  to 
reposition  or  exchange  the  im- 
plant, or  break  up  scar  tissue 
(capsulotomy).  Of  the  17  patients 
with  an  intact  contralateral  breast, 
4 patients  had  a contralateral 
mastopexy  or  reduction  proce- 
dure. Twelve  reconstructed 
breasts  have  not  had  any  further 
procedures  after  the  initial 
surgery. 

Breast  reconstruction  with  an 
implant  did  not  affect  the  decision 
to  give  further  adjuvant  treat- 
ment. Seventeen  patients  re- 
ceived chemotherapy  and  6 pa- 
tients received  radiation  therapy 
without  any  delay  or  difficulty  at- 
tributable to  the  implants.  After  a 
median  followup  of  36  months 
(range  8 to  58  months),  only  1 
patient  has  had  chest  wall  recur- 
rence. This  patient  had  presented 
with  stage  III  disease  and  had 
received  adjuvant  chemotherapy 
and  radiation  therapy.  The  im- 
plant was  removed  7 months  after 
the  initial  surgery  because  of  in- 
fection. Chest  wall  recurrence 
and  simultaneous  lung  metastases 
were  diagnosed  28  months  after 
mastectomy. 

DISCUSSION 

Breast  reconstruction  can  be  an 
important  component  in  the 
overall  rehabilitation  of  the 
mastectomy  patient.  In  the  past, 
timing  of  reconstruction  was  con- 
troversial because  of  concerns 
about  masking  local  recurrences. 
Delaying  reconstruction  sup- 
posedly allowed  patients  to  pass 
the  early  period  of  greatest  risk 
for  local  recurrence.  An  additional 
purported  benefit  of  the  delay 
was  that  the  woman  would  better 
“appreciate”  the  reconstruction. 
Both  of  these  concerns  appear 
unjustified.  Since  immediate  re- 
construction was  first  described 
in  1970,  it  has  received  increasing 
attention.  Several  published 
series  have  shown  a relatively  low 
risk  of  complications,  high  patient 
satisfaction,  and  no  evident  in- 
terference with  subsequent  on- 
cologic care  or  followup.25  Our 
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Figure  1.  Biopsy  sear  in  upper  outer  left  breast. 


Figure  2.  Wound  after  left  mastectomy  with  skin  preservation.  Nipple-areolar  complex  and  biopsy  incision  were 
excised. 
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experience  has  been  similar.  Im- 
mediate reconstruction  appears  to 
offer  a number  of  benefits  in  com- 
parison to  delayed  reconstruction. 
With  immediate  reconstruction, 
the  patient  is  exposed  to  only  one 
anesthesia  experience  and  one 
hospitalization  to  remove  the 
breast  and  to  create  a new  breast 
mound.  The  patient  also  only  ex- 
periences one  recovery  period 
during  which  postoperative  chest 
wall  pain  resolves  and  shoulder 
motion  returns  to  normal.  An  im- 
mediate reconstruction  does  not 
appear  to  significantly  increase 
this  recovery  period.  With  de- 
layed breast  reconstruction,  the 
patient  requires  a second  anes- 
thesia experience  and  a second 
recovery  period. 

There  is  no  evidence  that  pa- 
tients with  a submuscular  breast 
implant  reconstruction  have  a 
worse  outcome  than  similar  pa- 
tients without  reconstruction.5 
Local  recurrences  occur  in  the 
skin  or  subcutaneous  tissues  that 
are  all  superficial  to  the  pectoral 
and  serratus  anterior  muscles.  In 
our  experience,  the  submuscular 
implants  do  not  interfere  with 
postoperative  physical  examina- 
tions of  these  areas.  To  our 
knowledge,  there  has  been  no  re- 
ported case  of  recurrence  within 
the  submuscular  pocket. 

There  was  no  evidence  of  delay 
in  starting  subsequent  adjuvant 
therapy.  Patients  received  chest 


wall  radiation  without  any  specific 
concern  about  the  status  of  the 
implant.  Patients  receiving 
chemotherapy  did  not  appear  to 
have  additional  wound  problems. 

Many  patients  were  satisfied 
with  the  initial  reconstruction  and 
did  not  seek  additional  re- 
construction, although  this  option 
always  is  open.  Sometimes,  the 
cosmesis  can  be  improved  by  ex- 
changing the  implant  for  a dif- 
ferent shape  or  size.  Another  op- 
tion is  to  perform  nipple-areolar 
reconstruction.  In  addition,  the 
patient  may  desire  to  address  the 
asymmetry  often  apparent  with  a 
protruding  reconstructed  breast 
and  a ptotic  contralateral  breast. 
Although  the  appearance  may  be 
acceptable  when  the  patient 
wears  a brassiere,  it  may  bother 
her  when  she  does  not  wear  any 
support.  A mastopexy  or  reduc- 
tion procedure  of  the  con- 
tralateral breast  may  be 
performed.  H 
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Emergency  CABG  for  failed  coronary  angioplasty  was  required 
in  3.3  percent  of  1,625  consecutive  patients  undergoing 
angioplasties.  Twenty-six  percent  of  the  patients  died  in  the 
perioperative  period.  Efforts  must  be  concentrated  on 
identifying  PTCA  failure  prior  to  cardiogenic  shock. 


There  has  been  a steady 
annual  increase  in  the 
number  of  percutaneous 
transluminal  coronary 
angioplasties  (PCTAs)  per- 
formed.1 This  increased  use  of 
angioplasty  may  be  attributed  to 
its  less  invasive  nature,  shortened 
hospital  stay,  and  lower  initial 
cost  as  compared  with  surgical 
coronary  artery  bypass  grafting 
(CABG).2  Technical  improve- 
ments have  allowed  for  the 
management  of  more  complex 
lesions  with  PTCA.  Seventy-nine 
percent  of  a representative  series 
of  PTCA  patients  from  1979  to 
1981  had  single  vessel  coronary 
artery  disease  (CAD).  This  is  in 
comparison  to  a more  contem- 
porary series  in  which  50  percent 
of  PTCAs  between  1979  and  1986 
were  performed  on  patients  with 
single  vessel  disease.3,4 

Although  considered  to 
represent  a less  invasive  approach 
to  CAD,  angioplasty  continues  to 
be  associated  with  significant 
complications.  A recent  review 
cited  an  overall  major  complica- 
tion rate  of  6.8  percent  following 
PTCA  including:  life-threatening 
arrhythmias,  side  branch  oc- 
clusion, acute  occlusion  of  the 
dilated  vessel,  intimal  dissection, 
coronary  artery  spasm,  acute 


myocardial  infarction  (MI),  need 
for  emergent  CABG,  coronary  ar- 
tery rupture,  guide  wire  fracture, 
and  death.5  Many  of  these  com- 
plications may  be  extensions  of 
the  physiologic  mechanism  of 
successful  angioplasty.  A suc- 
cessful PTCA  is  not  the  result  of 
simple  plaque  compression,  but  is 
due  to  the  disruption  of  the  in- 
tima  with  splitting  of  the 
athersclerotic  plaque  that  exposes 
subendothelial  connective  tissue 
favoring  thrombus  formation.6 

Angioplasty  initially  is  unsuc- 
cessful in  12  to  34  percent  of  pa- 
tients.3 While  failure  to  suc- 
cessfully cross  a lesion  is  a fre- 

quent cause  of  unsuccessful 
PTCA,  intimal  dissection  and 

thrombus  formation  can  lead  to 
acute  luminal  narrowing  following 
an  initially  successful  PTCA.  This 
scenario  often  results  in  an 

emergent  CABG.1 

As  more  PTCAs  are  performed, 
there  is  likely  to  be  an  increase 
in  the  absolute  number  of  patients 
presenting  for  emergent  coronary 
bypass  surgery  following  failure 
or  “crash  of  the  angioplasty.  As 
interventional  cardiologists  gain 
experience,  a significantly  lower 
proportion  of  patients  require 
emergent  CABG  following  PTCA; 
however,  the  mortality  rate  in 


these  patients  actually  may  in- 
crease as  more  difficult  coronary 
artery  lesions  are  managed  with 
angioplasty.  This  study  is  aimed  at 
answering  the  question:  As  more 
complex  CAD  is  treated  with 
PTCA,  is  there  a resulting  higher 
operative  morbidity  and  mortality 
occurring  should  angioplasty  fail? 

METHODS  AND  MATERIALS 

Since  1980,  Newark  Beth  Israel 
Medical  Center  has  performed 
PTCAs.  An  operating  room  and 
full  open-heart  surgery  team  are 
on  standby  during  all  angioplasty 
procedures.  When  the  cardiolo- 
gist performing  a PTCA  suspects 
difficulty,  a cardiothoracic 
surgeon  is  consulted  and  ad- 
ditional management  plans  are 
formulated.  Acute  PTCA  failure  is 
defined  as  the  need  for  coronary 
bvpass  surgery  within  24  hours  of 
PTCA. 

A retrospective  review  of  all  pa- 
tients undergoing  PTCA  at 
Newark  Beth  Israel  Medical 
Center  between  May  1,  1987,  and 
April  30,  1989,  was  conducted  to 
identify  patients  who  met  the 
criteria  for  acute  angioplasty 
failure.  Patients  not  requiring 
CABG  within  24  hours  were  ex- 
cluded from  further  analysis.  The 
medical  records  of  the  acute 
PTCA  failure  subpopulation  were 
reviewed  to  determine  demo- 
graphic characteristics,  pre- 
procedure New  York  Heart  As- 
sociation (NYHA)  functional  class, 
ejection  fraction,  cardiovascular 
risk  factors,  reason  for  PTCA 
failure,  utilization  of  the  intra- 
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Table  1.  Preoperative  patient  profile  of  53  failed  PTC  As 
requiring  emergent  CABG. 


Total  patients 

53 

Males 

36  (68%) 

Females 

17  (32%) 

Age  (mean) 

62.5  years 

NYHA  class  (pre-PTCA) 

III 

24  (45%) 

IV 

29  (55%) 

Ejection  fraction  (mean) 

50.1 

Risk  factors 

Hypertension 

23  (43%) 

Smoking 

23  (43%) 

Family  history 

16  (30%) 

Diabetes 

11  (21%) 

Elevated  cholesterol 

7 (13%) 

Obesity 

6 (11%) 

Relevant  past  medical  history 

Acute  myocardial  infarction 

20  (38%) 

Prior  myocardial  infarction 

13  (25%) 

Prior  PTCA 

8 (15%) 

Prior  CABG 

3 ( 6%) 

Prior  CVA 

2 ( 4%) 

Prior  COPD 

2 ( 4%) 

CABG:  Coronary  artery  bypass  grafting. 

PTCA:  Percutaneous  transluminal  coronary  angioplasty. 

CVA:  Cerebral  vascular  accident. 

COPD:  Chronic  obstructive  pulmonary  disease. 


Table  2.  Preoperative  hemodynamic  status  in  53  patients 

requiring  emergency  CABG  following  PTCA  failure. 

Intra-aortic  balloon  pump  32% 

Cardiogenic  shock  25% 

Cardiac  arrest  13% 


aortic  balloon  pump  (IABP) 
counterpulsation  device,  details  of 
operative  procedure,  and  subse- 
quent hospital  course.  Operative 
mortality  was  defined  as  any 
fatality  occurring  during  the 
initial  hospitalization  during 
which  the  PTCA  failure  and 
emergent  CABG  were  performed. 
A followup  then  was  conducted 
by  a questionnaire  sent  to  all 
surviving  patients.  Telephone  in- 
terviews were  utilized  to  clarify 
ambiguities  or  to  contact 
nonresponders.  The  information 
gathered  was  used  to  determine 
NYHA  functional  class,  late 
mortality,  and  complications. 


Postoperative  hemorrhage  was 
defined  as  tube  thoracostomy 
blood  loss  greater  than  200  ml/hr 
for  four  hours  and  the  need  for 
blood  product  infusion.  Patients 
assigned  a diagnosis  of  MI  within 
two  weeks  preceding  PTCA  were 
classified  as  acute  MI.  Post- 
angioplasty cardiogenic  shock  is 
defined  as  a systolic  blood 
pressure  less  than  80  mmHg,  a 
cardiac  index  less  than  2.2  1/min/ 
m2,  and/or  a cardiac  arrest  prior 
to  cannulation  for  cardiopul- 
monary bypass. 

Fisher’s  exact  test  was  used  for 
analysis.  A P value  of  0.05  or  less 
was  considered  significant. 


RESULTS 

Preoperative  characteristics  are 
summarized  in  Table  1.  A total  of 
1,625  PTC  As  were  performed  of 
which  53  PTCAs  (3.3  percent) 
met  our  definition  of  acute  failure 
and  underwent  emergent  CABG. 
The  male  to  female  ratio  was  36 
to  17,  with  a mean  age  of  62.5 
years.  Twenty-four  patients  (45 
percent)  met  the  criteria  for 
NYHA  class  III  prior  to 
angioplasty,  and  29  patients  (55 
percent)  met  the  criteria  for  class 
IV.  Twenty  patients  (38  percent) 
sustained  an  acute  MI  before 
PTCA.  Eight  patients  (15  percent) 
had  undergone  previous  angio- 
plasty. Thirty-two  patients  (60 
percent)  had  single  or  double  ves- 
sel CAD,  and  21  patients  (40  per- 
cent) had  triple  vessel  disease. 
Coronary  artery  bypass  surgery 
had  been  performed  previously 
on  3 patients  (1  patient  had  single 
vessel  disease,  and  2 patients  had 
triple  vessel  disease). 

The  distribution  of  PTCA  com- 
plications  requiring  emergent 
CABG  is  shown  in  Figure  1.  Cor- 
onary artery  dissection  was  the 
most  frequent  predisposing  factor 
occurring  in  27  patients  (51  per- 
cent). Nine  patients  (17  percent) 
suffered  occlusive  dissection,  and 
in  18  patients  (34  percent)  the 
dissection  was  nonocclusive.  Re- 
occlusion occurred  in  20  patients 
(38  percent),  and  recurrent  or 
persistent  chest  pain  occurred  in 
2 patients  (4  percent).  One  failure 
each  was  attributed  to  the  follow- 
ing: inability  to  cross  the  target 
lesion,  balloon  rupture  with  en- 
trapment, cardiac  arrest,  and  cor- 
onary artery  rupture.  An  intra- 
aortic balloon  counterpulsation 
device  was  required  in  17  pa- 
tients (32  percent)  prior  to  CABG 
(in  10  patients  for  persistent  chest 
pain,  and  in  7 patients  for 
cardiogenic  shock).  Thirteen  pa- 
tients (25  percent)  were  in 
cardiogenic  shock  following 
PTCA,  and  7 patients  (13  percent) 
suffered  cardiac  arrest  prior  to 
cannulation  for  cardiopulmonary 
bypass  (Table  2).  All  PTCA  pa- 
tients with  acute  failure  were 
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Figure  1.  Angioplasty  complications  in  53  patients  requiring  emergent  CABG  following  failed  PTCA. 
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Figure  2.  Number  of  aortocoronary  grafts  utilized  during  emergent  CABG  following  PTCA  failure. 


taken  to  the  operating  room. 
None  were  considered  unsal- 
vageable  including  those  patients 
in  cardiac  arrest  undergoing  full 
resuscitative  measures. 

The  distribution  of  bypass 
grafts  is  shown  in  Figure  2.  A 
mean  of  2.3  grafts  per  patient  was 
performed.  Internal  mammary  ar- 
terial conduits  were  used  in  three 
patients  (5.7  percent).  The  mam- 


mary conduit  was  used  only  in 
hemodynamieally  stable  patients 
following  angioplasty  failure.  The 
mean  time  on  cardiopulmonary 
bypass  was  89  minutes  with  a 
mean  aortic  cross  clamp  time  of 
34  minutes.  Six  patients  required 
insertion  of  an  IABP  following 
CABG. 

The  early  postoperative  results 
are  shown  in  Table  3.  Fourteen 


patients  expired  prior  to  dis- 
charge for  an  operative  mortality 
rate  of  26  percent.  Thirty  patients 
(57  percent)  had  at  least  one 
major  postoperative  complication. 
Twelve  patients  (23  percent)  suf- 
fered postoperative  myocardial  in- 
farctions, and  21  percent  of  the 
patients  had  postoperative  hemor- 
rhage (3  patients  required  re-ex- 
ploration  for  bleeding). 
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Table  3.  Postoperative  profile. 

Total  patients  with  major  complications 

30 

(57%) 

Total  patients  free  of  major  complications 

23 

(43%) 

Postoperative  complications 

Acute  myocardial  infarction 

12 

(23%) 

Hemorrhage 

11 

(21%) 

Arrhythmias 

10 

(19%) 

Respiratory  failure 

9 

(17%) 

Acute  renal  failure 

8 

(15%) 

Cardiac  tamponade 

6 

(11%) 

Sepsis 

4 

(7.5%) 

Sternal  dehiscence 

3 

(5.7%) 

CVA 

2 

(3.8%) 

Cardiogenic  shock 

2 

(3.8%) 

Pulmonary  embolism 

2 

(3.8%) 

Multisystem  failure 

2 

(3.8%) 

Vascular  insufficiency  2°  to  IABP 

1 

(1 .9%) 

Cardiac  arrest 

1 

(1 .9%) 

Peak  CPK  (mean  for  all  patients) 

2524  IU/L 

Peak  CPK  MB  (mean  for  all  patients) 

141  IU/L 

Duration  of  hospitalization  (mean) 

12.7  days 

Operative  mortality 

14  (26%) 

Table  4.  Comparison  of 

mortality  to  survival. 

Characteristic 

Mortality 

Survival 

P Value 

Total 

14 

39 

Male 

10 

26 

0.5 

Female 

4 

13 

0.5 

Cardiogenic  shock 

50%  (7/14) 

15%  (6/39) 

0.02 

Triple  vessel  disease 

21%  (3/14) 

8%  (3/39) 

0.3 

Acute  myocardial  infarction 

28%  (4/14) 

41%  (16/39)  0.5 

Mean  ejection  fraction 

46% 

53% 

0.3 

The  analysis  of  the  14 
perioperative  deaths  as  compared 
to  survivors  is  shown  in  Table  4. 
A patient  in  cardiogenic  shock 
following  angioplasty  failure  was 
significantly  more  likely  to  ex- 
pire following  emergent  CABG 
(P  = 0.02).  Neither  the  presence  of 
acute  MI  or  sex  was  significantly 
associated  with  perioperative 
mortality  rate.  Only  8 percent  of 
the  survivors  (3  of  39  patients) 
had  triple  vessel  CAD  while  21 
percent  (3  of  14  patients)  of  the 
perioperative  deaths  had  three 
vessel  disease  prior  to  PTCA. 
However,  this  was  not  a signifi- 
cant difference  {P  — 0.3). 


Thirty-eight  eligible  patients 
(97  percent)  were  contacted  for 
followup.  The  mean  interval  since 
CABG  was  12.8  months.  There 
was  one  late  mortality  for  a total 
mortality  rate  of  28  percent.  The 
NYHA  functional  class  of  the 
survivors  is  illustrated  in  Figure 
3.  Greater  than  90  percent  of  the 
patients  were  functioning  at  or 
above  NYHA  class  II.  Figure  4 is 
a schematic  representation  of  the 
outcome  of  the  1,625  consecutive 
angioplasties  in  this  study. 

DISCUSSION 

The  number  of  angioplasties 
performed  per  year  continues  to 


increase.  This  increased  utiliza- 
tion of  PTCA  will  lead  to  an  ex- 
panded group  of  patients  being 
referred  for  emergent  CABG  re- 
sulting from  either  the  failure  or 
complications  of  angioplasty.  In 
addition,  there  is  a trend  toward 
the  management  of  increasingly 
complex  lesions  by  angioplasty. 
Consequently,  a larger  number  of 
patients  with  increasingly  com- 
plex CAD  will  be  submitted  for 
emergent  CABG.  These  observa- 
tions lead  to  the  current  study  to 
identify  any  pre-  or  postproce- 
dural factors  associated  with  a 
poor  outcome  following  emergent 
CABG  for  PTCA  failure  with  the 
hope  of  further  refining  the  in- 
dications and  contraindications 
for  coronary  angioplasty  and 
subsequent  emergent  coronary 
bypass. 

Studies  of  patients  requiring 
CABG  following  PTCA  failure 
from  our  institution  have  been  re- 
ported.S9  Some  interesting  varia- 
tions from  an  earlier  population 
from  this  institution  compared  to 
the  present  study  (managed  by 
the  same  group  of  physicians)  are 
apparent.  Fifty-five  percent  of  the 
patients  in  the  current  study  met 
the  criteria  for  NYHA  class  IV 
prior  to  their  PTCA  compared  to 
4 percent  in  the  previous  study 
(P<0.0001).9  It  is  possible  that 
the  increased  mortality  noted  in 
the  present  study  is  due  in  part 
to  the  submission  of  a greater 
proportion  of  critically  ill  patients 
with  little  myocardial  reserve  to 
the  ischemic  insult  of  PTCA 
“crash”  prior  to  CABG.  At  the 
same  time,  interventional 
cardiologists  should  be  con- 
gratulated in  that  their  acute 
failure  rate  improved  markedly 
from  6.2  to  3.3  percent  in  the 
present  study.9 

The  reasons  for  angioplasty 
failure  in  our  study  are  similar  to 
those  reported  by  others.3,10'11  Our 
study  found  40  percent  of  the 
failures  were  due  to  either  acute 
occlusion  or  reocclusion,  25  per- 
cent were  due  to  secondary  or 
coronary  artery  dissection,  20 
percent  were  due  to  the  result  of 


388 


NEW  JERSEY  MEDICINE 


Figure  3.  Distribution  of  NYHA  functional  class  in  38  patients  one  year  after  CABG  for  failed  PTCA. 


Figure  4.  Outcome  of  1,625  consecutive  angioplasties. 


persistent  chest  pain  or  unstable 
angina,  3 percent  were  due  to 
inability  to  cross  the  lesion,  and 
the  remainder  were  due  to  more 
unusual  events  such  as  coronary 
artery  rupture,  cardiac  arrest, 
balloon  rupture,  and/or  entrap- 
ment. 

The  incidence  of  emergent 
CABG  following  PTCA  failure 
varies  in  the  literature  from  21  to 
2.3  percent.121’  The  most  recent 
report  of  the  National  Heart, 
Lung,  and  Blood  Institute  registry 
states  the  rate  of  emergent  CABG 
following  failed  PTCA  is  3.5  per- 
cent— virtually  identical  to  the  3.3 
percent  reported  in  our  study.14 
The  operative  mortality  rate  of  26 
percent  and  the  one  year  mortali- 
ty rate  of  28  percent  is  of  concern. 


This  is  an  increase  over  the  12 
percent  mortality  rate  previously 
reported  from  this  institution  in 
patients  requiring  emergent 
CABG  following  PTCA  failure  be- 
tween 1980  and  1986. 9 Mortality 
rates  varying  from  2 to  13  percent 
in  similar  studies  are  found  in  the 
older  literature.1213 15  However, 
the  previously  reported  series  fail 
to  account  for  the  cohort  of  pa- 
tients undergoing  PTCA  since 
1987  that  would  be  comparable 
with  the  present  population. 
Others  have  expressed  similar 
concern  over  the  increasingly 
complex  lesions  being  attempted 
by  PTCA.  Talley  noted,  “More  re- 
cent observations  from  our  in- 
stitution suggest  that  with  more 
complex  multivessel  obstructions 


the  incidence  of  Q wave  infarc- 
tion and  hospital  mortality  will  be 
significantly  higher  in  those  pa- 
tients who  undergo  emergency 
surgery  after  failed  elective 
PTCA.”16 

We  found  a significantly  higher 
operative  mortality  rate  in  pa- 
tients who  suffered  any  period  of 
cardiogenic  shock  between  PTCA 
and  emergent  CABG.  As  associa- 
tion between  operative  mortality 
and  multivessel  CAD  in  patients 
failing  PTCA  and  requiring 
emergent  CABG  has  been  re- 
ported.3,141,18  However,  this  was 
not  borne  out  in  the  present 
study.  Cardiogenic  shock  follow- 
ing PTCA  has  been  noted  to  be 
a frequent  accompaniment  of 
major  morbidity  and  mortality 
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following  emergent  CABG.192" 
Golding  found  a 57  percent  in- 
cidence of  postoperative  M I in  his 
unstable  emergent  CABG  pa- 
tients versus  a fO  percent  in- 
cidence in  those  patients  who  re- 
mained stable  between  PTCA 
failure  and  CABG.11 

The  overall  major  postoperative 
complication  rate  noted  here  (57 
percent)  is  similar  to  that  reported 
by  others  averaging  54  per- 
cent.31112 The  most  common  com- 
plication was  acute  MI  (23  per- 
cent). An  intra-aortic  balloon 
counterpulsation  device  was 
placed  preoperatively  in  32  per- 
cent of  the  series.  Preoperative 
IABP  was  used  for  postangioplas- 
ty chest  pain  in  ten  patients  (19 
percent)  and  in  seven  patients  (13 
percent)  for  post-PTCA  cardio- 
genic shock.  IABP  is  one  of  three 
devices  currently  being  studied  to 
allow  for  stabilization  prior  to  the 
institution  of  cardiopulmonary 
bypass.  The  other  two  devices  are 
the  perfusion  balloon  angioplasty 
(“bail  out”)  catheter  and 
percutaneous  femoral/femoral 
cardiopulmonary  bypass.12122  The 
“bail  out”  catheter  can  be  placed 
across  the  lesion  to  allow  for  ac- 
tive or  passive  perfusion  of  the 
distal  myocardium.  The  angio- 
plaster  also  may  try  to  leave  a 
wire  across  the  lesion  that  might 
allow  for  some  passive  perfusion 
distallv. 

A recent  report  addresses  this 
issue  and  suggests  strategies  to 
minimize  hemodynamic  instabili- 
ty in  the  catheterization  lab- 
oratory until  the  patient  can  be 
placed  on  cardiopulmonary 
bypass.23  The  fact  that  this  report 
shows  a significant  difference  in 
survival  based  on  hemodynamic 
status  prior  to  implementation  of 
cardiopulmonary  bypass  is 
crucial. 

The  distribution  noted  in  the 
NYHA  functional  class  of 
survivors  at  followup  in  this  study 
is  similar  to  an  earlier  reported 
experience.12  Our  data  suggest 
that  if  these  critically  ill  patients 
can  survive  to  discharge,  they  will 
achieve  a fairly  high  level  of  func- 


tion. It  appears  the  majority  of 
mortalities  occur  prior  to  hospital 
discharge. 

Until  the  results  of  the  ongoing 
prospective  randomized  trials  are 
available,  one  must  rely  on 
retrospective  reviews  and  nonran- 
domized  studies  to  plan  each  pa- 
tient’s myocardial  revasculariza- 
tion. In  a matched  series  of 
primary  PTCAs  versus  primary 
CABG  patients,  63  percent  of 
PTCA  patients  will  be  in  NYHA 
class  I or  II  after  three  years.  This 
compares  to  92  percent  of  the 
matched  patients  in  NYHA  class 
I or  II  following  primary  CABG.8 

Once  ischemia  occurs  during 
an  angioplasty,  the  specific 
maneuvers  in  the  catheterization 
laboratory  are  critical.  Crucial 
concerns  include:  how  persistent 
should  the  physician  be  in  at- 
tempting to  re-open  the  vessel? 
When  should  the  physician  place 
a “bail-out”  catheter?  When 
should  the  physician  place  an 
IABP?  When  should  a physician 
notify  the  operating  room?  How 
long  should  the  elapsed  interval 
be  from  occlusion  to  cardio- 

pulmonary bypass? 

SUMMARY 

This  report  found  an  operative 
mortality  rate  of  26  percent 

following  the  failure  of  a coronary 
angioplasty  procedure.  The  oc- 
currence of  any  period  of  hemo- 
dynamic instability  following 

PTCA  failure  was  significantly  re- 
lated to  operative  mortality.  The 
majority  of  patients  who  survive 
the  immediate  PTCA-CABG  post- 
operative period  will  function  at 
a fairly  high  level  one  year  after 
discharge.  Although  the  emergen- 
cy surgery  rate  following  failed 
PTCA  is  small  (3.3  percent),  it  is 
a complication  with  a devastating- 
ly  high  mortality  rate.  I 
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Michael  Nevins,  MD 


Medical  history: 
The  Neer  and 
Alexander  years 


Many  fine  physicians  have  practiced  in  the  Pascack  Valley,  but 
for  sheer  continuity  of  quality  medical  care  and  community 
service,  the  trio  of  Dr.  Neer,  Dr.  Samuel  Alexander,  and  Dr. 
Stewart  Alexander,  was  extraordinary.  Their  careers  can  be 
summed  up  as  professionalism  with  a face  and  with  a heart. 


Between  1865  and  1980, 
the  Pascack  Valley  was 
enriched  with  the 
services  of  three  ex- 
emplary physicians  whose  con- 
secutive careers  in  a single  prac- 
tice spanned  115  years.  Henry 
Neer,  MD,  was  the  area’s  first 
doctor  and  practiced  for  45  years. 
In  1911,  he  was  replaced  by 
Samuel  Alexander,  MD,  who  later 
passed  the  stethoscope  to  his  son, 
Stewart  Alexander,  MD,  who  con- 
tinued the  tradition  until  his  own 
retirement. 

During  those  years,  the 
Pascack  Valley  was  a microcosm 
of  what  was  happening  elsewhere, 
but  the  area  was  exceptional  be- 
cause of  the  continuum  of  care 
provided  by  these  three  men. 
This  long  span  paralleled  the 
evolution  of  American  medicine 
from  a crude  and  distinctly  unsci- 
entific profession  to  its  present 
status  of  technical  brilliance. 
Each  of  these  doctors  was  among 
the  best  of  their  era  and  had  en- 
viable humanistic  qualities  that 
today,  often  seem  to  have  been 
forgotten. 

Henry  C.  Neer,  MD.  Dr.  Neer 
was  bom  in  1838.  In  1865,  soon 
after  becoming  a physician,  he 
moved  to  what  was  called 
Pascack.  He  was  the  first  doctor 


in  the  area  at  a time  when  there 
were  fewer  than  a dozen  physi- 
cians in  all  of  Bergen  County.  He 
quickly  won  the  confidence  of  the 
rural  community  and  earned  a 
reputation  as  an  industrious  and 
painstaking  physician  always  will- 
ing to  respond  to  calls.  It  was  said 
that  Dr.  Neer  “gave  more  hours 
of  the  24’  and  traversed  a wider 
territory  than  any  other  physician 
in  the  county.  He  travelled 
everywhere  by  horse  and  buggy 
and  rarely  had  the  opportunity  to 
take  a vacation.  Nevertheless,  he 
found  time  for  reading  and  for 
study,  accumulated  a large 
medical  library,  and  kept  abreast 
of  the  latest  medical  advances. 

Dr.  Neer  was  a paragon  of  the 
19th  century  family  doctor;  also, 
he  was  the  local  dentist,  veterinar- 
ian, and  pharmacist.  He  dis- 
pensed prescriptions  from  his 
own  drug  room  and  invented  and 
patented  a pill-coating  machine  to 
help  patients  swallow  potions. 
Beyond  medical  practice,  he  was 
an  accomplished  musician,  a 
piano  salesman,  the  leader  of  the 
church  choir,  and  the  first  mayor 
of  Park  Ridge.  He  also  served  for 
three  terms  as  president  of  the 
Bergen  County  Medical  Society. 

Dr.  Neer  was  a meticulous  ob- 
server and  recorded  his  office 


notes  in  huge  ledgers.  One  of 
these  ledgers  contained  over 
19,000  handwritten  prescriptions 
administered  to  more  than  1,200 
patients  between  1884  and  1909. 
Another  ledger  contained  entries 
on  more  than  2,000  obstetrical 
home  deliveries  performed  on 
local  kitchen  tables. 

In  1983,  Stewart  Alexander, 
MD,  wrote,  “The  courage  and 
physical  endurance  of  this 
pioneer  should  evoke  our  deep 
admiration.  His  dedication  did 
much  to  create  the  image  of  the 
good  physician  who  was 
respected,  honored,  and  beloved 
by  the  people  he  served.’ 1 

When  Dr.  Neer  became  ill,  his 
friend  and  colleague,  Dr.  David 
St.  John,  founder  of  Hackensack 
Hospital,  sent  an  intern  to  Park 
Ridge  to  assume  the  old  doctor’s 
practice.  The  young  man  was 
Samuel  Alexander,  MD,  23  years 
old,  who,  because  of  a lung  ail- 
ment, moved  from  Long  Island  to 
Hackensack  to  take  advantage  of 
the  healthier  climate  in  New 
Jersey. 

Samuel  Alexander,  MD.  Dr. 
Alexander  was  bom  on  February 
22,  1888,  the  oldest  son  of  an 
immigrant  family.2  He  began 
working  at  five  years  of  age,  sell- 
ing newspapers  to  help  feed  the 
family.  Paralleling  his  work  and 
studies  was  a fondness  for  sports. 
He  ran  for  exercise,  almost  a cen- 
tury before  it  became  fashionable, 
and  was  devoted  to  baseball.  He 
played  hardball  without  a glove; 
broken  fingers  did  not  diminish 
his  love  for  the  game  and  he  re- 
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Figure.  Samuel  Alexander,  MD,  was  the  153rd  president  of  the 
Medical  Society  of  New  Jersey,  serving  in  1945. 


mained  a lifelong  fan.  But 
medicine  was  his  goal  and 
through  hard  work  he  earned 
enough  credits  to  be  admitted  to 
Long  Island  Hospital  College  of 
Medicine,  graduating  in  1910. 

Originally,  Dr.  Alexander  was 
to  become  Dr.  St.  John’s  partner, 
but  when  Dr.  Neer  became  ill, 
the  young  doctor  was  sent  to  Park 
Ridge  to  continue  the  practice. 
Dr.  Neer’s  horse  and  buggy  soon 
gave  way  to  a 1911  Ford, 
although  each  spring  the  oxen 
were  hitched  up  to  pull  the  auto- 
mobile out  of  the  mud.  Like  Dr. 
Neer,  Dr.  Alexander  had  a large 
obstetrical  practice,  but  recogniz- 
ing that  home  deliveries  had  their 
limitations,  Dr.  Alexander  helped 
to  establish  the  area’s  first 
maternity  home. 

From  the  outset,  Dr.  Alexander 
was  active  in  professional  affairs 
and  was  a stabilizing  influence  on 
the  practice  of  medicine.  He  was 
president  of  the  local  board  of 


health  for  almost  20  years,  presi- 
dent of  the  county  medical  socie- 
ty, and  president  of  the  state 
medical  society  (Figure).  He  was 
instrumental  in  organizing  Ber- 
gen Pines  County  Hospital,  con- 
verting it  from  a specialized  tu- 
berculosis center  to  a general 
hospital  and  served  for  decades 
on  the  hospital  board. 

His  son  wrote,  “Father 
preached  to  organized  medicine 
that  change  was  the  nature  of  life 
and  human  relationships  and  that 
change  was  inevitable.  He  ad- 
vised never  to  be  afraid  of  change 
and  believed  that  medical  leaders 
should  be  in  the  forefront  in  guid- 
ing change  into  its  most  beneficial 
and  productive  pathway.  He 
ardently  believed  that  physicians 
should  participate  in  government 
at  all  levels  and  should  learn  the 
art  of  transmitting  theory  into 
practical  legislation  and  pro- 
cedure. . . . Integrity,  courage, 
fairness,  and  compassion  were 


basic  to  all  his  concepts.  He  said 
it  is  not  wise  for  a man  to  ac- 
cumulate great  material  wealth; 
better  is  it  to  accumulate  wisdom, 
understanding,  and  compassion.’’ 

Stewart  Alexander,  MD.  Dr. 
Stewart  Alexander  was  born  on 
August  30,  1914,  in  Park  Ridge. 
He  was  a product  of  the  local 
school  system  where  he  excelled 
in  science.  At  Dartmouth  College, 
he  showed  such  an  aptitude  for 
laboratory  work  that  his  biology 
professors  helped  him  set  up  a 
laboratory;  by  his  junior  year  he 
was  assisting  instructors  at  the 
medical  school.  After  Dartmouth, 
he  earned  his  medical  degree 
from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons 
in  1937  and  then  did  postgraduate 
work  at  Bellevue. 

Dr.  Stewart  Alexander  s 
medical  career  was  cut  short  by 
the  onset  of  the  war  and  in  1940 
he  enlisted  as  a captain  in  the 
United  States  Army.  Because  of 
his  chemistry  background,  he  was 
put  in  charge  of  a division  of  the 
Medical  Research  Laboratory  at 
Edgewood  Arsenal  in  Maryland. 
The  laboratory  studied  chemical 
agents  and  his  section  studied 
prevention  and  treatment  of  in- 
juries from  exposure  to  chemical 
agents,  particularly  mustard  gas, 
used  in  World  War  I. 

In  1943,  General  Eisenhower 
requested  an  expert  on  chemical 
warfare  to  be  assigned  to  his  staff. 
On  December  2,  1943,  there  was 
a major  harbor  disaster  in  the 
British-held  port  of  Bari,  Italy. 
The  Luftwaffe  had  bombed 
United  States  and  English  ships 
and,  in  addition  to  enormous 
destruction,  military  personnel 
were  dying  in  great  numbers  — for 
unknown  reasons.  It  was 
suspected  that  the  Germans  had 
used  poison  gas.  Dr.  Stewart 
Alexander  was  flown  to  Bari  to 
investigate  and  found  16  ships 
totally  destroyed,  4 ships 
damaged,  and  hospitals  overflow- 
ing with  casualties.  The  hospital 
wards  had  a pervasive  odor  of 
garlic  that  Dr.  Stewart  Alexander 
recognized  from  his  laboratory  in 
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Maryland  as  the  typical  smell  of 
mustard  gas. 

Aware  that  the  allies  had  secret 
supplies  of  mustard  gas  in  case 
they  would  have  to  retaliate  to 
chemical  attack,  he  asked  if  there 
had  been  any  on  the  allied  ships. 
The  British  replied  in  the 
negative.  Dr.  Stewart  Alexander 
replied:  “There’s  no  way;  they 
couldn’t  drop  enough  gas  to  do  all 
this  damage.”  Determined  to 
prove  his  diagnosis,  he  arranged 
for  a diver  to  be  sent  into  the 
harbor  to  look  for  evidence.  The 
diver  came  back  with  bomb  shell 
fragments  with  the  markings  of 
American-made  mustard  gas. 

Dr.  Stewart  Alexander  was  con- 
cerned that  people  were  dying 
because  the  true  nature  of  their 
injuries  was  being  suppressed 
and  proper  treatment  denied.  He 
sent  cables  to  Prime  Minister 
Churchill  and  to  President  Roose- 
velt explaining  that  the  injuries 
were  due  to  mustard  gas  from  the 
Allies  supplies.  Roosevelt  re- 
plied, “Keep  me  informed,  but 
Churchill  said,  “There  was  no 
mustard  gas  at  Bari. 

When  Dr.  Stewart  Alexander 
returned  to  Algiers,  his  report 
cited  616  mustard  gas  casualties 
with  83  deaths,  but  the  report 
never  was  officially  acknowl- 
edged. Privately,  his  colleagues 
praised  his  work  as  a landmark  in 
the  history  of  mustard  gas  poison- 
ing. The  United  States  Army 
wanted  to  decorate  him,  but  the 
British  objected,  arguing  that 
it  would  raise  too  many  ques- 
tions and  might  be  embarassing. 
Out  of  deference  to  Prime 
Minister  Churchill,  the  Ameri- 
cans dropped  the  whole  matter. 

The  story  remained  unknown 
until  1971,  when  a book  written 
by  Glenn  Infield,  Disaster  at  Bari, 
described  the  events  and  the  cov- 
erup  although  the  official  records 
remained  classified.  Then,  in 
1986,  an  enterprising  young  Ari- 
zona high  school  student, 
Nicholas  Spark,  heard  about  the 
disaster  and  wrote  about  it  for  a 
national  naval  history  essay  con- 
test. He  interviewed  Dr.  Alex- 


ander several  times  and  won  the 
contest.  Nicholas  Spark  did  not 
stop  there.  Indignant  about  how 
the  Bari  disaster  had  been  han- 
dled, he  wanted  to  correct  an  his- 
torical injustice.  Mr.  Spark  called 
his  state  senator  who,  in  turn, 
contacted  Senator  Bill  Bradley. 
On  May  20,  1988,  the  Surgeon 
General  of  the  United  States 
Army  presented  Dr.  Alexander 
with  a certificate  of  appreciation 
at  a ceremony  in  Washington, 
DC. 

For  35  years  until  his  retire- 
ment, Dr.  Stewart  Alexander 
practiced  internal  medicine  and 
cardiology  in  the  family  home  that 
his  father  had  built.  He  was  a 
beloved  physician:  warm,  com- 
passionate, and  wise.  Among 
many  offices  held,  he  served  as 
president  of  the  county  medical 
society,  the  Academy  of  Medicine 
of  New  Jersey,  and  the  Bergen 
County  Heart  Association,  direc- 
tor of  medicine  at  Bergen  Pines 
County  Hospital  from  1957  to 
1974,  and  trustee  and  member  of 
boards  and  advisory  councils  of 
many  community  organizations. 

Dr.  Stewart  Alexander’s  in- 
spirational story  did  not  end  with 
his  retirement  in  1980.  Indeed, 
the  next  decade  was  a period  of 
a different  kind  of  productivity. 
He  started  a unique  summer  pro- 
gram where  college  students  from 
local  communities  could  spend  six 
weeks  at  Paseack  Valley  Hospital 
and  obtain  first-hand  exposure  to 
the  opportunities  and  stresses 
they  would  encounter  if  they 
chose  to  enter  the  health  care 
field.3  The  program  was  a great 
success.  The  students  learned  to 
love  and  respect  their  cheerful 
mentor  who  had  so  much  wisdom 
to  share  and  who  took  personal 
interest  in  each  student. 

CONCLUSION 

Over  the  years,  many  fine 
physicians  practiced  in  the 
Pascack  Valley,  but  for  sheer  con- 
tinuity of  quality  medical  care  and 
community  service,  the  trio  of 
Drs.  Neer,  Alexander,  and  Alex- 
ander truly  was  extraordinary.  A 


century  ago  Boston’s  Francis 
Weld  Peabody  declared,  “One  of 
the  essential  qualities  of  the  clini- 
cian is  interest  in  humanity,  for 
the  secret  of  the  care  of  the  pa- 
tient is  in  caring  for  the  patient.” 
Dr.  Neer  and  his  two  successors 
certainly  proved  the  point. 
Perhaps  their  careers  can  best  be 
summed  up  as  professionalism 
with  a face  and  with  a heart.  H 
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MRI  and  CT  features 
cystic 


sease 


Michael  L.  Steinberg,  MD 
Richard  B.  Ruchman,  MD 
Walter  S.  Rose,  MD 
Ferris  Ginsberg,  DO 


The  authors  report  two  cases  of  polycystic  liver  (PCL)  disease 
with  no  other  organ  involvement.  PCL,  an  uncommon  disease 
that  usually  is  asymptomatic,  was  diagnosed  using  computed 
tomography  for  one  patient  and  magnetic  resonance  imaging 
for  the  other  patient. 


Polycystic  liver  (PCL)  dis- 
ease is  an  uncommon  dis- 
ease that  usually  is 
asymptomatic  and  often 
unsuspected  clinically.1  We  re- 
port two  cases  of  primary  PCL 
with  no  other  organ  involvement, 
which  were  diagnosed  using  com- 
puted tomography  (CT)  and 
magnetic  resonance  imaging 
(MRI). 

CASE  REPORTS 

Case  report  1.  A 68-year-old 
woman  complained  of  right  upper 
quadrant  and  epigastric  pain  for 
40  years.  She  described  recent 
tenderness  over  her  right  rib 
cage.  There  was  no  family  history 
of  polycystic  disease.  On  physical 
examination,  the  patient  had  a 
protuberant  abdomen.  Her  liver 
was  firm  and  palpable  8 cm  below 
the  xiphoid  and  4 cm  below  the 
right  mid-clavicular  line.  No 
masses  or  tenderness  were  ap- 
preciated. Liver  function  tests 
were  normal.  Plain  film  of  the 
abdomen  (Figure  1)  revealed 
calcification  in  the  right  upper 
quadrant.  CT  of  the  abdomen 
(Figure  2)  revealed  multiple  cysts 
in  the  liver  consistent  with  PCL 
without  other  organ  involvement. 

Case  report  2.  A 32-year-old 
woman  presented  with  a two- 


month  history  of  left  upper 
quadrant  abdominal  pain.  She 
also  complained  of  difficulty  eat- 
ing and  lying  down  at  night.  On 
physical  examination,  a very  large 
upper  abdominal  mass  extended 
across  the  entire  abdomen  and 
below  the  umbilicus.  Liver  func- 
tion tests  were  normal.  MRI  re- 


vealed numerous  homogeneous 
hepatic  lesions  that  were  low  in- 
tensity on  Tl-weighted  imaging 
and  high  intensity  on  T2-weight- 
ed  imaging,  a pattern  consistent 
with  cysts  (Figures  3 and  4).  No 
other  organ  involvement  was 
noted.  CT  performed  at  another 
institution  was  reportedly  consis- 
tent with  PCL  as  well. 

DISCUSSION 

PCL  is  an  uncommon  entity 
and  has  been  encountered  as  an 
incidental  finding  at  surgery  or  at 
autopsy  before  the  advent  of  CT 
and  ultrasound.  Melnick  reported 


Figure  1.  Plain  film  of  the  abdomen  reveals  curvilinear  calcification  in  the 
region  of  the  liver. 
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Only  about  15  percent  of  cases 
of  PCL  are  symptomatic.  Signs 
and  symptoms  include  abdominal 
pain,  dyspepsia,  abdominal  mass, 
and  hepatomegaly.3'  PCL  may 
simulate  gallbadder  disease  with 
jaundice  secondary  to  extra- 
hepatic  biliary  obstruction.339 
PCL  with  cystic  duct  occlusion 
from  an  intraluminal  cyst  also  has 
been  reported.10  Other  complica- 
tions of  PCL  include  infection  of 
liver  cysts,  hemorrhage  into  cyst, 
portal  hypertension,  liver  failure, 
and  cholangiocarcinoma. 11 

Diagnosis  of  hepatic  cysts  on 
CT  is  based  on  the  appearance  of 
a nonenhancing,  fluid  density 
lesion  with  a thin,  well-defined 
wall.  In  PCL,  multiple  cysts  vary- 
ing in  size  from  several  mms  to 
several  cms  are  found  on  CT.12 
Large  cysts  may  be  multiseptated. 
Coalescence  of  larger  cysts  may 
distort  the  shape  of  individual 
cysts  so  they  appear  septated.7 

Classically,  hepatic  cysts  have 
an  attenuation  coefficient  near 
zero.  However,  technical  factors 
such  as  volume  averaging  or 
calibration  drift  can  falsely  elevate 
the  attenuation  coefficient  of  a 
cyst.  Hemorrhage,  debris,  and  in- 
fection may  produce  an  increase 
in  the  density  of  a benign  cyst  and 
may  lead  the  interpreter  to  an 
inaccurate  conclusion.13 

Calcification  is  a nonspecific 
finding  that  may  occur  in  liver 
tumors  and  cysts.  Peripheral 
calcifications  may  occur  with  sim- 
ple hepatic  cysts,  although  they 
also  may  occur  with  echinococcal 
cysts  and  lymphangiomas,  and 
around  the  margins  of  malignant 
lesions  following  intra-arterial 
chemotherapy.13 

Ultrasound  has  been  advocated 
as  a useful  compliment  to  CT  in 
the  diagnosis  of  hepatic  cysts. 
Federle  reported  a case  where 
CT  demonstrated  multiple  cystic 
lesions  with  a thin-walled  appear- 
ance and  an  attenuation  value  of 
zero.  Sonography  of  this  patient 
demonstrated  wall  thickening, 
mural  nodules,  and  fluid-fluid 
levels.  At  autopsy,  it  was  de- 
termined to  be  metastatic. 


Figure  2.  CT  of  the  abdomen  demonstrates  multiple  low  attenuation  hepatic 
lesions  containing  peripheral  calcification. 


Figure  3.  Transverse  Tl-weighted  MRI  of  the  abdomen  demonstrates  multiple 
low-signal  homogeneous  lesions  in  the  midst  of  higher  signal  liver. 


an  incidence  of  1 per  687 
autopsies.2 

PCL  primarily  is  congenital  in 
nature,  inherited  as  an  autosomal 
dominant  trait  more  common 
among  females.  PCL  is  associated 
with  an  increased  incidence  of 
polycystic  renal  disease,  cerebral 
aneurysms,  pancreatic  cysts,  and 
splenic  cysts.3  Though  the  as- 
sociation of  PCL  and  polycystic 
renal  disease  is  well  known,  there 
may  be  separate  genes  or  a vari- 
able expression  of  a single  gene 
for  PCL  and  polycystic  renal  dis- 
ease.4 Our  imaging  modalities 
demonstrated  no  renal  cysts  in 
either  of  the  two  patients. 

The  etiology  of  PCL  is  unclear. 


It  generally  is  considered  to  be  an 
embryological  maldevelopment 
producing  excess  intralobular 
ducts  whose  connection  with  the 
ductal  system  may  be  severed. 
Failure  of  the  ducts  to  involute 
and  subsequent  fluid  accumula- 
tion leads  to  cyst  formation.3 
Sanfelippo  reported  that  in  50 
percent  of  patients  with  con- 
genital cysts,  the  walls  of  the  cysts 
contained  bile  duct  tissue,  lend- 
ing support  to  this  hypothesis.5 

Generally,  cysts  do  not  become 
apparent  until  adult  life.  The  ex- 
planation for  this  is  unknown.  A 
capacity  for  epithelial  secretion  of 
proteins  may  play  a role  in  the 
enlargement  of  the  cysts.6 
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Figure  4.  Transverse  T2-weighted  MRI  of  the  abdomen  demonstrates  multiple 
high-signal  homogeneous  lesions. 


undifferentiated  small  cell 
carcinoma.14 

MRI  in  the  second  patient  re- 
vealed multiple,  well-circum- 
scribed lesions  that  bore  similar 
characteristics  to  simple  cysts. 
The  lesions  varied  in  size  and  had 
similar  signal  characteristics.  A 
uniform  increase  in  signal  was  ob- 
served going  from  T1 -weighted 
imaging  through  proton  density  to 
T2-weighted  imaging.  Portions  of 
remaining  “normal  liver  de- 
monstrated different  signal 
characteristics  than  the  cystic 
areas,  having  a higher  signal  on 
both  T1 -weighted  imaging  and 
T2-weighted  images. 

CT  in  the  first  patient  de- 
monstrated a rim  of  calcification 
around  a large  cyst  that  was  evi- 
dent on  the  plain  film.  A disad- 
vantage of  MRI  in  this  patient  is 
that  this  calcification  would  ap- 
pear as  a signal  void. 

Davis  reported  a ease  of  PCL 
in  which  MRI  demonstrated 
several  thin-walled  structures  that 
were  very  low  intensity  on  Tl- 
weighted  imaging  and  increased 
intensity  on  T2-weighted  images. 
They  found  the  very  low  intensity 
structures  to  become  isointense 
with  the  residual  liver  tissue  on 
the  proton  density  weighted  im- 
ages.15 In  contrast,  we  found  the 
residual  liver  tissue  to  be  higher 
in  intensity  than  the  cysts. 

Wilcox  reported  a case  of  MRI 
of  a hemmorhagic  hepatic  cyst  in 
a patient  with  PCL.16  They  found 
that  cysts  containing  blood, 
mucin,  and  fat  display  shortened 
T1  and  prolonged  T2  relaxation 
times  in  contrast  to  the  MRI 
characteristics  of  simple  cysts. 

We  prefer  contrast-enhanced 
CT  over  MRI  for  investigating 
PCL  due  to  the  reduced  cost  and 
faster  scan  time  of  CT.  However, 
in  selected  patients,  such  as  those 
with  contrast  hypersensitivity, 
MRI  may  be  more  appropriate. 
MRI  is  a useful  modality  in  the 
diagnosis  of  PCL.  Standard  axial, 
coronal,  and  sagittal  MRI  in  the 
second  patient  demonstrated  the 
tremendous  liver  enlargement  in 
multiple  planes.  Other  modalities 


that  may  be  used  to  assist  in  the 
diagnosis  include  sonography  and 
percutaneous  aspiration.14  H 
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Infectious  disease  rounds: 
Pneumonia  due  to 
Aspergillus 

John  C.  Ahrens,  MI) 
Mark  J.  DiNubile,  MD 


Angioinvasive  fungi,  like  Aspergillus,  can  cause  invasive 
infections  in  patients  immunosuppressed  by  steroid  therapy. 
Pulmonary  infarction,  manifested  as  pleuritic  chest  pain, 
frequently  results  from  in  situ  thrombosis  and  is  characteristic 
of  Aspergillus  pneumonia. 


A 63-year-old  woman  with 
a history  of  multiple 
myeloma  was  transferred 
from  an  outlying  hospital 
for  treatment  of  spinal  cord  com- 
pression. During  an  evaluation  for 
anemia  11  months  earlier, 
myeloma  was  diagnosed.  Initially, 
the  patient  received  six  courses  of 
melphalan  and  prednisone  that 
were  completed  four  months 
before  admission. 

Her  past  medical  history  in- 
cluded two  episodes  of  communi- 
ty-acquired pneumonia  in  the 
past  18  months.  The  more  recent 
infection,  five  months  before  ad- 
mission, involved  the  right  lower 
lobe  and  resolved  after  treatment 
with  a cephalosporin. 

The  patient  presented  with  a 
three-day  history  of  lower  ex- 
tremity weakness  and  pares- 
thesias, followed  by  urinary  reten- 
tion. Magnetic  resonance  imaging 
of  her  lumbosacral  spine  dis- 
closed epidural  cord  compression. 
She  was  started  on  high-dose  in- 
travenous dexamethasone  (25  mg 
every  6 hours)  and  transferred  to 
Cooper  Hospital  for  emergency 
radiotherapy.  At  this  time,  she 
complained  only  of  pelvic  pain. 
She  was  afebrile.  Physical  ex- 
amination revealed  a systolic 
murmur  at  the  cardiac  apex,  clear 


lungs,  a benign  abdomen,  and 
weakness  in  both  lower  ex- 
tremities. Her  white  blood  count 
(WBC)  was  7,300  cells/mm3  with 
a normal  differential  count. 

While  receiving  dexameth- 
asone and  radiotherapy,  she  im- 
proved neurologically.  After  a 
week,  a gradual  taper  of  her 
steroid  therapy  was  begun.  On 
hospital  day  20,  the  patient 
abruptly  became  febrile  to 
102. 8°F.  A chest  radiograph  dis- 
closed multiple  nodular  infiltrates 
(Figure  1)  and  an  infectious  dis- 
ease consultation  was  requested. 

The  consultant  found  a well- 
appearing female  who  com- 
plained of  two  days  of  intermit- 
tent right-sided  chest  pain  lasting 
for  several  minutes,  occurring  two 
to  three  times  per  day.  The  pain 
was  sharp,  worsened  by  inspira- 
tion, and  unaccompanied  by 
cough  or  dyspnea.  Physical  ex- 
amination now  was  remarkable 
for  a small  amount  of  oral  thrush 
and  a few  coarse  inspiratory  rales 
along  the  right  lateral  chest  wall. 
Her  WBC  was  2,300  cells/mm3 
with  42%  neutrophils  and  54% 
band  forms. 

During  the  subsequent  week  of 
observation,  the  patient  de- 
veloped daily  fevers  ranging  from 
101°F  to  103°F,  and  the  pleuritic 


chest  pain  slowly  worsened  with- 
out the  appearance  of  cough  or 
dyspnea.  A repeat  chest  film 
showed  increased  nodular 
densities  (Figure  2).  Computed 
tomography  (CT)  of  the  chest  cor- 
roborated the  presence  of  multi- 
ple, mostly  pleural  based,  nodular 
infiltrates  (Figure  3). 

On  hospital  day  30,  a trans- 
thoracic needle  aspiration  under 
CT  guidance  was  performed.  A 
microscopic  view  of  the  aspirate 
stained  for  fungi  demonstrated 
septate,  dichotomously  branching 
hyphae  (Figures  4 and  5).  Bacteri- 
al and  acid-fast  smears  and  cul- 
tures were  negative,  but  the 
fungal  culture  grew  Aspergillus 
fumigatus.  Amphotericin  B was 
begun  at  0.8  mg/kg/day  in- 
travenously; fever  and  chest  pain 
abated  over  the  following  week.  A 
cumulative  dose  of  3 gm  was  ad- 
ministered with  substantial  clear- 
ing of  her  radiologic  abnormalities 
(Figure  6). 

DISCUSSION 

Aspergillus  species,  including 
A.  fumigatus,  A.  flavus,  and  A. 
niger,  are  saprophytic  soil  fungi, 
ubiquitous  in  the  environment 
and  worldwide  in  distribution. 
The  mold  proliferates  on  decaying 
vegetation;  the  Blastoconidia  be- 
come aerosolized  and  are  inhaled. 
In  the  immunocompetent  host, 
macrophages  engulf  the  conidia 
and  prevent  the  formation  of 
fungal  hyphae  in  tissue.  II  an 
overwhelming  inoculum  or  im- 
paired macrophage  function  allow 
hyphal  invasion,  neutrophils  be- 
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Figure  1.  Chest  radiograph  showing  the  evolution  of  patient’s  Aspergillus  pneumonia  on  hospital  day  20. 


Figure  2.  Radiograph  of  the  same  patient  on  hospital  day  35. 
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Figure  3.  Computed  tomogram  of  patient’s  chest  taken  on  hospital  day  22. 


Figure  4.  Silver  stain  of  lung  aspirate  from  the  patient  obtained  on  hospital 
day  30. 


come  the  primary  defense.  The 
spectrum  of  respiratory  disease 
caused  by  Aspergillus  can  be 
divided  into  three  categories:  col- 


onization of  anatomic  dead  space 
with  the  development  of  a mix- 
ture of  host-derived  inflammatory 
products  and  mats  of  filamentous 


fungal  elements,  sometimes  re- 
sulting in  a “fungus  ball”  or 
aspergilloma;  superficial  large  air- 
way colonization  causing  a hyper- 
sensitivity reaction,  as  seen  in  al- 
lergic bronchopulmonary  asper- 
gillosis; and  invasive  disease,  usu- 
ally occurring  in  the  immunosup- 
pressed  host  and  presenting  as 
pneumonia  with  or  without  dis- 
semination. 

Invasive  aspergillosis  is  a well- 
described  source  of  severe 
morbidity  and  mortality  in  pa- 
tients with  hematologic  malignan- 
cies. Prolonged  and  profound 
granulocytopenia  is  the  best  ap- 
preciated predisposition  for  the 
development  of  this  life-threaten- 
ing infection.12  Subsequently, 
corticosteroid  therapy  was  rec- 
ognized as  a major  risk  factor.3-’ 
Most  HIV-infected  patients  who 
develop  invasive  aspergillosis 
have  had  other  predisposing  fac- 
tors, but  a subpopulation  of  these 
patients  have  no  identifiable  risk 
factor  outside  of  HIV  infection.6 ' 
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Thus,  both  the  phagocytic  de- 
fense and  cell-mediated  immunity 
protect  the  host  from  this  ubiqui- 
tous pathogen.  In  addition,  there 
have  been  a few  reports  of 
Aspergillus  infections  in  apparent- 
ly immunocompetent  hosts.8'10 

Patients  with  invasive  pul- 
monary aspergillosis  typically 
present  with  fever,  dyspnea, 
cough,  and  pleuritic  chest  pain, 
often  accompanied  by  rales  or  a 
friction  rub.  The  onset  can  be 
acute,  subacute,  or  chronic,  and 
in  the  typical  setting  of  a 
granulocytopenic  leukemic  pa- 
tient is  heralded  by  persistent 
fever  despite  broad-spectrum 
antibiotic  therapy.  Pleural-based 
nodular  or  wedge-shaped  in- 
filtrates can  be  seen  on  chest 
radiographs.  In  the  neutropenic 
patient,  radiologic  changes  may 
not  be  obvious. 

Aspergillus  is  an  angioinvasive 
mold;  it  has  a predilection  for  in- 
vasion of  blood  vessels.  The  entire 
syndrome  may  mimic  pulmonary 
embolus  but  is  a result  from 
thrombosis  in  situ  with  subse- 
quent infarction.  Originally 
described  as  a characteristic 
symptom  in  granulocytopenic  pa- 
tients with  Aspergillus 
pneumonia,1  pleuritic  chest  pain 
also  is  a common  presenting  com- 
plaint in  nongranulocytopenic 
hosts.4'5'9'10  In  the  appropriate 
clinical  context,  pleuritic  chest 
pain  distinguishes  Aspergillus  and 
other  angioinvasive  fungi  like 
Mucor  from  most  opportunistic 
causes  of  pneumonia. 

Our  patient  was  not  granulo- 
cytopenic during  hospitalization, 
although  she  may  have  been 
neutropenic  during  initial 
chemotherapy  six  months  earlier. 
Although  she  had  not  taken  pred- 
nisone for  four  months  before  the 
current  admission,  she  did  re- 
ceive high-dose  corticosteroids 
for  three  weeks  preceding  the 
onset  of  fever.  The  presence  of 
abnormalities  on  the  admission 
chest  radiograph  followed  by  the 
appearance  of  expanding  in- 
filtrates in  the  same  areas 
(Figures  1,  2,  7)  suggests  that  the 


Figure  5.  Fluorescent  ealcofluor  stain  of  a respiratory  specimen  obtained  by 
bronchoscopy  from  a leukemic  patient  with  neutropenia,  dyspnea,  chest  pain, 
and  recurrent  fever  despite  broad-spectrum  antibacterial  therapy. 


Figure  6.  Radiograph  of  the  patient  near  the  conclusion  of  therapy.  The  patient 
was  administered  a cumulative  dose  of  3 g amphotericin  B,  with  substantial 
clearing  of  radiologic  abnormalities. 
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Figure  7.  Patient’s  radiograph  on  admission.  Arrows  highlight  corresponding  radiologic  abnormalities  seen 
on  admission  that  subsequently  progressed  while  the  patient  was  on  steroid  therapy. 


patient  reactivated  a quiescent  in- 
fection originally  acquired  during 
a prior  period  of  immunosup- 
pression produced  by  the  initial 
chemotherapy  for  multiple 
myeloma. 

Despite  progressive  pulmonary 
infiltrates,  she  never  complained 
of  cough  or  dyspnea.  The  only 
clinical  clues  to  the  diagnosis 
were  fever  and  pleuritic  chest 
pain.  Radiologic  studies  revealed 
pleural-based  infiltrates  consis- 
tent with  the  diagnosis  of  pul- 
monary infarction. 

CONCLUSIONS 

Both  neutropenia  and  impaired 
cell-mediated  immunity,  as  exists 
in  persons  infected  with  HIV  or 
treated  with  high-dose  steroids, 
predispose  to  invasive  disease 
with  Aspergillus.  The  angio- 
tropism  of  Aspergillus  explains 
the  frequent  occurrence  of 
pleuritic  chest  pain  (associated 
with  a friction  rub  and/or 
peripheral  infiltrates)  in  patients 
with  Aspergillus  pneumonia.  In 
the  appropriate  clinical  setting, 


pleuritic  chest  pain  should  sug- 
gest the  diagnosis  of  invasive 
pulmonary  aspergillosis.  H 
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History  of  medicine: 

Renaissance  Medical 
Learning 

Morris  H.  Saffron,  MD,  PhD 


Written  by  nine 
scholars  in  the  field 
of  medieval  and 
early  Renaissance 
medicine,  Renaissance  Medical 
Learning  (Michael  R.  McVaugh 
and  Nancy  G.  Siraisi  (eds),  Osiris 
Second  Series,  Volume  6,  1990)  is 
intended  for  individuals  with  a 
background  in  history.  Not  all  the 
essays  will  command  equal  atten- 
tion by  the  average  reader.  The 
textbook  opens  with  an  essay  by 
Professor  Jerome  J.  Rylebyl,  an 
erudite  but  somewhat  academic 
discussion  of  the  Greek  term 
physica,  or  natural  science, 
through  its  various  modifications 
until  its  latter  day  affinity  with 
knowledge  of  the  human  body 
and  its  diseases. 

In  the  second  essay,  Professor 
Mark  D.  Jordan  shows  again  that 
the  School  of  Chartres  as  well  as 
that  of  Salerno  produced  very 
early  commentaries  on  the 
articella,’  a famous  group  of  texts, 
including  an  introduction  by  the 
9th  century  Arab  Johannitius, 
which  was  meant  to  serve  as  a 
vade  mecum  for  the  professional. 
At  one  point,  Professor  Jordan 
questions  “whether  the  develop- 
ment of  the  medical  curriculum 
ought  properly  be  considered 
Salernitan  at  all,”  but  later  he 
seems  to  revert  to  the  accepted 
view  that  it  was  indeed  the  arrival 
at  Salerno  of  the  Constantinian 
translations  that  sparked  the 
growth  of  the  school,  as 
evidenced  by  the  commentaries 
of  such  famous  12th  century 
masters  as  Archimatheus, 


Rartolomeus,  Musandinus,  and 
Maurus. 

Professor  Michael  McVaugh 
then  takes  us  to  the  rival  school 
of  Montpellier  that  absorbed  the 
new  Galen’  through  the  writings 
of  such  masters  as  Arnold  of  Vil- 
lanova,  John  of  St.  Amand,  and 
Bernard  of  Gordon.  The  former 
was  influenced  by  the  recently 
translated  “Canon  of  Avicenna 
that  emphasized  professional  ex- 
perience and  therapeutic  efficacy 
in  making  judgments,  as  opposed 
to  the  staunchly  Aristotelian  Aver- 
roes  with  his  major  emphasis  on 
philosophy. 

The  fourth  essay  written  by 
Luis  Garcia- Ballester,  Lola  Ferre, 
and  Eduard  Feliu  discusses  the 
Jewish  presence  in  the  medical 
life  of  the  14th  century.  (As  early 
as  1160,  the  traveler  Benjamin  of 
Tudela  had  noted  the  highest  con- 
centration of  Jews  in  all  of  Italy 
was  at  Salerno  and  he  describes 
it  as  “the  principal  medical  uni- 
versity in  Christendom.”)  But  as 
time  went  on,  their  fluency  in 
Arabic  became  less  important  as 
the  new  Latin  translations  made 
ancient  medical  knowledge  uni- 
versally available.  Because  of 
stern  religious  beliefs,  many  tradi- 
tional Jewish  physicians  found 
themselves  unable  to  follow  in  the 
footsteps  of  Maimonides  with  his 
easy  absorption  of  Aristotelian 
thought.  But  gradually  the  more 
rationalist  physician  found 
himself  turning  to  the  scholastic 
method  as  taught  in  the  Christian 
universities,  trying  to  keep  pace 
with  current  advances. 


The  paper  by  Professor  Chiara 
Criscian  will  interest  the  medical 
historian  since  it  deals  with  the 
development  of  the  subject  itself. 
According  to  Arnold  of  Villanova, 
medicine  entered  the  world  when 
man  lost  his  immortality  at  the 
fall,  and  medical  knowledge  ori- 
ginated at  the  same  time  among 
the  wise  men  of  the  world.  Hip- 
pocrates, of  course,  is  venerated 
as  sent  by  God  by  celebrities,  in- 
cluding Peter  of  Abano,  Jacopo  da 
Forli,  Giovanni  da  Grado,  and 
Taddeo  Alderotti.  The  Father  of 
Medicine  made  the  transition  be- 
tween a random  art  to  a more 
organized  science,  and  Galen  is 
universally  admired  as  a faithful 
commentator.  Yet  there  is  a note 
of  caution  as  to  exclusive  depen- 
dance  on  these  masters,  and  such 
men  as  Peter  Torrigiano  in  his 
commentary  on  Galen  has  no  fear 
in  adding  his  own  “extrinsic 
material.”  The  surgeons  were 
even  more  innovative  in  their  ap- 
proach to  a study  of  the  ancient 
texts.  As  surgery  was  divorced 
from  medicine  after  Avicenna,  it 
sought  to  find  a new  dignity  for 
a profession.  Even  though  Guy  de 
Chauliac  venerated  the  new  trans- 
lation of  Galen  as  gospel,  his  con- 
temporary Henri  de  Mondeville 
denied  that  this  should  be  con- 
sidered the  ultimate  authority.  In- 
stead, he  placed  his  hopes  on 
creativity  and  progress,  refusing 
to  believe  that  “nobody  after 
Galen  would  find  anything  new.” 
Danielle  Jacquart  then  com- 
pares the  everyday  practice  of 
three  contemporary  physicians 
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who  were  confronted  with  similar 
problems.  She  discusses  their 
treatment  of  two  conditions:  the 
plague  and  pleurisy.  As  far  as  the 
plague  is  concerned,  two  men 
agree  that  it  is  caused  by  a con- 
tagion, while  the  third  man  con- 
siders it  to  be  caused  by  a venom 
or  poison.  Astrology,  magic,  and 
alchemy  frequently  were  used  in 
treatment  and,  as  a result  of 
failures,  there  was  a gradual  loss 
of  belief  in  the  ancient 
authorities.  Similarly  in  the  ap- 
proach to  the  cause  of  pleurisy, 
contagion  also  was  considered;  in 
treatment,  bloodletting  was  wide- 
ly practiced. 

By  the  15th  century,  as  we 
learn  from  Professor  Nancy  G. 
Siraisi,  the  controversy  between 
some  of  the  bolder  physicians  and 
the  rigid  supporters  of  Galen  was 
becoming  ever  more  intense.  Ves- 
alius  undoubtedly  had  led  the 
way,  but  other  ‘modemi’  included 
such  authorities  as  Georg 
Agricola,  Jean  Femel,  and 
Guillaume  Rondelet.  Among 
them  was  a less  prominent  though 
even  more  turbulent  character, 
Giovanni  Argenterio  (1513-1577) 
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who  became  professor  at  Pisa  at 
40  years  of  age.  He  began  to  write 
voluminously,  pointing  out  the 
numerous  inconsistencies  in 
Galen’s  writings.  He  found 
detractors  and  ardent  supporters 
as  he  went  from  Naples  to  Turin. 
Argenterio  also  opposed  the  writ- 
ing of  commentaries  as  being 
simply  laudatory  explanations  of 
the  correctness  of  an  older 
master’s  thought.  In  the  long  run, 
his  own  views  seem  to  be  not 
entirely  radical  but  rather  seminal 
in  the  sense  that  they  inspired  a 
feeling  of  freedom  from  antiquity. 

Professor  Richard  J.  Durling 
translates  the  opening  lecture  to 
students  given  at  the  University 
of  Padua  by  the  famous  clinician, 
Girolamo  Mercurial  e (1530-1606). 
The  talk  concerns  itself  with  the 
health  of  the  student,  his  ability 
to  read  widely,  and  his  powers  of 
concentration  and  retention.  He 
mentions  all  the  classical  and 
Arabic  authors  and  includes  Plato, 
a nonmedical  author,  in  his 
proposed  reading  list.  He  never 
mentions  the  name  of  a single 
contemporary  authority  or  makes 
any  recommendation  that  could 


stimulate  the  neophyte.  I con- 
sider that  even  for  those  days  the 
speech  was  a melange  of 
platitudes  — pompous  and  dull. 

The  final,  most  lengthy,  but 
also  most  illuminating  essay  by 
Victoria  Nutton  discusses  the 
question  of  the  reception  of 
Girolamo  Fracastoro’s  theory  of 
contagion.  Poet  and  author  of 
“Syphilis”  and  “De  Contagione,” 
Fracastoro  had  no  formal  univer- 
sity connection.  He  postulated 
the  presence  of  ‘seminaria’  or  in- 
visible droplets  that  could  convey 
disease,  operating  in  three  ways: 
direct  contact,  through  fomites  (a 
term  first  used  by  Fracastoro),  or 
at  a distance.  Although  violently 
opposed  at  first  by  a famous 
physician,  Giambattista  da  Monte, 
Fracastoro’s  theory  soon  received 
widespread  approval  and  was  ab- 
sorbed into  contemporary  teach- 
ing. Almost  universally  accepted 
until  the  early  17th  century,  it 
gradually  disappeared  along  with 
Galenism.  The  revival  of  interest 
in  Fracastoro  as  a pioneer  came 
in  the  19th  century  with  the  dis- 
covery of  the  bacterial  causation 
of  disease.  H 
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TRUSTEES’  MINUTES 


A regular  meeting  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  March  21,  1993,  at  the 
executive  offices.  Detailed 
minutes  are  on  file  with  the 
secretary  of  your  county  society. 
A summary  of  significant  actions 
follows: 

Memorial  resolution.  Received 
unanimously  a memorial  resolu- 
tion for  Joseph  P.  Donnelly,  MD, 
who  died  on  February  9,  1993. 

President  s report. 

1.  Strategic  planning  retreat. 

Heard  comments  on  the  strategic 
planning  retreat  including  the 
concept  of  a new  physician/pa- 
tient partnership  that  emphasizes 
freedom  of  choice  for  physicians 
and  patients;  quality  of  care;  and 
open  communication  between 
physicians  and  patients. 

2.  NJ  Essential  Health 

Services  Commission.  Noted  the 
following  nominations  for  the 
New  Jersey  Essential  Health 
Services  Commission:  Andrew 

Coronato,  MD;  Harvey  A. 
Holzberg;  Kevin  G.  Halpern; 
Ronald  J.  DelMauro;  Victoria  A. 
Wicks;  Edward  A.  Dulik;  Albert 
G.  Kroll,  Esq;  and  Al  Evanoff. 

Specialty  reports.  Received  re- 
ports from  the  University  of 
Medicine  and  Dentistry;  the  New 
Jersey  Hospital  Association 
(NJHA);  and  the  Medical  Society 
of  New  Jersey  Auxiliary.  Noted 
NJHA’s  Award  of  Excellence  is 
being  presented  to  Palma  E. 
Formica,  MD. 

Legislative  update.  Was  up- 
dated on  MSNJ’s  position  on  the 
following  bills  of  particular  in- 
terest: renal  dialysis  (S-1427) — ac- 
tive opposition;  premedical 
education  (S-1085) — support  with 
an  amendment  to  delete  certain 
course  requirements;  physician 


Medicare  assignment  policies 
(A- 1329)— actively  opposed;  and 
any  willing  provider  (A- 1221- 
886) — out  of  Senate  Commerce 
Committee. 

Executive  director’s  report. 

Noted  the  following:  Petrocco 

versus  Dover  General  Hospital  — 
MSNJ  has  intervened  amicus  on 
behalf  of  Dover  General  Hospital 
in  this  case  in  which  a chiroprac- 
tor has  sued  for  admission  to  the 
medical  staff;  PIP  arbitration 
(automobile)  case — MSNJ’s  mo- 
tion to  intervene  on  behalf  of  a 
physician  who  requested  fee  arbi- 
tration in  a no-fault  case  has  been 
granted;  third-party  payor  dis- 
putes— pilot  project  to  test  a 
third-party  recovery  system  for 
physician  having  difficulties  with 
third-party  payors  that  are  reduc- 
ing their  fees  unilaterally  is  being 
developed  by  Kern  Augustine 
Conroy  & Schoppmann;  managed 
care  response  resource — a joint 
approach  with  the  New  Jersey 


State  Medical  Underwriters  to 
form  a managed  care  response  re- 
source for  MSNJ  membership  is 
being  developed;  and  chiropractic 
request  for  hospital  privileges — 
no  position  is  being  taken  until  a 
specific  written  proposal  is  re- 
viewed. 

Council  on  Medical  Services. 

Approved  the  following: 

That  MSNJ  request  the  Board  of 
Public  Utilities  to  support  the  need 
for  an  additional  charge  exception  for 
licensed  physicians  and  other  pro- 
viders of  aid  in  emergency  situations. 

And,  disapproved  the  following: 

That  MSNJ  propose  legislation  in 
New  Jersey  that  IlMOs  and  other 
prepaid  plans  currently  covered 
under  the  Department  of  Health,  and 
insurance  companies  covered  under 
the  Department  of  Insurance,  must 
be  regulated  by  the  same  set  of  rules 
and  administered  under  the  same 
state  agency. 

Statewide  HMO/IPA.  Unani- 
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mously  approved  the  motion  to 
re-examine  the  concept  of  a 
statewide  HMO/IPA/ADS,  in- 
cluding obtaining  any  necessary 
accounting  or  actuarial  insurance 
studies,  and  preparing  a pre- 
liminary report  to  be  presented  to 
the  House  of  Delegates  in  May. 

Committee  on  Membership 
Services.  Approved  the  following 
recommendation : 

That  MSNJ  endorse  the  McGraw- 
Hill  Publications  Program  as  a 
service  to  the  membership. 

Committee  on  Biomedical 
Ethics.  Approved  the  following: 

That  MSNJ  schedule  a “Plays  for  Liv- 


LEGISLATIVE UPDATE 


The  following  list  presents  the 
official  positions  of  the  Medical 
Society  of  New  Jersey  (MSNJ)  re- 
garding bills  currently  in  the 
Legislature.  As  further  bills  of 
medical  interest  are  introduced, 
they  will  be  considered  and  sup- 
plemental bulletins  will  be  sup- 
plied indicating  MSNJ’s  position. 

Senate/Assembly 

Active 

S-1121-Sinagra  (R)  — Prohibits 
sale  of  tobacco  products  in  vend- 
ing machines;  strengthens  en- 
forcement of  underage  cigarette 
sales.  Active  Support. 

S-1265-LaRossa  (R)  — Pro- 
vides for  Medicaid  payment  of 
certain  Medicare  part  B pre- 
miums. Same  as  A-1895  (Law 
c.208,  P.L.  1992). 

S-1373-Bassano  (R)  — Estab- 
lishes Medicaid  Drug  Utilization 
Review  Board.  (Law  c.16,  P.L. 
1993.) 

S-1374-Bassano  (R)  — Permits 
certain  small  groups  to  combine 
for  the  purpose  of  self-insuring  or 
purchasing  traditional  insurance 
for  health  benefits.  Active  Sup- 
port. 

S-1381-Adler  (D)  — Requires 

restaurants  to  phase  out  smoking. 
Active  Support. 

S-1409-Inverso  (R)  — Exempts 


ing"  presentation  at  MSNJ’s  1994 
Annual  Meeting. 

New  Jersey  Commission  on 
Legal  and  Ethical  Problems  in 
the  Delivery  of  Health  Care. 

That  MSNJ  contact  the  New  Jersey 
Legislature  and  voice  its  support  for 
the  refunding  of  the  projects  of  the 
New  Jersey  Commission  Legal  and 
Ethical  Problems  in  the  Delivery  of 
Health  Care;  and  that  MSNJ  indicate 
that  the  resources  of  the  Commission 
woidd  he  of  extreme  importance  and 
value  at  this  time  due  to  current 
health  care  reform  issues. 

New  business:  Proposed  in- 
crease in  physicians  biennial  re- 
newal fees.  Adopted  the  first  re- 
solved and  deleted  the  second 
and  third  resolveds: 


hospital  basic  primary  care 
services  from  the  certificate  of 
need  requirement.  Active  Sup- 
port. 

S-1427-Matheussen  (R)  — Re- 
moves chronic  renal  dialysis 
facilities  from  list  of  health  care 
facilities  and  services  exempted 
from  certificate  of  need  require- 
ment. Active  Opposition,  the 
certificate  of  need  process  is  fatal- 
ly flawed,  monopolistic,  and  sub- 
ject to  manipulation. 

S-1457-Dorsey  (R)  — Regulates 
utilization  review  of  health,  men- 
tal health,  and  substance  abuse 
care.  Active  Support. 

S-1472-Inverso  (R)  — Revises 
definition  of  hospital  revenue  cap 
during  the  transition  year  in 
Health  Care  Reform  Act  of  1992. 
Active  Support. 

A-1279-Connors  (R)  — Pro- 
vides cause  of  action  for  certain 
first-party  insureds  for  unfair 
claims  settlement  practices.  Ac- 
tive Support. 

A-1895-Hartmann  (R)  — Pro- 
vides for  Medicaid  payment  of 
certain  Medicare  part  B pre- 
miums. (Law  c.208,  P.L.  1992.) 

A-2000-Felice  (R)  — Desig- 
nates Bergen  Pines  County 
Hospital  as  regional  provider  of 
primary  care  for  medically  in- 
digent in  Bergen  County.  Active 


Resolved,  that  the  State  Board  of 
Medical  Examiners  (SBME)  be  re- 
quested to  furnish  documentation  for 
the  need  to  increase  the  registration 
fees;  and  be  it  further 
Resolved,  that  if  this  need  proved  to 
be  valid,  that  MSNJ  investigate  a 
mechanism  to  allow  fines  and 
penalties  to  be  used  for  funding  of 
SBME;  and  be  it  further 
Resolved,  that  if  this  mechanism  can- 
not be  satisfied,  that  MSNJ  appeal  to 
SBME  to  apply  a raise  equitably  to 
all  of  the  seven  areas  of  its  jurisdic- 
tion. 

2.  Medical  policies  booklet. 

Voted  to  charge  $30  for  the  dis- 
tribution of  a medical  policies 
booklet  that  is  necessary  under 
rules  adopted  by  SBME.  □ 


Opposition,  unnecessary  legisla- 
tion. All  of  the  hospitals  in  Bergen 
County  provide  outpatient  pri- 
mary care  and  all  of  the  towns  in 
the  county  have  primary  care 
physicians. 

A-2051-Vandervalk  (R)  — Re- 
quires an  affidavit  for  medical 
malpractice  actions  by  a neutral 
physician  showing  that  the  care 
and  treatment  provided  was  unac- 
ceptable. Active  Support. 

A-2064—  Russo  (R)  — Requires 
restaurants  to  phase  out  smoking. 
Active  Support. 

A-2087-Kramer  (R)  — Exempts 
hospital  basic  primary  care 
services  from  the  certificate  of 
need  requirement.  Active  Sup- 
port. 

A-21 14-Catania  (R)  — Re- 
moves chronic  renal  dialysis 
facilities  from  list  of  health  care 
facilities  and  services  exempted 
from  certificate  of  need  require- 
ment. Active  Opposition,  the 
certificate  of  need  process  is  fatal- 
ly flawed,  monopolistic,  and  sub- 
ject to  manipulation. 

A-2133-Weinberg  (D)  — Re- 
moves chronic  renal  dialysis 
facilities  from  list  of  health  care 
facilities  and  services  exempted 
from  certificate  of  need  require- 
ment. Active  Opposition,  the 
certificate  of  need  process  is  fatal- 
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ly  flawed,  monopolistic,  and  sub- 
ject to  manipulation. 

A-2161-Albohn  (R)  — Updates 
undergraduate  education  require- 
ments for  practice  of  medicine 
and  surgery.  Active  Support. 

A-2166-Bagger  (R) — Autho- 
rizes drug  testing  for  school  bus 
drivers.  Active  Support. 

Senate/Assembly 

Monitor 

S-1120-Sinagra  (R)—  Autho- 
rizes municipalities  to  enact  or- 
dinances restricting  the  place- 
ment of  tobacco  vending 
machines. 

S-1142-Adler  (D)  — Restricts 

the  availability  of  tobacco  to 
persons  under  age  18  years. 

S-1221-Cowan  (D)  — Desig- 
nated the  Health  Wellness 
Promotion  Act. 

S-1233-Adler  (D)  — Prohibits 
smoking  in  child  care  centers. 

S-1277-Ciesla  (R)  — Requires 
the  New  Jersey  State  Department 
of  Health  (NJDOH)  to  ensure  pa- 
tient’s right  to  appeal  hospital  bill. 

S-1311-DiFrancesco  (R)  — 
Makes  various  changes  to  the 
catastrophic  illness  in  children  re- 
lief program. 

S-1340-Bassano  (R)  — Elec- 
trology  Practice  Act. 


S-1344-Sinagra  (R)  — Desig- 

nated the  Health  Wellness 
Promotion  Act. 

SCR-78-Schluter  (R)  — 
Establishes  legislative  commis- 
sion to  monitor  implementation  of 
Health  Care  Reform  Act  of  1992. 

SCR-79-Connors  (R)  — Me- 

morializes U.S.  Congress  and  the 
president  to  increase  Medicare 
reimbursement  to  Ocean  County 
hospitals. 

SCR-81-Bassano  (R)  — Estab- 
lishes New  Jersey  Legislative 
Commission  on  Programs  and 
Policies  for  Persons  with  Head 
Injuries. 

A-1739-Solomon  (R)  — Elec- 

trology  Practice  Act. 

A-1743-Roberts  (D)  — Enacts 
New  Jersey  Health  Care — Uni- 
versal Security  Act;  appropriates 
$5  million. 

A- 1 780-Gaffney  (R)  — Estab- 

lishes the  Children  and  Families 
Initiative  in  the  New  Jersey  De- 
partment of  Human  Services  and 
appropriates  $1  million. 

A-1792-Kelly  (R)  — Designated 
the  Health  Wellness  Promotion 
Act. 

A-1845-SoIomon  (R)  — 

Changes  the  copayment  for 
PAAD  when  generic  drugs  are 
purchased. 


A-1899-McEnroe  (D)  — Re- 
quires NJDOH  to  prepare  and 
make  available  a booklet  concern- 
ing the  dangers  of  using  addictive 
substances  during  pregnancy. 

A-1928-Farragher  (R)  — Des- 
ignated the  Home  Infusion  Ther- 
apists Licensing  Act. 

A-2011-R.  Smith  (D)  — Re- 
quires testing  of  certain  children 
for  lead  toxicity;  appropriates  $1.2 
million  from  the  Lead  Toxicity 
Detection  and  Prevention  Fund. 

A-2018-Russo  (R)  — Restricts 
the  availability  of  tobacco  to 
persons  under  age  18  years. 

A-2034-Colburn  (R)- Re- 

quires that  the  Health  Care  Ad- 
ministration Board  include  a 
representative  of  long-term  health 
care  facilities  or  services. 

A-2094-Hartmann  (R)  — Re- 
quires health  insurers  to  provide 
coverage  to  adopted  children 
from  the  time  of  placement  for 
adoption. 

A-2121-Kelly  (R)  — Requires 
public  school  health  services  to  be 
provided  by  a certified  school 
nurse. 

ACR-105-Connors  (R)  — Me- 
morializes U.S.  Congress  and  the 
president  to  increase  Medicare 
reimbursement  to  Ocean  County 
hospitals.  □ 


UMDNJ  NOTES 


UMDNJ  targets  womens 
health.  Preventive  care  specialists 
at  UMDNJ-New  Jersey  Medical 
School,  Newark,  have  been 
placed  in  the  vanguard  of  a new 
national  effort  by  the  National  In- 
stitutes of  Health  (NIH)  targeting 
the  principal  threats  to  the  health 
of  older  women.  Researchers 
from  UMDNJ-Robert  Wood 


Johnson  Medical  School,  New 
Brunswiek/Piseataway,  will  col- 
laborate on  the  study.  The  $625 
million  study  will  assess  preven- 
tion strategies  never  before 
studied  in  large-scale  clinical  tri- 
als. Researchers  nationwide  will 
look  at  more  than  160,000  50- 
to-79-year-old  post-menopausal 
women  over  9 years  to  find 


answers  to  these  major  causes  of 
death  and  disease:  coronary  heart 
disease,  breast  cancer,  colorectal 
cancer,  and  osteoporosis.  Almost 
3,500  women  will  be  studied  at 
UMDNJ-New  Jersey  Medical 
School,  which  was  awarded  $9.5 
million  to  establish  a Vanguard 
Clinical  Center,  1 of  16  in  the 
country.  Dr.  Norman  Lasser, 
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professor  of  medicine  and  direc- 
tor of  preventive  cardiology  at 
UMDNJ-New  Jersey  Medical 
School,  will  head  the  UMDNJ  in- 
vestigation. The  principal  in- 
vestigators are  Dr.  John  B.  Kostis, 
professor  and  chairman  of  the  De- 
partment of  Medicine  at 
UMDNJ-Robert  Wood  Johnson 
Medical  School,  and  Dr.  Norman 
Hymowitz,  professor  of  clinical 
psychiatry  at  UMDNJ-New 
Jersey  Medical  School. 

Umbilical  cord  blood  could 
replace  bone  marrow  for  trans- 
plants. Readily  available  human 
umbilical  cord  blood  may  be  as 
effective  as  bone  marrow  in  help- 
ing cancer  patients  recover  from 
high  doses  of  radiation  treatment, 
according  to  researchers  at 
UMDNJ-New  Jersey  Medical 
School.  In  addition,  the  research 
indicates  that  cord  blood  may  not 
have  to  be  an  exact  match  with 
a patient  s marrow  for  the 
procedure  to  work  successfully. 
These  observations  are  based  on 
research  in  which  70  percent  of 
the  laboratory  mice  injected  with 


human  umbilical  cord  blood 
survived  exposure  to  lethal  doses 
of  irradiation.  The  research  com- 
pared the  effectiveness  of  human 
cord  blood  with  mouse  bone  mar- 
row in  protecting  the  lives  of  ir- 
radiated mice.  The  survival  rate  of 
the  mice  who  received  mouse 
marrow  was  about  the  same  as 
that  of  the  mice  injected  with 
cord  blood.  Dr.  Norman  Ende, 
professor  of  pathology  at 
UMDNJ-New  Jersey  Medical 
School,  led  the  research  team. 
The  findings  were  presented  in  a 
recent  edition  of  Life  Sciences. 

Mandatory  AIDS  testing  could 
create  hospital  staffing  problems. 
If  health  care  workers  are  re- 
quired to  undergo  periodic  test- 
ing for  the  AIDS  virus,  hospitals 
and  clinics  in  cities  with  a high 
prevalence  of  AIDS  could  face  a 
devastating  shortage  of  physicians 
and  nurses,  according  to  a new 
study  conducted  at  UMDNJ-New 
Jersey  Medical  School.  The  intent 
of  the  four-page  questionnaire 
was  to  determine  the  reaction  of 
health  care  professionals  to  the 


hotly  debated  issue  of  mandatory 
testing  of  these  professionals  for 
HIV.  Of  the  1,557  physicians  and 
nurses  who  responded  to  the 
survey,  almost  75  percent  said 
such  a policy  would  be  likely  to 
keep  health  care  professionals 
from  working  in  high-prevalenee 
HIV/AIDS  areas.  The  respon- 
dents are  all  practicing  health 
care  professionals  based  at  1 of  13 
health  care  institutions  in 
northern  and  central  New  Jersey. 

New  grant  spurs  research  into 
causes  of  blindness.  UMDNJ- 
New  Jersey  Medical  School  has 
received  a renewal  grant  of 
$55,000  from  Research  To  Pre- 
vent Blindness,  Inc.,  to  support 
advanced  research  into  the 
causes,  treatment,  and  prevention 
of  blinding  diseases.  The  grant, 
awarded  to  the  Department  of 
Ophthalmology,  provides  max- 
imum scientific  freedom  to  ex- 
plore and  develop  new  concepts 
in  saving  sight.  □ Stanley  S. 
Bergen,  Jr,  MD,  President 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  we  susggest 
you  make  inquiries  directly  to 
them. 

Internal  Medicine 

Gregory  E.  Broslawski,  DO,  57 
Westchester  Terr.,  Annandale,  NJ 
08801.  UMDNJ  1989.  Board  eligible 
(IM).  Available  July  1993. 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible 
(IM  and  PED).  Available  August 
1993. 

Paul  D.  Hieholzer,  DO,  4019 
Gilham  St.,  Philadelphia,  PA  19135. 
Philadelphia  College  of  Osteopathy 
1990.  Board  certified  (IM).  Available 
July  1993. 

Inez  Teresa  Hubbard,  MD,  P.O. 
Box  489,  Orange,  NJ  07051.  UMDNJ 


1981.  Board  eligible  (IM).  Solo  or 
partnership.  Available. 

James  R.  Smith,  MD,  322  Claremont 
Ave.,  Montclair,  NJ  07042.  UMDNJ 
1989.  Group  or  hospital  based.  Avail- 
able July  1993. 

Nephrology 

Vinitha  Raghavan,  MD,  7 Over- 
brook Rd.,  Upper  Saddle  River,  NJ 
07458.  Guntur  Medical  College 
(India)  1981.  Board  certified  (IM). 
Group  or  partnership.  Available. 

Obstetrics/Gynecology 
Slawomir  Magier,  MD,  260  Water- 
side Dr.,  Little  Ferry,  NJ  07643.  Uni- 
versity of  Bonn  (Germany)  1987. 
Board  eligible  (OB/GYN).  Available 
September  1993. 


Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville,  NJ  08876. 
GOA  (India)  1968.  Board  certified 
(PATH).  Group.  Available. 

Pulmonary 

James  R.  Tierney,  MD,  1320  Quail 
Roost,  Pittsburgh,  PA  15237.  World 
University  School  of  Medicine  1986. 
Board  eligible  (PUL).  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able July  1993. 

Surgery 

Mark  A.  Bartolozzi,  MD,  West- 
chester County  Medical  Center,  P.O. 
Box  17,  Valhalla,  NY  10595.  New 
York  Medical  College  1987.  Board 
eligible  (SURG).  Partnership.  Avail- 
able. 
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CONTINUING  EDUCATION 


| INFECTIOUS  DISEASE 

June 

1-2  P.M.  — New  Lisbon 

17 

Integrating  TB  Management 

2 Integrating  TB  Management 

Developmental  Center  (AMNJ 

into  Care  of  the  HIV-Infected 

into  Care  of  the  HIV-Infected 

and  NJDOH) 

Patient 

Patient 

15 

Integrating  TB  Management 

1:30-2:30  P.M.  — Essex  County 

11:30  A.M. -12:30  P.M  — 

into  Care  of  the  HIV-Infected 

Hospital  Center,  Cedar  Grove 

Hamilton  Hospital,  Trenton 

Patient 

(AMNJ  and  NJDOH) 

(AMNJ  and  NJDOH) 

12  NOON-1  P.M. — Community 

22 

AIDS  in  Pregnancy 

14  Infection  Control  in  the 

Medical  Center,  Toms  River 

12  NOON-1  P.M.  — Centrastate 

HIV  Era 

(AMNJ) 

Medical  Center  (AMNJ) 

| MEDICINE 

1 

June 

Meadowlands,  Secaucus 

16 

Interhospital  Endocrine 

1 Medical  Problems  in  the 

(American  Diabetes  Association) 

Rounds 

Elderly 

5 

1993  Otto  Brandman 

3:30-5  P.M.  — Rotating  hospitals 

12  NOON-1  P.M— The 

Symposium:  Diabetes 

in  Newark  and 

Hospital  Center  at  Orange, 

Management  in  the  Primary 

East  Orange  (AMNJ) 

Orange  (AMNJ) 

Care  Setting 

17 

Pediatric  Emergency  Medical 

2 Annual  Scientific  Session 

10  A.M. -3  P.M. — Clarion  Hotel, 

Services 

(Nephrology  Society  ofNJ) 

Mt.  Laurel  (American  Diabetes 

7:30-8:30  P.M.  — Centrastate 

2 Endocrinology  Grand  Rounds 

Association ) 

Medical  Center,  Freehold 

11:30  A.M.-l  P.M.—VA  Medical 

8 

Medical  Problems  in  the 

(AMNJ) 

Center,  East  Orange  (AMNJ) 

Elderly 

18 

Lead,  Arsenic,  and  Mercury 

2 Interhospital  Endocrine 

12  NOON-1  P.M. — West  Jersey 

Poisoning  in  Adults 

Rounds 

Hospital,  Voorhees  (AMNJ) 

8:30-9:30  A.M.  — United 

3:30-5  P.M.  — Rotating  hospitals 

9 

Endocrinology  Grand  Rounds 

Hospitals  Medical  Center, 

in  Newark  and 

11:30  A.M.-l  P.M. — VA  Medical 

Newark  (AMNJ) 

East  Orange  (AMNJ) 

Center,  East  Orange  (AMNJ) 

18 

Pediatric  Asthma 

2 How  To  Condition  for  a 

9 

Interhospital  Endocrine 

9-10  A.M. — Christ  Hospital, 

Marathon 

Rounds 

Jersey  City  (AMNJ) 

10-11  A.M.  — St.  Man'  s 

3:30-5  P.M.  — Rotating  hospitals 

23 

Endocrinology  Grand  Rounds 

Hospital,  Passaic  (AMNJ) 

in  Newark  and 

11:30  A.M.-l  P.M. — VA  Medical 

2 Rabies  in  New  Jersey 

East  Orange  (AMNJ) 

Center,  East  Orange  (AMNJ) 

12:15-1:30  P.M.  — Health  and 

9 

Breast  Implants 

23 

Interhospital  Endocrine 

Agriculture  Bldg.,  Trenton 

8-9  A.M —Somerset  Medical 

Rounds 

(NJDOH  and  AMNJ) 

Center,  Somerville  (AMNJ) 

3:30-5  P.M.  — Rotating  hospitals 

4 Grief  and  Bereavement 

9 

Chronic  Fatigue  Syndrome 

in  Newark  and 

Seminar 

10-11  A.M.  — St.  Mary’s 

East  Orange  (AMNJ) 

9 A.M. -4  P.M. —Jamesburg 

Hospital,  Passaic  (AMNJ) 

24 

SCI  Retreat 

Holiday  Inn,  Jamesburg  (NJ 

9 

Update  on  Tuberculosis 

9 A.M. -4:30  P.M.  — Kessler 

Funeral  Service  Education 

2:30-3:30  P.M  — Ancora 

Conference  Center,  West 

Corporation) 

Psychiatric  Hospital, 

Orange  (Kessler  Institute  for 

4 1993  Otto  Brandman 

Hammonton  (AMNJ) 

Rehabilitation) 

Symposium:  Diabetes 

16 

Endocrinology  Grand  Rounds 

30 

Diabetes  in  Pregnancy 

Management  in  the  Primary 

11:30  A.M.-l  P.M. — VA  Medical 

11:30  A.M. -12:30  P.M.— 

Care  Setting 

Center,  East  Orange 

Hamilton  Hospital,  Trenton 

10  A.M. -3  P.M.  — Sheraton 

(AMNJ) 

(AMNJ) 

OBSTETRICS  & GYNECOLOGY 

1 

June 

Obstetrical  and  Gynecological 

5-6  P.M.  — Somerset  Medical 

4-  45th  Obstetrics  and 

Society  and  AMNJ) 

Center,  Somerville  (Somerset 

5 Gynecology  Annual  Meeting 

17 

Prevention  of  Postmenopausal 

Medical  Center) 

Trump  Plaza,  Atlantic  City  (NJ 

Osteoporosis 
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PROFESSIONAL  LIABILITY 


MALPRACTICE  TIPS 


Heart  attack  claims  in  New 
Jersey.  Ninety- three  percent  of 
recently  reviewed  New  Jersey 
malpractice  claims  involving 
myocardial  infarctions  were 
against  internists,  family  physi- 
cians, general  practitioners,  and 
emergency  physicians  — not 
cardiologists.  Conducted  by  the 
Medical  Inter-Insuranee  Ex- 
change (MIIX),  the  study  ad- 
dressed claims  occurring  over  a 
six-year  period. 

One-fourth  of  the  129  reviewed 
cases  resulted  in  a payment.  The 
average  payment  was  $192,405. 
The  period  ended  in  1990. 

The  reviewers  identified  the 
following  trends:  the  physician  ig- 
nored or  misinterpreted  the  pa- 
tient’s signs  and  symptoms;  the 
physician  failed  to  obtain  a suffi- 
cient family  history  and  perform 
an  adequate  workup;  the  re- 
corded history  was  inadequate 
and/or  the  physician  failed  to  con- 
sider personal  history  in  treat- 
ment decisions;  and  poor 
documentation  was  evident. 


The  reviewers  also  recom- 
mended greater  physician  aware- 
ness that  myocardial  infarctions 
may  have  many  manifestations, 
including  indigestion  and  jaw 
pain.  A diagnosis  of  myalgia, 
myositis,  or  costochondritis 
should  lead  to  further  inquiry,  say 
the  reviewers,  and  chest  pain  or 
muscle  strain  should  lead  to  con- 
sideration of  additional  investiga- 
tion. And,  they  added,  physicians 
should  respect  patients’  judgment 
about  whether  an  incident  is 
serious. 

An  April  report  of  the  study, 
identifying  additional  trends  and 
recommendations,  has  been  sent 
to  all  MUX-insured  physicians. 
For  additional  information,  con- 
tact Jan  Gabin,  1/609/896-2404. 

Cardiac  contusion.  A bruising 
of  the  heart  muscle  is  a common 
injury  following  blunt  chest  trau- 
ma, especially  trauma  associated 
with  automobile  accidents  in 
which  the  driver’s  chest  wall 
comes  in  contact  with  the  steering 
wheel,  reports  Personal  Injury 


Newsletter.  Diagnosis,  notes  the 
newsletter,  “can  be  vexing.’’ 

Most  patients  with  cardiac  con- 
tusions complain  of  chest  pain, 
the  newsletter  observes.  A chest 
x-ray,  electrocardiogram,  and 
enzyme  assay  for  creatine 
phosphokinase  MB  band  are  re- 
commended, although  all  may 
lead  to  nonspecific  findings. 

Patients  with  mild  contusions 
usually  respond  well  to  several 
weeks  of  bed  rest  and  medication, 
according  to  the  newsletter.  The 
elderly  always  should  be 
hospitalized,  the  newsletter  ad- 
vises. It  adds  that  patients  who 
develop  cardiac  dysfunction 
should  be  treated  as  if  they  had 
a myocardial  infarction,  and 
special  attention  also  should  be 
paid  to  the  possibility  of  ar- 
rhythmias and  congestive  heart 
failure  due  to  fluid  overload. 


HOSPITAL  PRIVILEGES 


Are  medical  staff  bylaws  vul- 
nerable? In  a mock  judicial  opi- 
nion, Hospital  Law  Newsletter 
suggests  that  hospitals  may  be 
able  to  obtain  decisions  throwing 
out  medical  staff  bylaws  if  the 
medical  staff  does  not  keep  its 
end  of  the  bargain.  Specifically, 
the  mock  opinion  suggests  that 


medical  staffs  that  fail  to  review, 
to  monitor,  and  to  enforce  quality 
of  care  would  be  “disingenuous, 
if  not  hypocritical”  in  objecting  to 
subsequent  hospital  efforts  to  re- 
gard the  bylaws  as  null  and  void. 

Hospitals  even  could  be  suc- 
cessful in  obtaining  monetary 
damages  from  medical  staffs  that 


fail  to  perform  actions  con- 
templated by  the  bylaws,  the 
newsletter  concludes.  The  sug- 
gestion is  based  on  the  view  that 
bylaws  amount  to  a contract  be- 
tween the  hospital  and  its  medical 
staff. 


HEALTH  CARE  FINANCING 


Eye  on  Florida.  The  future 
world  of  managed  competition 
soon  may  be  found  in  Florida. 
State  health  reform  legislation 
enacted  on  April  1,  1993,  contains 
many  features  variously  cham- 
pioned, changed,  or  chastised  by 
the  state’s  medical  community. 
On  the  whole,  though,  the  law  is 


“good  news  for  all  Floridians,” 
declared  A.  Frederick  Schild, 
MD,  president  of  the  Florida 
Medical  Association. 

Physicians  following  the  pil- 
grimage of  Ponce  de  Leon  will 
find  a community  health  purchas- 
ing alliance  (CHPA)  in  each  re- 
gion of  the  state.  CHPAs  will 


supervise  development  of  health 
plans  by  accountable  health 
partnerships  (AHPs)  consisting  of 
hospitals,  physician  networks,  in- 
surers, and/or  health  maintenance 
organizations.  Employers  must 
offer  a choice  of  at  least  two  or 
three  plans,  depending  on 
whether  there  are  more  or  less 
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than  30  employees.  State  govern- 
ment oversight  of  CHPAs  and 
AHPs  remains  with  the  relatively 
benign  Department  of  Profes- 
sional Regulation,  which  also  ob- 
tained control  of  Medicaid.  A 
Medicaid  ‘"buy-in”  program  will 
be  expanded  to  cover  more  peo- 
ple through  a new  state-run  in- 
surance program,  MedAccess. 
The  department’s  Agency  for 


MALPRACTICE  AND  OTHER 


Emotional  distress  of  parents. 

The  mother  of  a fatally  defective 
newborn  may  recover  damages 
for  negligently  caused  emotional 
distress  if  the  distress  is  so  severe 
that  it  caused  physical  injury  or 
destroyed  the  mother’s  basic  emo- 
tional security.  The  father  may  re- 
cover for  emotional  distress  only 
under  the  following  conditions: 
the  emotional  distress  is  severe; 
the  father  is  part  of  an  intimate 
family  relationship  with  the 
mother  and  baby;  he  observes 
both  the  malpractice  and  its  effect 
on  the  baby;  and  the  injury  is 
shocking  to  him.  And,  a jury  ver- 
dict of  $550,000  for  pain  and  suf- 
fering experienced  by  a baby  dur- 
ing ten  days  of  life,  $450,000  for 
wrongful  death,  $1  million  for  the 
mother’s  emotional  distress,  and 
$500,000  for  the  father’s  emo- 
tional distress  claims  may  be 
retried.  This  information  is  from 
an  April  6,  1993,  decision  of  the 
New  Jersey  Supreme  Court. 

The  case  involved  a pregnant 
diabetic  woman  who  was  under 
the  care  of  an  internist  and  ob- 
stetrician-gynecologist who  also 
had  treated  her  during  two  prior 
pregnancies.  In  the  26th  week  of 
pregnancy,  the  woman  presented 
at  a hospital  emergency  depart- 
ment, where  she  was  diagnosed 
by  another  internist  as  suffering 
from  diabetic  ketoacidosis,  which 
can  cause  intrauterine  death.  Her 
regular  internist  had  treated  her 


Health  Care  Administration  also 
will  develop  practice  protocols, 
which  could  form  the  basis  of  an 
affirmative  defense  to  malpractice 
claims. 

Need  for  antitrust  exemption. 

The  American  Medical  Associa- 
tion (AMA)  is  vigorously  seeking 
an  exemption  from  federal  anti- 
trust laws  to  protect  certain  forms 
of  physician  collective  activity. 


CASES 


twice  before  for  ketoacidosis.  The 
internist  in  the  emergency  de- 
partment was  unable  to  detect 
fetal  heart  sounds.  Based  on  a 
telephone  call,  the  obstetrician 
made  a tentative  diagnosis  of  fetal 
demise. 

The  patient  went  into  labor, 
and  additional  efforts  to  detect 
fetal  heart  sounds  through  a 
transducer  and  a Doppler  were 
unsuccessful.  Ultrasound  and 
radiography  were  not  used.  The 
patient  insisted  that  she  could  feel 
the  fetus  move,  but  the  obstetri- 
cian instructed  the  hospital  nurs- 
ing staff  by  telephone  to  allow  her 
to  deliver  the  expected  stillborn 
baby.  Four  hours  later,  unassist- 
ed, the  patient  delivered  a live 
baby. 

The  baby  was  rushed  to  a 
neonatal  nursery,  placed  on  a 
ventilator,  and  transferred  to  a re- 
gional children’s  hospital,  where 
the  baby  lapsed  into  a persistent 
vegetative  state.  The  parents  con- 
sented to  disconnect  the  child 
from  life  support  systems,  and  the 
baby  died  in  her  mother’s  arms. 

In  an  action  for  malpractice, 
wrongful  death,  and  emotional 
distress,  the  jury  found  the  ob- 
stetrician 80  percent  liable  and 
the  regular  internist  20  percent 
liable,  and  awarded  the  $2.5 
million  matrix  of  damages.  The 
Appellate  Division  dismissed  the 
emotional  distress  and  set  aside 
the  other  awards  as  excessive. 


One  reason  for  the  AMA’s  con- 
cern is  the  antitrust  exposure  of 
individual  practice  associations 
(IPAs)  or  other  physician  joint 
ventures  that  adopt  fee  schedules. 
Unless  the  physicians  within  the 
venture  share  financial  risks,  the 
venture  is  not  considered  suffi- 
ciently integrated  to  avoid  anti- 
trust liability. 


In  a syllabus  issued  prior  to  a 
full  reported  decision,  the 
Supreme  Court  found  that  the 
trial  judge  had  lost  his  impartiali- 
ty and  repeatedly  intruded  into 
the  questioning  of  witnesses.  In 
addition,  the  state  high  court 
found  that  the  judge’s  instructions 
to  the  jury  revealed  a determina- 
tion that  the  plaintiffs  were  enti- 
tled to  recover.  The  large  awards, 
said  the  court,  were  the  result  of 
prejudice,  partiality,  or  passion. 

The  decision  was  unanimous. 
In  a concurring  opinion,  however, 
Justice  Alan  B.  Handler  objected 
to  relegating  the  father  to  the 
status  of  a legal  “bystander,”  with 
the  commensurate  multipronged 
test  for  recovering  for  emotional 
distress.  A brief  summary  of  the 
decision  was  included  in  the  April 
22,  1993,  issue  of  Medical  Liabili- 
ty Monitor. 

Exposing  physicians’  own 
health  records.  In  an  Ohio  de- 
cision summarized  in  Personal  In- 
jury Newsletter,  a malpractice 
plaintiff  was  not  permitted  to  ac- 
cess the  defendant  surgeon’s  own 
personal  health  records.  The 
plaintiff  alleged  that  the  surgeon 
was  under  treatment  for  multiple 
sclerosis.  The  case  turned  on  in- 
terpretation of  a state  statute  cov- 
ering the  doctor-patient  privilege. 
The  statute  prohibits  disclosure  of 
medical  records  without  the  pa- 
tient’s permission. 


MALPRACTICE  VERDICTS 


Neurosurgery.  X-rays  taken  on 
a 24-year-old  man  following  an 
automobile  accident  revealed  the 
presence  of  a benign  fibrous 


growth  in  the  upper  right  parietal 
area  of  the  skull.  Apparently  the 
growth  had  been  present  for 
many  years  and  may  have  been 


congenital.  A neurosurgeon  re- 
commended surgical  removal. 

Extensive  bleeding  occurred 
during  surgery.  Controversy  later 
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erupted  over  whether  the  bleed- 
ing was  associated  with  the  tumor 
itself  (as  the  physician  maintained 
at  trial),  with  a laceration  of  the 
sagital  sinus  in  the  mid-line  area 
when  the  physician  attempted  to 
elevate  the  bone  flap  over  an  in- 
cision in  the  skull  (as  the  physi- 
cian noted  in  a record  dictated 
ten  days  after  surgery),  or  with 
the  final  incision  (as  suggested  in 
an  operative  record  dictated 
shortly  after  surgery). 

While  still  under  anesthesia  on 
the  operating  room  table,  the  pa- 
tient died  as  a result  of  ex- 
sanguination.  In  a malpractice  ac- 
tion brought  against  the 
neurosurgeon  in  a New  Jersey 
court,  the  patients  survivors 
claimed  that  the  extensive  bleed- 
ing occurred  during  the  final  in- 
cision because  the  physician  had 


been  negligent  in  failing  to 
separate  the  dura  from  the  inner 
surface  of  the  skull  before  elevat- 
ing the  bone  flap. 

Besides  the  physician’s  liability, 
the  trial  addressed  the  issue  of 
damages.  Testimony  by  an  expert 
in  geriatric  nursing  was  presented 
by  the  plaintiff  in  an  effort  to 
show  that  the  decedent  would 
have  provided  valuable  care  to  his 
parents  as  they  grew  older.  The 
decedent  lived  with  his  parents, 
and  his  father  was  disabled  from 
a stroke.  Engaged  to  a woman  at 
the  time  of  his  death,  the  dece- 
dent had  weekly  earnings  of  $400 
and  was  not  contributing  to  his 
parents  finances.  A finding  for 
the  plaintiff  and  a $400,000  judg- 
ment was  awarded  by  the  jury. 

Orthopedics.  A six-year-old 
child  sustained  a fracture  of  the 


humerus,  and  an  orthopedic 
surgeon  performed  a closed  re- 
duction. Several  days  afterwards, 
a loss  of  reduction  was  observed. 
The  child’s  parents  subsequently 
contended  that  the  physician 
negligently  did  not  advise  them  to 
authorize  an  open  procedure  and 
subsequent  recasting  and  that,  as 
a result,  a moderate  cosmetic  de- 
formity occurred.  The  physician 
pointed  to  his  records,  which 
reflected  that  he  had  so  advised 
the  parents,  but  that  they  did  not 
approve  a followup  procedure. 

At  a malpractice  trial  in  New 
Jersey,  the  parties  disputed 
whether  the  physician’s  records 
had  been  improperly  altered  to 
reflect  the  alleged  medical  recom- 
mendation and  parental  refusal. 
The  physician  won  the  case. 


MALPRACTICE  POLICY  DEVELOPMENTS 


Premiums  on  rise.  Most  physi- 
cian-owned liability  insurers  are 
raising  premium  rates  on  physi- 
cians, reports  Medical  Liability 
Monitor.  The  specialty  experienc- 
ing the  largest  increase,  says  the 
newsletter,  is  internal  medicine, 
with  an  average  climb  of  9.3  per- 
cent. Average  rate  increases  were 
6.4  percent  for  general  surgeons, 
and  6.0  percent  for  obstetrician- 
gynecologists. 

MIIX  registered  premium  in- 
creases of  5.3  percent  for  in- 
ternists, and  4.0  percent  for  both 
general  surgeons  and  obstetri- 
cian-gynecologists, reported  the 
newsletter. 

New  Jersey  anesthesia  stan- 
dards. Meanwhile,  premium  rates 
for  MUX-insured  anesthesiolo- 
gists have  been  reduced  by  20 
percent,  mainly  due  to  adoption 
of  tough  state  standards  for 
anesthesia  care,  reports  the 
American  Society  of  Anesthesiolo- 
gists (ASA).  The  standards, 
adopted  by  the  New  Jersey  State 
Department  of  Health  (NJDOH) 
between  1989  and  1991,  cover 
hospitals  and  ambulatory  surgical 
centers.  According  to  ASA,  the 
standards  are  “the  most  com- 
prehensive’ in  the  nation. 


Under  NJDOH  standards,  all 
hospital  chiefs  of  anesthesia  must 
be  board  certified  in  anesthesi- 
ology. When  a local  conduction 
block  or  intravenous  conscious 
sedation  is  applied,  the  adminis- 
trator of  the  anesthesia  must  be 
continuously  present  in  the 
anesthetizing  location.  Except 
for  minor  blocks  or  special 
procedures  undertaken  in  special 
procedure  rooms  (such  as  en- 
doscopy), the  anesthesia  must  be 
administered  by  someone  other 
than  the  physician  performing  the 
procedure.  An  anesthesiologist,  a 
certified  registered  nurse  anes- 
thetist supervised  by  an  anesthe- 
siologist, or  a physician  creden- 
tialed  in  anesthesia  must  adminis- 
ter any  anesthetic  agent  other 
than  local  Idoeks  or  conscious 
sedation  (with  some  exceptions). 

State  regulations  call  for  writ- 
ten protocols  to  assure  that 
surgery  does  not  take  place  when 
there  are  disabled  alarms,  de- 
pleted batteries,  inactive  or  im- 
properly positioned  sensors,  or 
certain  other  problems.  Patients 
must  be  monitored  through  pulse 
oximetry,  except  when  contrain- 
dicated, and  by  electrocardiog- 
raphy in  all  cases  of  general 


anesthesia,  regional  anesthesia,  or 
conscious  sedation.  In  addition, 
all  deaths  and  unexpected  severe 
intraoperative  or  postoperative 
untoward  events  related  to 
anesthesia  are  reportable  to  the 
department  within  24  hours. 

Impact  of  Data  Bank.  Con- 
firming earlier  reports,  the  AMA 
has  issued  a memorandum  an- 
nouncing that  97  percent  of 
responding  malpractice  liability 
insurers  have  reported  that 
“physicians  are  less  willing  to  set- 
tle claims  as  a result  of  the  Na- 
tional Practitioner  Data  Bank.” 
The  reporting  mechanism,  in 
short,  now  is  a clear  cause  of  in- 
creasing malpractice  costs. 

Avoid  this  carrier.  The  New 
Jersey  State  Department  of  In- 
surance is  passing  along  a com- 
munication from  Georgia’s  com- 
missioner of  insurance,  reporting 
that  the  Maritime  Atlantic  In- 
surance Company,  Ltd.  has 
signed  a consent  order  in 
Georgia,  agreeing  not  to  provide 
insurance  anywhere  in  the  United 
States.  Maritime  Atlantic  In- 
surance Company,  Ltd.  had 
provided  malpractice  insurance. 
□ James  E.  George,  MD,  JD; 
Neil  E.  Weisfeld,  JD,  MSHyg 
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BOOK  REVIEWS 


THE  CANCER  DICTIONARY 


Roberta  Altman;  Michael  Sarg, 
MD.  New  York,  NY,  Facts  on  File, 
Inc.,  1992.  Despite  the  increased 
public  awareness  of  cancer,  there 
remains  a great  deal  of  mystery, 
myth,  and  misunderstanding,  all 
of  which  serve  as  impediments  to 
hope  and  optimism.  For  the 
layperson  confronted  with  the 
challenges  imposed  by  this  ill- 
ness, the  complexity  and  in- 
tricacies represented  by  cancer 
can  be  bewildering. 

Written  for  the  layperson.  The 
Cancer  Dictionary  provides  quick 
and  accurate  access  to  the  vast, 
often  enigmatic,  vocabulary  that 
surrounds  the  disease.  This  book 
helps  the  reader  to  gain  a better 
understanding  of  the  facts,  en- 
abling patients  and  their  families 
to  confront  cancer. 

Virtually  every  term  having  any 
connection  with  cancer  is  ex- 
plained; topics  are  organized 


alphabetically,  but  a subject  index 
organized  by  category  helps  the 
reader  identify  specific  items.  A 
series  of  annotated  appendixes 
lists  numerous  support  organiza- 
tions for  cancer,  describing  what 
they  do  and  how  to  contact  them. 
Also  listed  are  various  compre- 
hensive cancer  centers,  numerous 
cooperative  clinical  trials  groups, 
and  all  of  the  various  drugs  used 
in  the  treatment  of  cancer  includ- 
ing chemotherapy,  biologic 
agents,  antiemetics,  and  anal- 
gesics. A bibliography  includes 
numerous  titles  and  brief 
synopses  of  selected  publications 
of  general  interest. 

This  book  is  an  excellent  re- 
source for  cancer  patients  and 
their  families  and  serves  as  a valu- 
able aid  in  assisting  all  to  become 
more  educated.  □ Alan  J.  Lipp- 
man,  MD 


THE  SOCIAL  IMPACT  OF  AIDS 


Albert  R.  Jonsen;  Jeff  Stryker 
(eds).  Washington,  DC,  National 
Academy  Press,  1993.  This  302- 
page  book  presents  the  report  of 
a multidisciplinary  National 
Academy  of  Sciences  panel  that 
explored  relationships  between 
the  great  epidemic  and  the 
United  States  society.  The  bottom 
line,  which  lends  itself  to  easy 
misinterpretation  by  the  press 
and  public,  is  that  a fatal  disease, 
striking  an  estimated  one  million 
Americans,  has  produced  a re- 
markably low  impact  on  social  in- 
stitutions— mainly  because  most 
of  the  victims  belong  only  to 
socially  marginalized  groups.  The 
panel  predicts,  “human  im- 
munodeficiency virus  (HIV)  and 
autoimmune  deficiency  syndrome 
(AIDS)  will  ‘disappear,’  not  be- 
cause, like  smallpox,  it  has  been 
eliminated,  but  because  those 


who  continue  to  be  affected  by  it 
are  socially  invisible,  beyond  the 
sight  and  attention  of  the  majority 
population.” 

The  report  traces  the  course  of 
the  epidemic  through  the  arteries 
of  public  health,  health  care 
financing,  biomedical  research 
and  drug  evaluation,  religion,  vol- 
unteer organizations,  corrections, 
and  public  policy  affecting  chil- 
dren and  families,  and  concludes 
with  a case  history  of  the 
epidemic  in  New  York  City.  The 
report  explains  why  policymakers 
have  treated  AIDS  as  an  excep- 
tion to  other  diseases  and  how  the 
epidemic  has  revitalized  the 
specialty  of  infectious  diseases. 
The  panel  suggests  that  AIDS 
confounds  processes  as  diverse  as 
regulators  estimations  of  hospital 
bed  need,  physicians’  tendencies 
to  ignore  social  factors  in  clinical 
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planning,  and  patients  reliance 
on  the  health  care  system  for 
basic  protections. 

In  one  area,  biomedical  re- 
search and  drug  regulation,  the 
epidemic’s  influence  is  said  to  be 
powerful.  Laborious  and  highly 
protective  practices  of  clinical  in- 
vestigation and  information  dis- 
semination have  been  relaxed, 
and  patient  advocacy  has 
achieved  a prominent  role. 
Established  religious  organiza- 
tions, too,  have  been  moved  to 
respond  to  a previously  hidden 
community  whose  sexual  prac- 
tices had  been  condemned  since 
the  time  of  the  Christian  emperor 
Justinian. 

There  are  bright  spots, 
however.  Voluntary  organizations 
have  risen  to  help  when  official 
institutions  have  failed.  Infected 
children  are  treated  relatively 
compassionately,  or  at  least  more 
generously  as  far  as  expenditures 


are  concerned.  But,  even  New 
York  City  appears  to  be  escaping, 
without  fundamental  social 
change,  an  epidemic  that  will 
consume  hundreds  of  thousands 
of  its  lives  and  billions  of  its 
dollars. 

Edited  masterfully,  judicious  in 
its  selection  of  material,  and 
persuasive  in  its  conclusions,  the 
text  is  highly  recommended  to 
physicians  and  others  interested 
in  the  societal  implications  of  the 
greatest  medical  occurrence  of 
our  time.  But,  perhaps  because  of 
the  National  Academy’s  own 
laborious  review  process,  the  re- 
port offers  no  recommendations 
for  action.  The  twin  danger  is  that 
the  report  will  reinforce  politi- 
cians’ desire  to  ignore  AIDS,  and 
that  most  people  will  continue  to 
behave  complacently,  secure  in 
the  belief  that  this  is  other  peo- 
ple’s epidemic.  □ Neil  E. 
Weisfeld,  JD,  MSHyg 
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MARY  ANN  HAMBURGER  HAS 

had  many  years’  experience  in 
medical-office  management.  Her 
service  is  expert  and  comprehensive. 

MARY  ANN  HAMBURGER  CAN 

make  a difference  in  your  practice, 
because  she  knows  today’s  complex 
world  of  medicine. 

MARY  ANN  HAMBURGER  IS 

dependable.  She  has  the  contacts, 
background  and  practical  know-how 
to  set  up  or  improve  your  office 
systems — from  billing  to  finances 
and  personnel. 


FOR  A ONE-TIME  CONSULTATION 
or  A CONTINUING  SERVICE— 
MARY  ANN  HAMBURGER 
ASSOCIATES  CAN  BRING  TO 
YOUR  PRACTICE  THE  MOST 
COMPREHENSIVE  MANAGEMENT 
DIRECTION,  BACKED  BY  YEARS 
OF  EXPERIENCE 

FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 
ASSOCIATES 
74  HUDSON  AVENUE 
MAPLEWOOD,  NJ  07040 

20'  763-7394 


ASSOCIATES  HELP  YOU? 


STATE-OF-THE-ART  IMAGING 


■ Magnetic  Resonance  Imaging  (MR) 

■ Computed  Axial  Tomography  (CT) 

■ Ultrasound  Imaging  (including  Color,  Carotid  & Venous  Doppler) 

■ Low  Dose  X-Rays  including  Fluoroscopy 

■ Low  Dose  Mammography  (AC R Accredited) 

SERVING  PHYSICIANS  AND  PATIENTS 

Radiologists  always  present  to 
monitor  all  examinations. 

MEDICAL  IMAGING,  P.A 
(201)  933-0310 

69  Orient  Way,  Rutherford  NJ  07070 

(Just  one  mile  for  the  intersection  of  Routes  3 & 1 7) 


Written  reports  & • 
films  delivered  within  24  hours 


Joseph  F.  Inzinna,  M.D. 
Medical  Director 


YOCON 

YOHIMBINE  HO 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamme 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1’2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 -3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1-34  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 

How  Supplied:  Oral  tablets  of  YOCON®  1/12  gr,  5.4mg  in  bottles  of  100's 
NDC  53159-001-01,  1000's  NDC  53159-001-10  and  Blister-Paks  of  30’s 
NOC  53159-001-30 

Reterences: 

1.  A.  Morales  etal.,  New  England  Journal  of  Medicine:  1221  November  12, 1981, 

2 Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  . p 176-188  McMillan 
December  Rev.  1/85 

3.  Weekly  Urological  Clinical  Letter,  27:2,  July  4, 1983, 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47,1982. 


Available  at  pharmacies  nationwide 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)569-8502 
(800)  237-9083 
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Inaugural  address: 

High-quality  health  care 

Joseph  N.  Micale,  MD 


Joseph  N.  Micale,  MD,  is  the  201st  president  of  the  Medical 
Society  of  New  Jersey.  He  presented  this  speech  to  the 
Medical  Society  of  New  Jersey  House  of  Delegates  at  the 
Society’s  227th  Annual  Meeting  in  Atlantic  City.  Dr.  Micale 
shares  his  vision  of  high-quality  medical  care. 


A great  sense  of  pride  and 
deep  humility  fills  me  as 
I accept  the  responsibil- 
ity and  the  challenges 
of  the  presidency  of  the  oldest — 
and  best — medical  society  in  the 
United  States.  Thank  you  for  this 
great  honor. 

Through  its  227-year  history, 
the  Medical  Society  of  New 
Jersey  (MSNJ)  has  met  the  chal- 
lenge of  protecting  the  health  and 
welfare  of  our  patients.  Unified, 
in  this  body,  the  early  physicians 
conquered  and  eradicated  many 
infectious  diseases  and  fought  for 
social  changes  that  brought  about 
better  conditions  for  their  pa- 
tients. 

From  the  very  beginning  the 
physician  always  has  been  the 
champion  for  patients. 

Tonight  my  dear  friends,  I 
share  this  platform  with  my  col- 
leagues, who  are  the  physicians 
who  will  lead  MSNJ  into  the  21st 
century.  We  honor  them,  and 
their  leadership  of  MSNJ.  They 
represent  our  almost  10,000 
physician  members,  who  serve  in 
every  county  in  our  state,  in  every 
hospital,  in  every  specialty,  and  in 
every  subspecialty,  and  who  care 
for  the  vast  majority  of  New 
Jersey’s  more  than  seven  million 
residents. 


Our  members  are  the  backbone 
of  MSNJ,  and  without  their  input, 
continuing  hard  work,  and  dedi- 
cation, MSNJ  can  accomplish 
nothing.  I ask  all  10,000  members 
for  their  support  and  unity  of 
purpose,  so  that  we  may  achieve 
the  goals  I am  about  to  outline. 

Before  doing  so,  let  me  con- 
gratulate and  thank  William  E. 
Ryan,  MD.  Bill  has  accomplished 
so  much  during  his  term  as  presi- 
dent of  MSNJ.  Under  his  capable 
leadership,  the  2lA  percent 
surcharge  on  malpractice  carriers 
has  been  eliminated;  a proposed 
provider  tax  has  been  removed 
from  the  negotiating  table;  and 
mandatory  Medicare  assignment 
has  been  avoided.  But  at  the  same 
time  we  have  been  able  to  con- 
tinue our  commitment  to  deliver- 
ing high-quality  health  care  at  a 
reasonable  cost.  Bill,  we  all  con- 
gratulate and  salute  you  for  a job 
well  done. 

At  this  time  of  transition,  we 
must  continue  to  build  on  our 
accomplishments.  Health  care  in 
the  United  States  is  the  finest  in 
the  world.  People  from  all  over 
seek  medical  care  in  the  United 
States  because  of  our  technology, 
our  research  and  development 
programs,  and  our  superbly 
trained  and  dedicated  physicians. 


My  message  today  has  three 
parts.  First,  we  need  solutions  to 
the  problems  in  health  care.  We 
cannot  avoid  those  problems. 
They  confront  physicians  and 
patients  alike. 

The  solutions  must  include  the 
control  of  skyrocketing  health 
care  costs.  These  high  costs  limit 
access  to  care.  As  a result,  the 
system  now  is  so  inequitable  that 
many  people  in  our  state  are  com- 
pelled to  rely  on  the  charity  of 
New  Jersey’s  physicians,  who 
provide  more  than  $500  million  in 
free  care  annually. 

As  we  assemble  here  today, 
other  experts  in  Washington,  DC, 
are  putting  the  final  touches — 
what  they  hope  will  be  the  final 
touches — on  a health  care  reform 
plan  for  the  nation.  The  plan  must 
be  aimed  at  these  problems  in 
access  and  costs,  as  well  as  the 
issue  of  health  care  quality.  These 
reform  efforts  will  fail  it  they  are 
designed  to  solve  the  problems  of 
access  by  creating  more  problems 
in  quality.  Their  reform  efforts 
will  fail  if  they  are  intended  to 
solve  only  the  financial  problems 
of  government,  or  the  public  rela- 
tions problems  of  politicians,  or 
the  theoretical  problems  of  social 
scientists. 

Second,  we  as  physicians  need 
to  respond  appropriately  to  the 
challenges  from  Washington,  DC 
and  Trenton.  My  friends,  let  us 
not  overreact.  MSNJ  and  our  pro- 
fession have  endured  and  thrived 
since  1766.  No  plan  offered  in  the 
oval  office  or  in  a Blue  Cross 
board  room  will  destroy  us.  Our 
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response  must  be  measured;  our 
strategy  proactive. 

Third,  and  most  important,  all 
of  our  efforts  must  be  firmly 
rooted  in  the  bedrock  of  high- 
quality  care.  Let  me  share  my 
vision  for  high-quality  care. 

Quality  care  requires  a part- 
nership between  patients  and 
physicians.  In  this  partnership 
physicians  serve  many  roles,  in- 
cluding the  role  of  patient  ad- 
vocate. The  strength  of  this  part- 
nership is  the  bond  forged  by  pa- 
tient choice.  For  it  is  the  patient 
who  chooses — who  must  have  the 
freedom  to  choose — a doctor,  an 
advocate.  This  bond  is  too  strong 
for  government  to  break. 

My  fellow  physicians,  let  us 
talk  sense  to  the  people  of  this 
country.  Let  us  be  honest  with 
them.  Our  nation’s  physicians 
reflect  the  most  rigorous  educa- 
tion and  training  of  any  profes- 
sional group  here  or  anywhere  in 
the  world.  This  profession  con- 
tinues today  to  attract  many  of  our 
brightest  and  most  committed 
youth. 

These  young  people  work 
ferociously  hard  to  attain  ad- 
mission into  medical  school, 
where  they  struggle  through  four 
intense  years,  typically  racking  up 
huge  financial  debts,  before  be- 
ginning four  or  more  years  of 
graduate  residency  programs. 
There  they  work  and  remain  on 
call  remarkably  long  hours,  learn- 
ing, and  honing  their  skills  daily, 
before  entering  practice. 

Young  physicians  today  are  the 
product  of  unsurpassed  educa- 
tion, notoriously  difficult  ex- 
aminations, arduous  clinical  ex- 
perience, and  continual  evalua- 
tion by  peers,  payers,  and  pa- 
tients. Above  all,  as  the  father  of 
two  new  physicians,  I can  assure 
you  that  young  physicians  are 
men  and  women  of  commitment 
and  dedication. 

This  commitment  is  not  unique 
to  young  people.  All  physicians 
constantly  upgrade  their  knowl- 
edge and  skills  through  a lifetime 
of  continuing  education.  Indeed, 
the  members  of  MSNJ  have  vol- 


untarily met  continuing  education 
goals  beyond  what  is  required  to 
maintain  their  licenses  in  this 
state. 

My  vision  of  quality  goes 
beyond  physician  competence. 
High-quality  care  presumes  not 
only  proper  diagnostic  and  treat- 
ment services.  High-quality  care 
also  presumes  health  promotion 
and  disease  prevention  efforts  on 
the  part  of  every  practicing  physi- 
cian. In  our  state,  MSNJ  now  is 
leading  the  fight  against  health 
problems  with  a social  component 
too,  like  family  violence  and 
tuberculosis. 

As  we  become  even  more  effec- 
tive clinicians,  advocates,  and  pa- 
tient educators,  we  are  learning  to 
rely  more  heavily  on  colleagues  in 
other  health  professions.  Health 
care  today  consists  of  teamwork. 
Quality  care  is  a group  effort,  not 
an  individual  show. 

Quality  assures  good  outcomes 
of  care,  teamwork,  and  preven- 
tion— and  high-quality  care  also 
works  toward  a favorable  quality 
of  life.  As  physicians,  we  are  not 
just  concerned  about  the  specific 
results  of  medical  tests  and  pro- 
cedures, we  are  focused  on  pa- 
tients peace  of  mind,  their  func- 
tioning in  activities  of  daily  living, 
and  their  overall  well-being. 

As  we  move  forward  in  de- 
veloping ways  to  improve  quality 
of  care,  we  will  create  many  quali- 
ty-oriented innovations.  For  ex- 
ample, drug  utilization  review  of- 
fers the  potential  to  assist  physi- 
cians in  prescribing  medications 
that  are  appropriate  to  the  in- 
dividual patient  in  light  of  the 
patient’s  entire  mix  of  prescrip- 
tion and  over-the-counter  drugs. 

I speak  at  some  length  about 
high-quality  care  because  quality 
is  the  legacy  we  inherited  from 
earlier  generations  of  physicians, 
and  the  legacy  we  will  pass  on  to 
the  physicians  who  follow  us.  It 
binds  the  rural  family  physician  in 
Cumberland  County  to  the  re- 
nowned specialist  at  a teaching 
hospital  in  New  Brunswick  to  the 
underinsured  obstetrician  on 
Bergen  Avenue  in  Jersey  City. 


We  will  help  create  new 
systems  of  information,  evalua- 
tion, and  continuous  improve- 
ment. These  systems  will  enable 
physicians  to  attain  the  highest 
professional  standards — and  will 
help  patients,  families,  and  payers 
choose  high-quality  practitioners. 
We  believe  in  choice  and  com- 
petition, not  government  control. 
We,  therefore,  must  believe  that 
people  need  enough  information 
to  make  wise  choices. 

My  basic  vision  is:  Our  dem- 
onstrated success  in  achieving 
high-quality  care  will  defuse 
micromanagement  by  federal  and 
state  bureaucrats  and  other  non- 
physician reviewers.  We  will 
provide  consistently  high-quality 
care.  We  will  provide  value  for 
the  health  care  dollar.  We  will 
back  up  our  performance  with 
data  and  information  sharing.  Our 
achievements  will  reveal  how  triv- 
ial and  how  wasteful  are  the 
outside  interventions  in  medical 
decision  making. 

Not  everyone  shares  our  com- 
mitment to  quality.  Last  week  the 
state’s  largest  insurer  estab- 
lished a network  of  hospitals 
selected  entirely  on  the  basis  of 
price,  without  any  perceived  re- 
gard for  quality.  As  advocates  for 
patients,  we  intend  to  move 
payers  to  make  decisions  on  the 
basis  of  quality  as  well  as  cost. 

During  the  next  year,  MSNJ 
shall  vigorously  champion  the 
cause  of  physicians  who  are 
unjustly  treated  by  third-party 
payers  or  others.  There  will  be 
times  when  some  of  our  members 
are  disappointed  by  the  will  of  the 
majority  in  MSNJ.  Some  mem- 
bers will  want  us  to  oppose  cer- 
tain developments  boldly,  while 
other  members  will  want  us  to  be 
less  outspoken.  The  wise  doctor 
will  counsel  us,  will  seek  to 
persuade  us,  and  will  remain  loyal 
to  the  profession — and  to 
MSNJ— through  the  years. 

Standing  together,  physicians 
will  prevail — in  1993,  in  1994, 
and  for  years  and  years  to  come. 
Thank  you.  fl 
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Take  Home 
A Piece  Of  History 


Investment  quality, 
guaranteed  authentic  autographs, 
documents,  photographs  and  memorabilia 


(Recdklim ! 

SoMectaMe  Aufoyulfibi 


The  Galleria 

2-40  Bridge  Ave.,  Bldg.  #3 
Red  Bank,  NJ 

(908)  747-3858 


Gallery  Hours: 

Mon. -Sat.  10  a.m.-9  p.m. 
Sun.  12  noon-6  p.m. 
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RockBank 

FILLS  THE 
PRESCRIPTION 


FOR  PROFESSIONAL 


FINANCING  NEEDS 


• UP  TO  100%  FINANCING  I REFINANCING  ON  OFFICE  CONDOS  & BUILDINGS  WITH  TERMS  UR  TO  25  TEARS 

(when  owner  occupies  at  least  51%  of  the  premises) 

• EQUIPMENT,  FURNITURE  & FIXTURES  FINANCING  WITH  TERMS  UP  TO  10  YEARS 

• COMMERCIAL  REVOLVING  CREDIT  LINES  WITH  NO  ANNUAL  CLEANUP  REQUIRED 

In  1992,  RockBank  received  the  SBA's  Award  for  Excellence  for  making  more  SBA  loans  to  more  businesses  than  any  bank  in  New  Jersey. 
Bauer  Financial  Reports  of  Florida  rated  RockBank's  capital  strength  with  four  stars. 

Small  business  expertise  and  capital  strength  make  RockBank  your  only  source  for  financing.  Call  today 
to  arrange  for  one  of  our  small  business  professionals  to  visit  you  and  discuss  your  financing  needs. 


MEMBERFDIC 

AN  EQUAL  OPPORTUNITY.  EQUAL  HOUSING  LENDER 
© 1993,  RockBank 


TOLL 
FREE 
IN  NJ 


1-800-722-6772  or  (908)  789-8830 


Sleep  Diagnostics  at 


10th  Anniversary... 

A Decade  of  Caring 


Don’t  ’tour  Patients  Deserve 
A Good  Night’s  Sleep? 

How  often  do  you  hear  complaints  from  your  patients  and  their  loved  ones  of  snoring,  chronic 
fatigue  or  poor  sleep  quality?  Let  the  experts  at  Sleep  Diagnostics  help  your  patients  get  the  good 
night’s  sleep  they  deserve  Sleep  Diagnostics,  a division  of  The  Breathing  Center,  will 
perform  a comprehensive  sleep  evaluation  to  identify  your  patients’  problems.  We  treat  all  forms  of 
sleep  disorders  — including  sleep  apnea  — utilizing  the  most  experienced  sleep  specialists  from 
the  Tri-State  Area  and  beyond. 

Sleep  Diagnostics  has  successfully  worked  with  hundreds  of  referring  medical  professionals 
like  you,  treating  each  patient  with  the  professional  courtesy  and  competence  that  is  expected  in  your 
own  office. 

Our  prompt  scheduling  and  state-of-the-art  evaluation  techniques  will  have  patients  back  in  your 
care  as  soon  as  possible.  And  Sleep  Diagnostics  prides  itself  on  their  communications  proce- 
dure that  keeps  you  informed  of  all  progress. 

For  statewide  appointment  scheduling,  call  1-800-634-5864. 

• Morristown:  (201)  539-5330  • Edison:  (908)  417-9339  -Princeton:  (609)683-1800 

• Bricktown:  (908)  458-3800  • Paramus:  (201)368-0202 


John  Penek,  MD,  FCCP,  Medical  Director 
Diplomate  — American  Board  of  Sleep  Medicine 
Fellow  — American  Sleep  Disorders  Association 
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Presidential  address: 

A new  course  for  medicine 


William  E.  Ryan,  MD 


William  E.  Ryan,  MD,  presented  this  speech  at  the  227th  Annual 
Meeting  of  the  Medical  Society  of  New  Jersey.  Dr.  Ryan  reflects 
on  his  year  as  MSNJ  president  and  his  hopes  for  the  Society 
and  for  medicine  as  Joseph  N.  Micale,  MD,  assumes  the 
presidency  of  our  prestigious  organization. 


Mr.  Speaker,  Doctor 
Micale,  members  on 
the  dais,  and  the 
House:  My  heartiest 
congratulations  to  Joseph  Micale, 
MD,  as  he  becomes  the  201st 
president  of  the  Medical  Society 
of  New  Jersey  (MSNJ).  He  is  just 
in  time  to  receive  the  torch.  Dif- 
ficult state  issues  need  address- 
ing. Health  care  reform  legislation 
is  the  subject  of  ongoing  national 
debate.  Please  support  him  in  the 
coming  months,  as  it  will  be  an 
extremely  difficult  year  for  him 
and  for  all  of  us. 

1 want  to  acknowledge  the 
other  officers,  who  have  moved 
up  to  their  respective  titles.  Hav- 
ing worked  with  them,  I can  as- 
sure you  that  they  are  excellent 
choices.  I particularly  want  to 
congratulate  Anthony  Caggiano, 
MD,  from  Essex  County.  He  has 
a no-nonsense  style  that  is 
refreshing. 

It  has  been  a wonderful 
privilege  serving  you  during  the 
past  12  months.  As  I have  trav- 
eled around  the  state — from 
Salem  to  Sussex  and  from  Bergen 
to  Camden  — I have  tried  to  keep 
you  informed  on  health  care  mat- 
ters. I have  greatly  enjoyed  your 
hospitality  and  the  opportunity  to 
dialogue  the  issues  with  you. 


During  my  term,  I have  met 
with  senators  and  congressmen, 
as  well  as  many  of  our  state 
legislators.  I have  been  in  the 
governor’s  office  three  times.  I 
have  given  long  periods  of  time 
to  the  deliberations  of  the  New 
Jersey  Coalition  for  Health  Care 
Reform — whose  20  organizations 
explored  and  debated  numerous 
state  issues. 

I know — like  myself — you  are 
intensely  frustrated  by  the  entire 
health  care  milieu.  The  practice 
of  medicine  is  less  rewarding  and 
less  fulfilling.  The  feeling  that  we 
are  no  longer  in  control  is  not  a 
perception,  it  is  a reality. 

The  patients  who  once  revered 
you,  took  your  word  as  gospel, 
and  thanked  you  now  are  of  a 
different  mind  set.  They  are  in- 
creasingly angry  at  waits  and  in- 
dispositions; they  expect  every- 
thing very  promptly  and  as  a 
matter  of  course.  The  specter  of 
someone’s  lawsuit  occasionally  is 
raised.  The  doctor-patient  rela- 
tionship takes  on  a new — and 
strained — dimension. 

We  are  dealing  with  insurance 
companies  who  now  refer  to  us  as 
providers  — lumping  us  with  other 
purveyors  of  service.  They  feel 
that  they  have  the  whip-hand  and 
that  we  will  dance  to  their  tune. 


They  choose  whether  or  not  to 
admit  providers  to  their  plan  — 
depending  on  whether  it  is 
economically  feasible.  They  de- 
cide to  move  entire  blocks  of  pa- 
tients to  alternative  physicians 
and  hospitals  — if  they  perceive  a 
“better  deal”— exercising  little  re- 
gard for  long-established  physi- 
cian-patient or  patient-hospital  re- 
lationships. And  they  get  away 
with  it. 

Ever-incompetent  bureaucrats 
delay,  and  lose  the  forms — and 
then  say  that  the  doctor  did  not 
comply. 

Hospitals  have  become  increas- 
ingly emboldened.  They  are  writ- 
ing our  bylaws;  they  are  negotiat- 
ing service  contracts  for  us — to 
their  advantage.  And  they  are  tak- 
ing advantage  of  physicians  as  ar- 
biters of  our  services. 

Even  fellow-physicians  have 
become  estranged  and  suspicious 
of  one  another.  Indeed,  it  is  be- 
coming a very  difficult  world  for 
all  of  us. 

As  a partial  response  to  all  of 
this,  consider  our  renewed  in- 
terest in  a statewide  physicians’ 
health  maintenance  organization/ 
individual  practice  association 
(HMO/IPA).  Trying  to  retain  con- 
trol and  securing  what  is  best  for 
our  patients  has  stimulated  new 
activity  and  debate. 

Let  me  warn  you  up  front, 
however,  that  what  you  seek  may 
not  be  provided  by  a state,  physi- 
cian-run HMO/IPA.  You  wish  for 
a more  favorable  reimbursement 
schedule.  This  is  thought  to  be 
possible  because  of  economies  in 
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administration  of  the  plan.  These 
plans  have  been  known  to  be 
quite  competitive,  so  any  eco- 
nomic advantage  may  be  illu- 
sionary. 

Most  of  you  feel  a sense  of 
salvation  and  refuge,  in  that  this 
will  be  the  “doctors  plan.”  The 
plan,  however,  to  be  efficient, 
needs  to  be  quite  circumspect  in 
its  selection  of  physicians;  needs 
to  be  vigorous  in  its  pursuit  of 
quality  assurance;  and  may  not 
include  everyone. 

I strongly  favor  an  accelerated 
feasibility  study.  Before  we  com- 
mit the  careers  and  resources  of 
MSNJ  members,  we  should  be 
certain  of  what  we  are  doing;  a 
critical  mistake  must  be  avoided. 
And,  I believe  if  MSNJ  puts  up 
the  money  and  does  the  work, 
membership  should  be  limited  to 
MSNJ  members. 

At  the  national  level,  we  are  at 
a crossroads  where  there  is  tre- 
mendous chance  of  harm  and  mis- 
chief, but  also  there  is  significant 
opportunity  for  reshaping  the 
progression.  Multiple  national 
health  initiatives  are  being  dis- 
cussed. There  appears  to  be  a pot 
boiling  with  proposals,  but  no 
consensus. 

Will  we  have  some  variant  of 
managed  competition?  Or  will 
single  payer  finally  win  out?  Will 
Medicaid  be  scraped?  And  will 
Medicare  be  folded  into  the  mix 
in  some  fashion?  Above  all,  who 
will  pay? 

From  our  perspective,  fee 
freezes  and  global  budgets  would 
be  catastrophic.  There  is  enor- 
mous pressure  for  a quick  fix. 
There  is  sentiment  for  the  scape- 
goated notion  that  physician  fees 
and  hospital  charges  should  be 
capped. 

But  perhaps — just  perhaps — in 
all  of  this  confusion  and  debate, 
enlightened  physicians  will  help 
to  fashion  a health  care  program 
that  serves  the  greater  interests 
of  their  patients.  There  are  signs 
that  the  Clinton  administration 
will  incorporate  some  or  much  of 
the  American  Medical  Associa- 
tion’s (AMA)  Health  Access 


William  E.  Ryan,  MD 


America  program  into  its  final 
initiative.  This  package  includes 
universal  access  to  coverage,  a 
basic  benefits  package,  an  em- 
ployer mandate,  freedom  for  pa- 
tients to  choose  their  own  physi- 
cian, reduction  of  the  hassle  fac- 
tor, and  meaningful  tort  reform. 
Vice-President  Al  Gore  did  men- 
tion some  of  these  in  his  address 
to  physicians  in  Washington,  DC, 
on  March  24,  1993,  during  the 
AMA  “A  Time  for  New  Partner- 
ship meeting.  We  need  to  push 
for  these  proposals. 

As  a matter  of  fairness,  physi- 
cians must  be  given  antitrust  ex- 
emption to  negotiate  with  health 
care  cooperatives  if  managed 
competition  is  to  mean  anything. 
It  is  absurd  to  expect  negotiations 
without  the  ability  of  one  side  to 
negotiate.  In  my  view,  this  is  one 
thing  we  should  insist  on  im- 
mediately in  order  to  continue  the 
national  discourse. 

Now  is  our  chance  to  push  for 
meaningful  tort  reform.  We  ad- 
vocate a program  of:  pretrial 
screening  certificates  of  merit; 
periodic  payment  of  structured 
settlements;  proportionate  liabili- 
ty; sliding  scale  compensation  for 
plaintiffs  attorneys;  and  a work- 
able statute  of  limitations  based 
upon  discovery  that  is  fair  to  all. 

Practice  parameters,  basic 


guidelines  to  appropriate  medical 
care  for  given  conditions,  de- 
veloped by  peers,  would  seem  to 
have  significant  advantage  in  re- 
ducing unnecessary  expense.  The 
problem  is  that  these  guidelines 
are  sometimes  difficult  to  develop 
and  upon  which  to  agree. 
However,  they  do  offer  significant 
long-term  prospects  for  success. 

We  need  to  look  carefully  at 
graduate  medical  education  in  the 
United  States,  and  see  to  it  that 
more  family  practitioners  are 
trained.  Based  upon  current  pro- 
jection, only  16  percent  of  the 
current  graduates  of  medical 
school  will  emerge  as  primary 
care  physicians.  Truly,  we  need  to 
provide  more  front-line  physi- 
cians who  are  able  and  skilled  to 
handle  the  vast  majority  of  ill- 
nesses that  require  attention  in 
our  patient  population.  I per- 
sonally do  not  believe  that  this  is 
going  to  happen  unless  primary 
care  physicians  are  paid  what 
they  are  worth. 

As  a corollary,  I think  the  re- 
source-based relative  value  scale 
(RBRVS)  has  been  a failure  in  its 
stated  purpose  of  securing  more 
favorable  consideration  for  eval- 
uation and  management  services. 
It  needs  to  be  eliminated,  or  at 
least  significantly  modified,  as  a 
payment  mechanism. 

Dr.  William  Hsaio,  writing  in 
the  April  4,  1993,  issue  of  The 
New  England  Journal  of  Medicine, 
points  out  that  RBRVS,  as  im- 
plemented by  Medicare,  is  fatally 
flawed.  As  you  know,  he  is  the 
author  of  the  original  studies  sug- 
gesting the  revamping  of  the 
Medicare  payment  system.  He 
states  that  there  are  numerous  er- 
rors in  the  study  adaptation  clear- 
ly indicating  that  physicians  are 
being  cheated  in  the  application 
of  the  law.  He  points  out  that 
there  are  errors  in  methodology 
and  in  calculation  for  practice  ex- 
pense, and  geographic  consider- 
ations. He  argues  that  the  con- 
version factor  was  set  too  low. 

In  a chilling  statement,  he 
points  out  that  if  all  insurers  were 
to  adopt  the  RBRVS  schedule  of 
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Medicare  payment,  many  primary 
care  physicains  would  average 
$40,000  to  $44,000  per  year.  This 
is  totally  unacceptable,  and  is  the 
antithesis  of  the  intention  of  the 
system. 

Yes,  the  federal  government, 
the  state  government,  the  third- 
party  carriers,  and  a host  of  others 
seem  to  be  assailing  us  from  all 
sides.  The  very  core  and  fabric  of 
our  profession  is  under  attack. 

We  are  being  asked,  in  effect, 
to  live  a new  medical  life,  and  to 
adapt  to  numerous  intrusions  that 
may  be  harmful  to  ourselves  and 
to  our  patients. 

But  we  do  have  one  guiding 
beacon,  and  that  is  our  pro- 
fessionalism. 


Let  me  close  by  hearkening  to 
the  words  of  the  late  Dr.  Joseph 
Boyle,  former  New  Jersey  resi- 
dent, physician,  and  AMA  presi- 
dent. In  his  inaugural  address  on 
June  20,  1984,  Dr.  Boyle  closed 
with  these  words:  “We  have  to- 
night resolved  that  we  are  a pro- 
fession; that  our  lives  are  dedi- 
cated to  the  service  of  human- 
kind; that  we  have  examined 
ourselves  and  do  declare  that  we 
remain  committed  to  earing  for 
people;  that  technology  is  a tool 
that  we  must  use  wisely — but  as 
its  master,  not  as  its  slave. 

Though  the  opportunity 
presents  itself  to  enrich  our 
purse,  we  shall  opt  instead  to 
enrich  our  lives  as  we  strive  to 


enhance  the  lives  of  those  we 
touch,  those  who  entrust  their 
beings  to  us;  that  we  do  stand 
prepared  to  care  for  all  people 
simply  because  we  care;  and  re- 
gardless of  pressures,  that  we  re- 
main advocates  for  our  patients; 
that  the  welfare  of  our  patients  is 
our  agenda  and,  come  what  may; 
that  our  code  of  ethics  is  the  bible 
by  which  we  live. 

These  wonderful  words  of  Dr. 
Boyle  urge  us  not  to  forget  that 
we  are  a profession.  We  are  all 
about  making  sick  people  well  — 
and  we  live  to  address  the  most 
solemn  and  important  of  human 
needs.  H 
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Well  wear  the 
gold  medal  proudly. 

Thank  you! 


We  regard  endorsement  by  MSNJ  as 
a world  class  statement  about  medical 
waste  management. ..because  nowhere 
else  in  the  world  are  compliance 
regulations  so  rigorous  and  far-reaching. 
Our  practice-tailored  service  is  a 
pioneering  effort... it  includes  more 
than  mere  transporting  and 
incineration,  more  than  computerized 
waste  tracking  and  obligatory  DETE 
reporting.  It  provides  practical 
solutions  that  prepare  medical  and 
dental  practices  with  pre-inspection 
audit  guidance. . in-depth  analyses  of 
the  law. ..and  on-going  compliance 
counseling. 

Our  services  are 
comprehensive. . . 


so  you’ll  never  compromise 
your  practice’s  reputation  or  your 
staff’s  safety.  And  you  never  expose 
yourself  to  unnecessary  risk. 

Now,  compliance  with  the  toughest 
medical  waste  regulations  in  the  world 
isn’t  a matter  of  chance. 


ENS' 


Medical  Services  Division 
Solid  Waste  Technologies,  Inc. 

50  Mount  Bethel  Road 
Warren,  NJ  07059 

Phone:  (908)  7 5 7-44 1 4 •( 800)  952-0324 
Fax: (908)  561-7319 


Medical 

Services  Division 

Solid  Waste  Technologies,  Inc. 


EDITOR  S DESK 


WHERE  THERE’S  SMOKE 


Ed  Bradley  recently  inter- 
viewed a Dutch  colonel  and  some 
of  his  men  on  a segment  of  “60 
Minutes.’  The  colonel  had  “come 
out  of  the  closet  and  felt  his 
performance  as  a professional 
soldier  was  not  impaired.  Mr. 
Bradley  questioned  one  of  the 
colonel’s  subordinates,  “Does 
close  quarters  with  the  colonel 
upset  you?’  The  answer  was, 
“Yes,  but  not  because  of  his  sex- 
ual orientation,  but  because  of  his 
smoking. 

The  drive  toward  a smoke-free 
society  continues.  Hospitals,  gov- 
ernment offices,  and  public  estab- 
lishments, including  restaurants, 
continually  are  restricting  smok- 
ing in  their  premises  and  legis- 
latures are  aiding  the  efforts. 
Community  groups  demonstrate 
against  advertisements  on  bill- 
boards and  sports  stadiums.  But 
the  tobacco  panderers  are  a long 
way  from  conceding  defeat.  They 
use  the  government  to  further 
sales  abroad.  They  cut  prices  to 
maintain  a competitive  edge 
against  generics,  and  they  con- 
tinue to  target  youth. 

A potentially  important  battle 
in  this  war  will  be  fought  this 
month  in  our  courts.  The  Ap- 
pellate Division  of  the  state 
Superior  Court  was  scheduled  to 
hear  oral  arguments  on  June  1, 
1993,  regarding  an  East  Brunwick 
ordinance  banning  cigarette  vend- 
ing machines  in  that  community. 
Representatives  of  the  60-odd 
companies  responsible  for  the 
more  than  10,000  cigarette  vend- 
ing machines  in  New  Jersey  won 
the  first  skirmish  against  the  or- 
dinance; this  Superior  Court  ver- 
dict is  the  one  being  appealed. 

East  Brunswick  attempted  to 
ban  the  cigarette  machine  com- 
pletely from  its  municipal  limits. 
Other  towns — Mount  Olive,  Ber- 


nards, and  Princeton — also  have 
placed  restrictions  on  the  use  and 
placement  of  these  machines, 
although  not  as  severely  as  did 
East  Brunswick.  All  these  places 
have  attempted  to  decrease  the 
distribution  of  cigarettes  to  those 
below  the  age  of  18,  in  ac- 
cordance with  New  Jersey  law. 

The  vendors  say  they  respect 
and  support  state  law,  and  they 
have  no  wish  to  sell  cigarettes  to 
minors.  Nevertheless,  they  also 
sued  Mount  Olive  and  Bernards, 
after  first  proceeding  against  East 
Brunswick.  Listen  to  the  huck- 
sters lawyer,  as  cited  in  The  New 
York  Times  of  April  25,  1993: 
“Frankly,  we  didn  t mind  certain 
restraints.  East  Brunswick  is  look- 
ing to  use  a bazooka  when  all  it 
needed  was  a small  weapon  that 
we  were  willing  to  give  them  . . . 
a restraint.  So  why  did  they  sue 
the  other  two?  “We  knew  other 
municipalities  were  watching  and 
we  wanted  to  send  a message  . . . 
After  the  East  Brunswick  decision 
. . . we  felt  there  was  no  more  to 
be  gained.  . . . Lawsuits  are  ex- 
pensive, you  know. 

Unhappily,  Governor  Florio 
vetoed  a 1991  bill  that  would  have 
restricted  vending  machines  to 
locations  inaccessible  to  minors 
and  would  have  allowed  pur- 
chases of  cigarettes  only  by  those 
determined  to  be  at  least  18  years 
of  age.  It  may  be  foolish  to 
speculate  about  the  effectiveness 
of  a law  that  was  not  enacted.  But 
even  properly  drawn  laws  do  not 
insure  compliance.  In  an  uncon- 
trolled test,  young  teenagers  in 
Bernards  Township  were  able  to 
obtain  cigarettes  three-fourths  of 
the  time  from  unsuspecting  ven- 
dors and  an  astounding  three- 
fifths  of  the  time  even  when  these 
business  people  knew  of  the  in- 
vestigation. Fortunately,  the 


persistence  of  the  law  and  con- 
tinued education  have  improved 
compliance.  We  should  not  be 
surprised  at  the  raw  data;  the  sale 
of  butts  is  big  business  and  the 
adult  smoker  rarely  begins  a life- 
long addiction  in  middle  age. 

It  may  be  true  that  sales  of 
cigarettes  from  vending  machines 
represent  a small,  single-digit 
percentage  of  total  sales.  It  also 
may  be  true  that  minors  have 
easy  access  to  cigarettes  from 
many  sources.  But  it  also  is  true 
that  the  percentage  of  Americans 
smoking  continues  to  decline — 
and  should.  Whatever  we  can  do 
to  decrease  the  attractiveness  of 
cigarettes  is  worthwhile.  Bill- 
boards, media  advertisements, 
sports  sponsorships,  and  cigarette 
vending  machines  all  contribute 
to  the  addiction  of  our  youth.  If 
cities  can  restrict  the  number  of 
liquor  licenses  or  prohibit  the  sale 
of  alcoholic  beverages  within 
municipal  limits,  how  can  anyone 
logically  object  to  restrictions  on 
the  sale  of  pure  poison?  But  logic 
may  be  in  the  eyes  of  the  be- 
holder and  judicial  decisions  may 
not  always  be  logical  to  large  seg- 
ments of  society,  but  may  repre- 
sent temporary  stepping  stones  in 
the  transfonnation  of  social  val- 
ues. Let  us  hope  the  stones  are 
not  laid  over  quicksand.  □ 
Howard  D.  Slobodien,  MD 

Justice  should  remove  the 
bandage  from  her  eyes  long 
eiiough  to  distinguish  between 
the  vicious  and  the  unfortunate. 

Robert  G.  Ingersoll, 
Prose-Poems  and 
Selections,  1884 
Nothing  so  needs  reforming 
as  other  people's  habits. 

Mark  Twain, 
Pudd'nhead  Wilson,  1894 
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Pancreatic  pseudocyst 
infected  with 
Candida  albicans 

William  E.  Farrer,  MD 
Robert  Carracino,  MD 


We  present  a case  of  a pancreatic  pseudocyst  secondarily 
infected  with  Candida  albicans.  The  authors  discuss  the  risk 
factors  for  pseudocyst  infection,  especially  with  Candida, 
diagnostic  procedures,  and  current  management  including 
percutaneous  catheter  drainage. 


A 70-year-old  nun  was  ad- 
mitted to  St.  Elizabeth 
Hospital  on  December 
23,  1991,  with  the  sud- 
den onset  of  severe  epigastric 
pain  radiating  to  the  back,  accom- 
panied by  nausea  and  vomiting. 
There  were  no  associated  fevers, 
chills,  hematemesis,  or  melena. 
The  patient  experienced  a similar 
episode  one  month  prior  to  ad- 
mission lasting  three  days,  but  did 
not  see  a physician.  Past  medical 
history  was  significant  for  hyper- 
lipidemia that  was  treated  with 
gemfibrozil;  hyperuricemia  that 
was  treated  with  allopurinol;  and 
onychomycosis  that  was  treated 
with  fluconazole.  She  was  taking 
no  medications  at  the  time  of  ad- 
mission. The  patient  had  mild, 
previously  untreated  psoriasis. 
There  was  no  history  of  alcohol 
abuse  or  smoking. 

On  physical  examination,  she 
was  an  obese  white  woman  in 
severe  distress  secondary  to  ab- 
dominal pain  and  vomiting.  Her 
blood  pressure  rose  from  80 
systolic  to  110/70  with  hydration. 
She  was  afebrile,  with  a pulse  rate 
of  50/min  and  respirations  of  22/ 
min.  Mucous  membranes  were 
dry.  Heart  and  lung  examinations 
were  normal,  but  the  abdomen 
was  exquisitely  tender  in  the  left 


upper  quadrant  and  epigastrium, 
with  hypoactive  bowel  sounds  but 
no  rebound.  The  remainder  of  the 
examination  was  normal.  White 
blood  count  (WBC)  was  2,300/ml 
with  normal  differential;  Hgb  was 
12.7  gm/dL;  Hct  was  38%;  and 
platelets  were  477,000/ml.  The 
glucose  was  188  mg/dL; 
cholesterol  was  254  mg/dL; 
amylase  was  3,183  U/L  (normal  is 
30  to  110  U/L);  and  lipase  was 
12,613  U/L  (normal  is  23  to  203 
U/L).  The  remainder  of  the  chem- 
istries were  normal.  Chest  x-ray 
was  normal;  abdominal  films 
showed  a nonspecific  ileus. 

The  patient  was  admitted  to  the 
intensive  care  unit  and  treated  for 
pancreatitis  of  uncertain  etiology. 
Intravenous  ranitidine  was  ad- 
ministered. Computed  tomogra- 
phy (CT)  scan  and  ultra- 
sonography of  the  abdomen  were 
consistent  with  pancreatitis.  No 
gallstones  were  seen  and  a 
hepatobiliary  scan  was  normal. 
The  patient  improved  clinically 
and  her  amylase  and  lipase 
declined.  She  developed  low- 
grade  fever  and  ampicillin/sulbac- 
tam  was  started  on  day  4. 
However,  by  January  14,  1992, 
the  patient  experienced  increased 
abdominal  pain  and  a leukocytosis 
to  24,000/ml.  Blood  and  urine  cul- 


tures were  negative.  A repeat  CT 
scan  showed  a small  6x7  cm 
pancreatic  pseudocyst.  Empiric 
treatment  with  cefotaxime  and 
metronidazole  and,  subsequently, 
imipenem,  did  not  lead  to  im- 
provement in  symptoms  or 
leukocytosis;  the  patient  de- 
veloped fever.  Bepeat  CT  scan 
showed  an  increase  in  the  size  of 
the  pseudocyst  to  11  cm  (Figure 
1).  Percutaneous  CT-guided 
aspiration  of  the  pseudocyst 
performed  on  January  23,  1992, 
yielded  turbid  fluid.  Gram  stain 
was  negative,  but  culture  grew 
Candida  albicans  and 
amphotericin  B was  started.  On 
January  29,  1992,  percutaneous 
catheter  drainage  was  performed, 
with  removal  of  300  ml  of  turbid 
fluid.  Gram  stain  showed  gram- 
positive cocci  in  chains  as  well  as 
yeast,  but  only  Candida  albicans 
grew.  Amphotericin  was  con- 
tinued and  ampicillin  was  added 
for  possible  Streptococcus.  The 
size  of  the  pseudocyst  initially 
diminished  (Figure  2)  and  the  pa- 
tient improved.  Amphotericin  was 
stopped  after  a total  dose  of  700 
mg,  and  fluconazole  200  mg/day 
was  administered  intravenously. 
However,  increasing  abdominal 
pain  led  to  a repeat  CT  scan  that 
showed  the  catheter  had  become 
displaced  and  a large  fluid  collec- 
tion was  present.  The  catheter 
was  removed  and  the  patient 
brought  to  the  operating  room  on 
February  25,  1992,  where  a large 
infected  pseudocyst  was  drained 
into  the  stomach.  Gram  stain 
showed  gram-positive  cocci  in 
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Table.  Generic  and 

brand 

names. 

Generic 

Brand 

Name 

Name 

Gemfibrozil  

Lopid® 

Ailopurinol  

Zyloprim® 

Fluconazole  

Diflucan® 

Ranitidine  

Zantac® 

Ampicillin/ 
sulbactam  

Unasyn® 

Cefotaxime  

Claforan® 

Metronidazole  

Flagyl® 

Imipenem  

Primaxin® 

Amphotericin  B .. 

Fungizone® 

Ampicillin  

Omnipen® 

Vancomycin  

Polycillin® 

Vancocin® 

Flucytosine  

Ancobon® 

clusters,  and  the  fluid  grew 
Staphylococcus  epidermidis.  The 
patient  received  a two-week 
course  of  vancomycin,  and 

gradually  improved. 

DISCUSSION 

Pancreatic  pseudocysts  are 
formed  by  the  accumulation  of 
pancreatic  secretions  released 
from  ducts  disrupted  by  inflam- 
mation or  trauma,  and  sur- 

rounded by  an  inflammatory  wall 
of  fibrous  tissue.1  Pseudocysts  de- 
velop in  25  to  30  percent  of  pa- 
tients with  acute  pancreatitis,  and 
the  majority  resolve  spontaneous- 
ly within  two  to  three  weeks,2  but 
complications  may  occur  in  up  to 
34  percent.1 

As  more  patients  with  acute 

pancreatitis  survive  the  frequent- 
ly fatal  shock  of  the  acute  phase, 
more  patients  are  developing  late 
complications.  Infection  now  ac- 
counts for  over  80  percent  of 
deaths  from  acute  pancreatitis;2  5 
percent  of  patients  with  acute 

pancreatitis  develop  secondary 
pancreatic  infections  and  acute 
pseudocysts  become  infected  ap- 
proximately 13  percent  of  the 
time.3 

Terminology  of  pancreatic  in- 
fections has  been  confusing.  A re- 
cent classification  system  defined 
three  types:  infected  pseudocyst 
(10  to  12  percent  mortality);  pan- 
creatic abscess,  a collection  of 
purulent  material  in  the  region  of 
the  pancreas  bounded  by  adjacent 


tissues  and  organs,  with  minimal 
necrosis  (20  percent  mortality); 
and  infected  pancreatic  necrosis, 
an  infected  but  nonliquified,  de- 
vitalized area  of  pancreatic  and/or 
peripancreatic  tissue  (30  to  60 
percent  mortality).34  Pseudocysts 
can  become  infected  by  trans- 
mural migration  of  micro-or- 
ganisms from  the  gastrointestinal 
tract,  hematogenous  spread,  or 
direct  inoculation  by  endoscopic 
retrograde  cholangopanereatog- 
raphy  (ERCP).3  Viable  bacteria 
also  may  be  transported  directly 
from  the  intestine  via  defective 
phagocytes.3 

There  are  no  specific  signs  or 
symptoms  that  reliably  differen- 
tiate infection  from  persistent 
sterile  inflammation  of  the  pan- 
creas. Infection  should  be 
suspected  when  a patient  with 
acute  pancreatitis  has  persistent 
fever,  tachycardia,  abdominal 
pain,  distention,  or  abdominal 
mass,  especially  14  to  22  days 
after  the  initial  attack.3  CT  scan 
and  ultrasonography  are  helpful 
in  demonstrating  fluid  collections 
and  edema,  but  cannot  prove  in- 
fection. Radionuclide  scans  with 
gallium-67  or  indium-111  tagged 
white  blood  cells  have  not  been 
helpful,  since  they  cannot  dis- 
tinguish secondary  infection  from 
the  inflammation  of  pancreatitis 
or  necrosis.3 

The  technique  of  percutaneous 
aspiration  under  CT  or  ultra- 
sonography has  improved  the 
diagnosis  of  pancreatic  infection 
and  provided  a nonoperative 
means  of  treatment  via  percu- 
taneous catheter  drainage  (PCD). 
Several  recent  series  showed  ac- 
curate diagnosis  in  virtually  all 
cases,  and  resolution  of  infected 
pseudocysts  via  PCD  and  anti- 
biotics in  79  to  91  percent  of 
cases.’"3  Adams  recommended 
primary  PCD  in  patients  with  the 
following  characteristics:  unilocu- 
lar collections,  absence  of  multi- 
system organ  failure,  no  evidence 
of  pancreatic  necrosis,  and 
APACHE  II  scores  less  than  16 
with  fewer  than  four  of  Ranson’s 
signs.8  PCD  can  be  used  to 


palliate  critically  ill  patients, 
enabling  them  to  be  stabilized  for 
definitive  surgery  if  PCD  is  not 
curative.7  Complications  related 
to  PCD  in  these  very  ill  patients 
have  included  empyema,6  peri- 
nephric abscess,7  and  hemor- 
rhage,63 the  latter  not  necessarily 
related  to  the  procedure.  Our  pa- 
tient’s pseudocyst  initially  was 
drained  successfully  with  a subse- 
quent negative  drainage  culture; 
whether  a second  PCD  would 
have  been  curative  is  unclear. 

Pancreatic  infections  generally 
are  caused  by  enteric-type  or- 

ganisms, and  often  are  polymi- 
crobial. Lumsden  and  Rradley  re- 
viewed 45  articles  containing  over 
1,100  cases  of  secondary  pan- 
creatic infection.3  Forty-two  per- 
cent of  these  cases  were 
polymicrobial;  organisms  in- 

cluded E.  coli  (35  percent), 
Klebsiella  (24  percent), 
Enterococcus  (24  percent). 

Staphylococci  (14  percent),  and 
Pseudomonas  (11  percent). 

Bacteroides  was  present  in  6 per- 
cent of  cases  and  Candida  rarely 
was  present  in  these  cases.  In  a 
recent  series  of  108  cases  from 
Italy,  82  percent  of  pancreatic  in- 
fections were  polymicrobial,  with 
14  percent  anaerobes  and  8 per- 
cent “mycetes,”  presumably  most- 
ly Candida.5 

Candida  is  an  uncommon  cause 
of  pancreatic  infection,  despite  its 
frequent  presence  in  the  in- 
testinal flora.9  When  isolated,  it 
often  is  associated  with  prior 
surgery  or  the  use  of  broad-spec- 
trum antibiotics' 9111  or  antacids 
and/or  H2  antagonists.11  A few 
cases  have  been  reported  in  most 
recent  series.  Candida  often  is 
found  with  other  organisms,10 11 
but  also  has  been  recovered  as  the 
sole  pathogen  in  pancreatic 
abscess.9 

Optimal  antimicrobial  therapy 
of  pancreatic  Candida  infection  is 
not  yet  defined.  Amphotericin  R 
with  or  without  flucytosine  has 
been  used;9  " newer  agents  such 
as  fluconazole  hold  promise  but 
experience  is  limited.  Three 
transplant  patients  with  peripan- 
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creatic  Candida  abscesses  treated 
with  fluconazole  under  a com- 
passionate-use protocol  re- 
sponded, but  further  use  is 
needed  to  determine  its  optimal 
role.12 

CONCLUSIONS 

The  important  points  in  this 
case  are:  infection  is  not  uncom- 
mon in  pancreatic  pseudocyst  and 
should  be  considered  when  the 
patient’s  condition  deteriorates; 
percutaneous  aspiration  and 
drainage  under  CT  or  ultra- 
sonography guidance  can  provide 
diagnostic  information  and  even 
cure  of  infected  pancreatic  collec- 
tions; and  Candida  can  cause  pan- 
creatic infection,  especially  in  the 
postoperative  patient  or  one  treat- 
ed with  broad  spectrum  anti- 
biotics or  H2  antagonists.  H 
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Puts  A Premium 
On  High 
Quality  Care, 

At  The  Same 
Competitive  Cost. 


For  the  third  consecutive  renewal,  the  MSNJ  Health  Care  Plan 
has  been  renewed  with  no  increase  in  premiums, 
in  spite  of  rising  health  care  costs.  The  MSNJ  plan 
offers  superior  coverage  and  service  to  match, 
at  a premium  that  works  to  your  benefit. 


Your  choice  of  plan  designs,  all  including: 

■ First  dollar  hospitalization  coverage 

■ Full  plan  benefits  for  hospital  admissions  related  to  mental 
or  nervous  disorders  and  substance  dependency. 

■ Full  coverage  while  traveling  at  home  or  abroad 

■ Comprehensive  major  medical  coverage 

■ Full  coverage  for  dependent  children  to  age  23 

■ Continuance  of  coverage  for  retirees,  widows  and  widowers 

■ Coverage  may  be  extended  to  employees 


For  more  information,  please  call 
Jean  Wasielczyk,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  PO.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895-1616 -(800)  227-6484 
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The  authors  examined  the  resolution  of  spirometric  indices  of 
upper  airway  obstruction  (UAO)  following  surgical  treatment  for 
goiter.  The  results  of  a recent  study  suggest  that  the  integrity 
of  the  upper  airway  remains  intact  but  prolonged  recovery  is 
required. 


Patients  with  goiter 
present  with  a variety  of 
symptoms  including 
dyspnea,  dysphagia,  and 
venous  engorgement  due  to  tho- 
racic inlet  obstruction  (Table  1). 
Upper  airway  obstruction  (UAO) 
commonly  is  found  associated 
with  goiter,  but  its  high  incidence 
of  30  to  60  percent  as  determined 
by  spirometric  measurement  only 
recently  has  become  appreci- 
ated.12 Respiratory  symptoms  of 
UAO  may  be  elicited  with  careful 
questioning  or  on  exercise  testing. 
These  patients  frequently  repre- 
sent surgical  risks  of  unappre- 
ciated magnitude,  especially 
postoperatively,  for  a variety  of 
reasons  including  residual 
substernal  extension  of  the  goiter 
resulting  in  tracheal  compression. 
Obstruction  of  the  airway  be- 
tween the  carina  and  the  mouth 
may  be  distinguished  by  measure- 
ments of  inspiratory  and  ex- 
piratory flow  rates  and  showing 
characteristic  patterns  of  ab- 
normality in  flow-volume  rela- 
tionships.31 The  present  in- 
vestigation was  designed  to  study 
the  resolution  of  UAO  following 
surgical  therapy  for  goiter  by 
monitoring  maximal  effort  depen- 
dent flow  volume  loop  (FVL)  in- 
dices. 


MATERIALS  AND  METHODS 

All  patients  scheduled  for  elec- 
tive thyroidectomy  over  a 6-year 
period  that  were  referred  to  the 
pulmonary  service  underwent 
pre-  and  post-therapy  pulmonary 
function  testing.  There  were  nine 
patients,  three  male  and  six 
female,  all  of  whom  had  surgical 
therapy.  Their  mean  age  was  49.7 
years  and  the  primary  indications 
for  treatment  were  signs  or 
symptoms  of  UAO  (Table  2).  The 


approach  was  transcervical  in  all, 
and  subternal  components  of  the 
goiter  were  enucleated  without 
difficulty.  No  blood  transfusions 
were  necessary.  There  were  no 
major  surgical  complications  or 
operative  mortality.  There  was 
one  case  of  transient  hoarseness 
without  vocal  cord  paralysis  and 
no  case  of  permanent  hypothy- 
roidism. Subtotal  thyroidectomy 
was  performed  in  eight  cases;  one 
patient  with  adenocarcinoma  was 
treated  by  total  thyroidectomy. 
All  patients  were  maintained  on 
.15  to  .25  mg  of  Synthroid®. 
There  have  been  no  recurrent 
goiters  but  followup  is  short. 

Routine  testing  in  all  patients 
before  and  after  treatment  con- 
sisted of  spirometry,  including 
measurement  of  maximal  in- 


Table  1.  Abbreviations. 

UAO  = Upper  airway  obstruction. 

FVL  = Flow  volume  loop. 

DLCO  = Diffusing  capacity. 

FEF50  = Maximal  expiratory  flow  at  50  percent  of  the  vital  capacity. 

FIFja  = Maximal  inspiratory  flow  at  50  percent  of  the  vital  capacity. 
FEF2,75  = Expiratory  flow  between  25  to  75  percent  of  the  vital  capacity. 
MMFRR  = Mid-maximal  flow  rate  ratio  (FEF^/FIF^). 

FEV,  = Forced  expiratory  volume  at  one  second. 

FVC  = Maximal  forced  expiratory  volume  (vital  capacity). 

PEFR  = Peak  expiratory  flow  rate. 

FEV/PEFR  = Expiratory  flow  rate  ratio. 

OSA  = Obstructive  sleep  apnea. 

MW  = Maximal  voluntary  ventilation. 
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Table  2.  Patient  characteristics  and  surgical  summary. 


Age  Ext.  of 


Sex 

(Yrs) 

Symptoms 

Diag. 

Rx 

surgery 

F 

76 

Hoarse- 

ness 

Goiter 

ST 

Subtotal 

thyroidectomy 

F 

63 

Asthma 

Goiter 

ST 

Subtotal 

thyroidectomy 

F 

61 

Dyspnea 

Goiter 

ST 

Subtotal 

thyroidectomy 

M 

39 

Asthma 

Goiter 

CA 

ST 

1 

Left  thyroid 
lobectomy 
Right  subtotal 
lobectomy 

M 

72 

Somno- 

lence 

Goiter 

ST 

Subtotal 

thyroidectomy 

M 

64 

Dyspnea 

Goiter 

ST 

Bilateral 

subtotal 

thyroidectomy 

F 

51 

Dyspnea 

Goiter 

ST 

Subtotal 

thyroidectomy 

F 

73 

Stridor 

Goiter 

CA 

ST 

1 

Total 

thyroidectomy 

F 

39 

Dyspnea 

Goiter 

ST 

Left  lobectomy 

Isthmectomy 
Partial  right 
lobectomy 


Wt.  of 

Size 

specimen 

(cm) 

Pathology 

Right  lobe  = 70g 

10x6x3 

Adenomatous 

Left  lobe  = 40g 

6.5  x 5 x 3 

goiter 

Right  lobe  = 114g 

8x6x3 

Nodular 

Left  lobe  = 37g 

5 x 4 x 2.5 

goiter 

290g 

9x6x5 

Adenomatous 

7.5  x 4.5  x 3 

colloid 

goiter 

50g 

7 x 5 x 2.5 

Nodular 

thyroid 

goiter, 

follicular 


carcinoma 


Right  lobe  = 95g 
Left  lobe  = 120g 

8 x 5 x 3.5 
10x5x4 

Multinodular 

goiter 

260g 

9x8x5 

Multinodular 

goiter 

256g 

12  x 5.5  x 6 

Adenomatous 

goiter 

Left  lobe  = 70g 
Right  lobe  = 170g 

9 x 4 x 2.5 
16  x 7 x 4 

Adenocar- 

cinoma, 

multinodular 

70g 

8x5x3 

Adenomatous 

colloid 

goiter 


ST  = Subtotal  thyroidectomy. 

MT  = Propranolol  + methimazole. 
I = Radioactive  I131. 


spiratory  and  expiratory  flow 
rates,  and  the  recording  of 
FVL.  Arterial  blood  gases  were 
available  for  comparison  in  three 
patients;  lung  volumes  and  diffus- 
ing capacity  (DLCO)  were  avail- 
able for  six  patients.  In  two  pa- 
tients, upright  and  supine  FVL 
were  obtained.  Three  patients 
had  bronchoscopy  performed  to 
evaluate  the  nature  of  the  ob- 
struction. The  ratio  of  maximal 
inspiratory  and  expiratory  flow 
rates  at  50  percent  of  the  vital 
capacity,  FEF50/FIF50  (mid-max- 
imal flow  rate  ratio  [MMFRR]), 
and  the  FEV/peak  expiratory 
flow  rate  (PEFR)  were  calculated. 
Flattening  of  the  inspiratory  limb 


of  the  FVL  was  noted  by  inspec- 
tion, as  was  the  presence  of 
sawtoothing.  Following  surgery, 
pulmonary  function  testing  was 
repeated  within  30  days  and  then 
was  repeated  after  120  days  to 
determine  the  length  of  time  re- 
quired for  the  resolution  of  ab- 
normal indices  and  the  alleviation 
of  obstruction  as  indicated  by 
normalization  of  FVL  indices 
(MMFRR  and  FEV/PEFR). 

RESULTS 

The  symptoms  of  each  patient 
are  noted  in  Table  2.  One  patient 
had  progressive  enlargement  of 
the  thyroid  gland,  but  no 
respiratory  complaints.  This  pa- 


tient was  diagnosed  with  obstruc- 
tive sleep  apnea  (OSA);  thy- 
roidectomy produced  subsequent 
alleviation  of  OSA.  All  other  pa- 
tients had  respiratory  complaints 
as  noted.  The  measured  values  as 
obtained  from  spirometry  are 
listed  in  Table  3.  Of  significance 
is  the  pre-  and  immediate 
postoperative  difference  between 
actual  and  calculated  maximal 
voluntary  ventilation  (MW)  as 
well  as  the  increase  in  PEFR.  The 
ratios  and  characteristics  of  FVL 
are  listed  in  Table  4.  Inspection 
of  FVL  demonstrated  flattening  of 
the  inspiratory  limb  in  all  cases. 
Sawtoothing  was  present  in  two 
patients  prior  to  therapy.  PEFR, 
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Table  3.  Pulmonary  function  measurements. 

Spirometry 

value 

Pre 

Post 

Recovery 

FVC  (%  pred) 

76.0  (9.4)* 

80.1  (9.2) 

70.3  (5.0) 

FEV,  (%  pred) 

72.8  (9.2) 

79.5  (9.0) 

71.3  (7.0) 

PEFR  (L/sec) 

3.35  (.53) 

3.80  (.84) 

5.1  **t  (.83) 

FEF25.75  (L/sec) 

1.68  (0.26) 

1.98  (0.23) 

1.98  (0.35) 

MW  (means)  LVmin 

44.3  (10.0) 

54.1  (9.3) 

62.2  (12.1) 

MW  (Calc)  L/min 

64.0  (7.6) 

65.9  (5.2) 

65.5  (6.9) 

Pre  = Prior  to  therapy.  Post  = Within  30  days  after  therapy. 

Recovery  = Greater  120  days  after  therapy. 

MW  (means)  = Measured  MW;  MW  (calc)  35  x FEV,. 

* = Values  represent  mean  (±  SEM);  n = 9. 

**  = P < .05  in  comparison  to  pretreatment  value, 
t = P < .05  in  comparison  to  post-treatment  value. 

Table  4.  Flow  volume  loop  indices. 


Indice 

FEV,/FVC  % 

fef50/fifm 

FEV,/PEFR 

Flattening 

Sawtoothing 


Pre 

77.9  (4.7)* 
3.05  (1.63) 
9.96(1.07) 
9 
2 


Post 


82.0  (3.7) 
1.68**  (0.20) 
9.89  (1.18) 

5 

1 


Recovery 

76.6  (3.6) 
0.72**  (0.12) 
6.85**t  (0.86) 
1 
1 


Pre  = Prior  to  therapy.  Post  = Within  30  days  of  therapy. 

Recovery  = Greater  120  days  after  therapy. 

* = Values  represent  mean  (±  SEM). 

**  = P < .05  in  comparison  to  pretreatment  value, 
t = P < .05  in  comparison  to  post-treatment  value. 

Flattening  = Patients  exhibiting  flattening  of  inspiratory  limb  of  FVL 
Sawtoothing  = Patients  exhibiting  sawtoothing  of 
inspiratory  or  expiratory  limb  of  FVL. 


Table  5.  Lung  volumes  and  arterial  blood  gas  values. 


Data 

Pre 

Post 

Recovery 

FRC  % pred 

88.8  (12.7)* 

97.7  (13.8) 

84.7  (15.2) 

TLC  % pred 

75.9  (7.0) 

81.5  (7.4) 

76.0  (7.0) 

RV  % pred 

93.4  (15.4) 

93.2  (25.4) 

97.8  (13.1) 

RV/TLC  % 

45.3  (5.7) 

42.4  (6.5) 

43.9  (3.0) 

VC/FRC 

1.16(0.23) 

1.05(0.17) 

1.11  (0.13) 

DlCO  ml/min/mmHg 

14.9  (1.8) 

12.1  (1.4) 

18.4  (4.0) 

pH 

7.41  (.01) 

7.44  (.01) 

7.39(0.01) 

PC02  mmHg 

38.8  (1.4) 

38.3  (2.4) 

42.8  (2.9) 

P02  mmHg 

86.2  (1.5) 

77.8  (2.7) 

78.8  (2.9) 

* = Values  represent  mean  (±  SEM). 

Pre  = Prior  to  therapy.  Post  = Within  30  days  of  therapy. 

Recovery  = Greater  120  days  after  therapy. 


MMFRR,  and  FEVj/PEFR  ratios 
were  significantly  altered  follow- 
ing treatment,  but  only  MMFRR 
was  altered  in  the  early 
postoperative  period.  This 
process  of  resolution  continued  in 
the  late  postoperative  period  at 
which  time  PEFR  and  FEVj/ 
PEFR  also  improved,  suggesting 
UAO  persists  following  surgery 
and  requires  a prolonged  re- 
covery period.  Following  surgery, 
inspection  of  FVL  showed  flatten- 
ing in  only  five  patients,  and  with 
recovery  in  one  patient  and 
sawtoothing  in  another  patient. 
Figures  1 and  2 are  illustrative 
examples  of  FVL  before  and  after 
thyroidectomy.  Resolution,  thus, 
is  delayed  in  some  patients  but 
continued  improvement  is  ob- 
served with  recovery.  This  can  be 
seen  in  the  calculated  FEVj/ 
PEFR  and  FEF50/FIF50  values  as 
well  (Figures  3 and  4).  There 
were  no  significant  changes  in  ar- 
terial blood  gases  at  rest  following 
therapy.  Postural  effects  were  not 
observed  in  the  two  patients  in 
whom  upright  and  supine  FVLs 
were  available.  Lung  volume  and 
arterial  blood  gas  values  are 
shown  in  Table  5 and  showed  no 
significant  changes. 

DISCUSSION 

The  use  of  maximal  inspiratory 
and  expiratory  flow-volume 
curves  in  the  analysis  of  airway 
obstruction  is  a useful  method  of 
diagnosing  and  evaluating  the 
presence  of  UAO  and  its  response 
to  therapy.67  While  expiratory 
parameters  have  been  empha- 
sized in  the  analysis  of  peripheral 
(intrapulmonary)  airway  obstruc- 
tion, inspiratory  indices  also  have 
been  found  to  be  useful.8'12 

The  value  of  inspiratory  flow 
rates,  however,  lies  primarily  in 
its  use  for  the  assessment  of  the 
upper  airway  since  inspiratory 
flow  is  more  reduced  than  the 
expiratory  flow  in  UAO.13  The 
disproportionate  reduction  in  in- 
spiratory flow  is  further  reflected 
as  seen  in  Table  3 by  the  loss  of 
the  usual  linear  relationship  be- 
tween the  FEVj  and  MW.613 
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PREOPERATIVE 

POSTOPERATIVE 
80  DAYS 

Figure  1.  Flow- volume  curves  before  and  after  thyroidectomy. 
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Figure  2.  Flow-volume  curves  before,  immediately  following,  and  in  the  recovery  period  after  thyroidectomy. 


Treatment  then  results  in  a 
restoration  toward  normal 
MMFRR  to  less  than  1.0. 13 
Upper-like  lower  airway  obstruc- 
tion may  be  associated  at  rest  with 
hyperinflation,13'15  decreased 


FVC, 13,16  and  exercise-induced  ar- 
terial desaturation  that  resolves 
following  surgical  correction  of 
the  lesion.14  Airway  resistance  for 
a given  orifice  diameter  increases 
geometrically  with  progressively 


increasing  flow  rates,  such  as  oc- 
curs with  exercise.  Below  a criti- 
cal level  of  approximately  6 mm, 
at  which  diameter  UAO  is  readily 
detectable  by  spirometry  at  rest, 
exercise  is  severely  limited  be- 
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Figure  3.  Individual  FEN^/PEF  flow  ratios  before,  immediately  following,  and  in  the  recovery  period  after 
surgery.  Mean  values  (#)  are  indicated. 


cause  it  is  associated  with  in- 
tolerable dyspnea.6131417 

The  positioning  of  the  inferior 
extension  of  a cervical  goiter  to 
the  retroclavicular  position  at  the 
thoracic  inlet  is  variable.18  Acute 
esophageal,  airway,  and  venous 
compression  may  result  from  en- 
trapment of  the  goiter  that  may  be 
acutely  brought  on  by  various 
maneuvers  including  arm  raising, 
or  assuming  the  supine  or  de- 
cubitus position.18 19  A true  sub- 
sternal  location,  in  contrast,  re- 
sults in  symptoms  that  are  more 
gradual  in  their  evolution  and  can 
recur  after  surgery.3  Even  in  such 
examples,  however,  patients  have 
the  potential  for  a sudden  and 
life-threatening  onset  of  UAO  due 
to  intraglandular  hemorrhage.20 

The  combined  forced  ex- 
piratory and  inspiratory  vital  ca- 
pacity maneuvers  have  been  used 
to  establish  a system  of  classifying 
upper  airway  lesions  functionally 
as  to  location.6  The  diagnosis  of 
UAO  may  be  accomplished  with 
only  expiratory  flow  (FEV/ 
PEFR)17  or  timed  inspiratory  and 
expiratory  volume  measurements 
(FEV/FIVj)21  but  the  technically 
more  sophisticated  and  pre- 


sumably sensitive  criteria  are  the 
combined  flow  volume  measure- 
ments.618 Postoperatively,  follow- 
ing surgery  for  UAO,  the 
spirometric  measurements  have 
been  found  to  be  an  adequate 
mode  of  assessment  of  thera- 

py .6-8,22,23  pew  SUCJ1  examples  have 

been  reported  following  surgery 
for  goiter.2  17  24  Because  of  the  fear 
of  postoperative  airway  obstruc- 
tion due  to  tracheomalacia  of  the 
compressed  tracheal  segment, 
some  surgeons  have  performed 
intraoperative  prophylactic  tra- 
cheostomies and  have  suggested 
elective  prolongation  of  the 
period  of  postoperative  intuba- 
tion.1925 Other  causes  of  post- 
operative UAO  following  goiter 
surgery  include  vocal  cord  pa- 
ralysis due  to  recurrent  laryngeal 
nerve  injury  that  may  be  bi- 
lateral27 and  laryngospasm  pos- 
sibly resulting  from  hypocalcemic 
tetany. 

Serial  monitoring  of  FVL,  as 
suggested  in  this  report,  is 
performed  to  assess  continued 
improvement  from  the  effects  of 
external  compression.  This  is  in 
contrast  to  the  purpose  of  such 
monitoring  following  surgery  for 


other  tracheobronchial  lesions 
causing  tracheal  stenosis  in  which 
the  monitoring  is  utilized  to  de- 
tect deterioration  as  an  early  in- 
dicator of  stricture  formation  from 
recurrence  of  a malignant  or  in- 
flammatory process.2223  When  ob- 
served subsequent  to  surgery, 
FVLs  normalize  at  different 
times;  some  FVLs  resolve  im- 
mediately while  others  are  de- 
layed, indicating  that  the 
pathologic  process  does  not  ir- 
reversibly destroy  the  supporting 
cartilage  of  the  trachea. 
Tracheomalacia  due  to  goiter  in 
contrast  to  pressure  necrosis  from 
other  etiologies  appears  to  be  re- 
versible.26 Thus,  studies  that  have 
failed  to  substantiate  improve- 
ment in  MMFRR  as  expected  and 
the  suggestion  that  PEFR  is  a 
more  sensitive  indicator  of 
response  appears,  in  part,  to  be  a 
function  of  time.  The  continued 
resolution  of  FEF50/FIF50  and 
FEVj/PEFR  postoperatively  is  in- 
dicative of  the  essential  re- 
versibility of  UAO.  This  further  is 
reflected  by  the  difference  be- 
tween the  measured  and  calcu- 
lated MW;  as  a result  of  the  in- 
creased turbulence,  actual  flow 
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Figure  4.  Individual  FEFgo/FIF^  flow  ratios  before,  immediately  following,  and  in  the  recovery  period  after 
surgery.  Mean  values  (#)  are  indicated. 


rates  are  impaired.  This  also 
characterizes  dyspnea  with  exer- 
tion as  velocity  of  flow  increases 
with  exercise.14 

The  contour  of  FVL,  the 
presence  of  flow  oscillations 
(sawtoothing)  caused  by  turbulent 
air  flow,  and  MMFRR  distortions 
resulting  from  the  altered  trans- 
mural forces  provide  the  most 
sensitive  indicators  of  UAO.716 
These  abnormalities  indicate  loca- 
tion as  well  as  dynamic  behavior 
of  the  lesion.7  16  25  Other  factors  to 
be  considered  aside  from  airway 
lesions  are  anatomical  chest  wall 
abnormalities  including  obesity,28 
upper  and  lower  respiratory  mus- 
cle weakness,28'30  and  functional 
abnormalities  including  laryngeal 
dyskinesia,  and  hysteria.31  The 
UAO  of  goiter  usually  is  without 
C02  retention2  324  32  although  it 
has  been  reported  to  occur  acute- 
ly1920 and  chronically.24  The  only 
patient  with  preoperative  C02  re- 
tention had  no  change  in  PC02 
postoperatively  despite  apparent 
resolution  of  UAO  as  indicated  by 
spirometry.  Therefore,  C02  reten- 
tion in  the  presence  of  a goiter 
may  be  related  to  another  under- 


lying disorder  of  ventilatory  con- 
trol, rather  than  the  goiter  itself. 
Recurrent  goiter  following  thy- 
roidectomy after  either  inade- 
quate resection  or  suppressive 
therapy  also  may  lead  to  UAO.32 

Severe  respiratory  distress  due 
to  pulmonary  edema  has  been  re- 
ported following  the  alleviation  of 
acute  UAO.33'36  This  has  been  at- 
tributed to  the  production  of  ex- 
tremes in  intrathoracic  pressure 
gradients  causing  tumultuous 
fluid  transudation.  This  is  similar 
to  the  presentation  of  the  unilat- 
eral pulmonary  edema  occurring 
after  lung  re-expansion  following 
chest  tube  treatment  of  a 
pneumothorax  or  a large  volume 
thoracentesis  of  a pleural  ef- 
fusion.37 Similarly,  respiratory 
distress  has  been  reported  after 
resection  of  a goiter25  but  this  has 
been  attributed  to  tracheomalacia 
and  dynamic  narrowing  of  the  air- 
way on  inspiration  of  either  the 
site  of  compression  or  distally  in 
the  extra  thoracic  airway  due  to 
the  generation  of  abnormally  high 
negative  pressure  from  vigorous 
inspiratory  effort.27  Therefore,  it 
is  important  to  evaluate  the 


severity  of  the  obstruction  pre- 
operatively  to  estimate  the 
magnitude  of  postoperative  risk 
and  to  determine  the  importance 
of  maintaining  upper  airway 
precautions  postoperatively  as  is 
done  following  surgery  in  patients 
with  OSA38  until  the  integrity  of 
the  upper  airway  is  restored.  I 
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This  paper  is  the  1992  winner  of  the  Annual  Stephen  Wickes 
Prize  in  Medicine,  presented  by  the  Medical  History  Society 
of  New  Jersey.  The  history  of  encephalitis  lethargica  reflects 
a complex  interaction  between  research-oriented  science  and 
clinical  medicine. 


Critiques  of  health  care 
have  scrutinized  the 
status  of  medicine  in 
modern  society.1  Some 
fictional  and  nonfictional  works 
have  emphasized  the  role  of 
humanitarianism  in  medicine 
within  otherwise  technologically 
and  monetary  based  environ- 
ments, and  have  questioned  the 
general  lack  of  attention  by  health 
care  professionals  to  patient 
psychology  and  identity.1  1 These 
issues  are  manifested  throughout 
the  20th  century  in  the  sleeping 
sickness  encephalitis  lethargica 
(Von  Economo  s disease  [EL]),  a 
disease  depicted  in  the  book  and 
film,  Awakenings .2o  A malady  of 
both  neurological  and  psycho- 
logical pathology,  EL  has  offered 
an  opportunity  to  observe  the  in- 
teraction between  physiology, 
psychology,  and  behavior.  EL  also 
provides  a sociological  paradigm 
by  which  to  evaluate  historical  in- 
teractions between  physiological- 
ly oriented  research  science  and 
psychiatrically  oriented  clinical 
medicine. 

Historians  and  scientists, 
however,  have  paid  little  attention 
to  ELs  course  in  the  20th  cen- 
tury. In  the  first  two  decades  after 
its  formal  description  in  1917,  a 
vast  number  of  research  articles 


promoted  an  anatomical  under- 
standing of  the  disease;  since 
then,  surprisingly  little  has  ad- 
dressed its  etiological  or  clinical 
aspects.  Historical  discussions  of 
EL  have  been  rare  and,  at  the 
same  time,  predominantly  des- 
criptive.5'1 In  this  paper,  a deeper 
consideration  of  work  done  dur- 
ing the  initial  intense  period  of 
interest  in  EL  (1916  to  1939)  re- 
veals reduetionistie  scientific 
biases  that  may  account  for  EL’s 
unusual  history. 

EL  IN  THE  20TH  CENTURY 

The  first  presentations  of 
“sleeping  sickness’  in  Vienna  dur- 
ing the  winter  of  1916  to  1917 
confounded  the  diagnostic  efforts 
of  many  physicians  as  well  as 
scientists.7  Patients  presented 
with  individualized  symptoms 
and  progressions,  including  fever, 
headache,  and  cranial  nerve 
palsies,  leading  to  somnolence, 
delirium,  confusion,  coma,  and 
death.8"11  Different  clinicians 
formulated  different  but  unsure 
diagnoses,  ranging  from  botulism 
to  poliomyelitis  to  acute  demen- 
tia. “Into  the  maze  of  contradic- 
tory phenomena  it  seemed  almost 
impossible  to  read  anything  like 
a rationalized  order  of  events 
which  might  be  termed  a disease 


entity,  remarked  English  physi- 
cian McKenzie.12 

In  1917,  after  the  Viennese 
neurologist  Von  Economo  finally 
consolidated  these  diverse  find- 
ings into  the  single  disease  entity, 
encephalitis  lethargica,  a prolific 
period  of  active,  intense  efforts 
began  to  determine  the  etiology 
of  and  a treatment  for  the  dis- 
ease.' 13  Between  1916  and  1924, 
thousands  of  encephalitis  cases 
appeared  worldwide,  and  the 
media  aroused  tremendous  public 
fervor,  describing  EL  s sequelae 
as  “the  dread  fingers  of 
encephalitis’  and  publicizing  EL 
research  as  a war  on  sleeping 
sickness.14"16  By  1939,  over  9,000 
scientific  publications  on  EL  had 
appeared,  most  of  them  before 
1932;17  but  despite  this  abun- 
dance of  information  and  specula- 
tion, the  only  definitive  knowl- 
edge about  EL  remained  its 
pathological  effects  on  the 
substantia  nigra.18  Further  con- 
fusion developed  as  apparently 
recovered  patients  relapsed  into 
postencephalitic  syndromes  in- 
volving involuntary  movements, 
respiratory  disorders,  spastic 
paralysis,  muscular  atrophies,  en- 
docrine disorders,  enfeeblement, 
and,  most  commonly,  postenceph- 
alitic parkinsonism  (PEP).19 

EL  workers  soon  found  them- 
selves at  a dead  end.  Scientists 
and  the  public  lost  interest  in  the 
disease.  Some  workers  no  longer 
considered  the  disease  a threat, 
since  few  patients  remained  alive 
from  the  original  epidemic. 
Several  articles  promoted  a less- 
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concerned  public  attitude  toward 
the  sleeping  sickness.20  By  1949, 
for  example,  the  American 

epidemiologist  Hammon  dis- 

missed EL,  declaring,  “Mislead- 
ing publicity  and  the  resultant 
hysteria  during  epidemics  have 
exaggerated  its  overall  importance 
as  a human  killer.”21  Despite  the 
thousands  of  works  on  the  disease 
and  the  many  presenting  cases  of 
EL,5'6  research  suddenly  halted, 
and  EL  appeared  destined  to  be- 
come, as  the  American  physician 
Beeson  described,  a “disease  that 
has  disappeared.”22 

Indeed,  EL  progressed  from  an 
initial  perception  as  a plague  to  a 
forgotten  disease.  In  recent  years, 
it  has  been  transformed  into  a 
vector  to  advocate  humanitari- 
anism  in  medicine:  Awakenings ,2° 
for  example,  though  inspired  by 
the  advent  of  levodopa  in  the 
treatment  of  parkinsonism  and 
PEP,23  stressed  the  humane 
aspects  of  clinical  medicine  rather 
than  convey  scientific  knowledge 
about  EL.  One  reviewer  wrote, 
“The  film  is  filled  with  important 
lessons  about  individualizing  care 
with  affection.”24  EL  s history  ex- 
hibits a bimodal  character  with  a 
near  absence  of  interest  separat- 
ing an  initial  intense  interest  and 
a recent  resurgence  of  interest.  In 
order  to  begin  untangling  the 
causes  of  these  unusual  historical 
turnings,  a closer  examination  of 
early  researchers’  works  will  re- 
veal insightful  trends. 

ANATOMICAL 
REDUCTIONISM  AND  EL 

Many  researchers  who  in- 
vestigated EL  were  neurologists 
and/or  anatomists  who  studied 
EL  for  the  insights  it  offered  into 
human  anatomy.  Von  Eeonomo 
(1876-1931),  the  most  prominent 
figure  associated  with  the  sleep- 
ing sickness  epidemic,  sought 
anatomical  and  histological  detail 
of  the  disease.  His  initial  descrip- 
tion of  the  disease  stated,  “As  a 
rule,  these  general  symptoms  are 
joined  by  a paralysis  in  the  dis- 
tribution of  the  cranial  nerves  as 
well  as  in  the  extremities.  The 


ocular  muscles  are  affected 
particularly  often.  A slight  ptosis, 
which  can  be  interpreted  as 
physiological  heaviness  of  the 
eyelids  due  to  the  somnolence 
that  can  be  overcome  with 
vigorous  effort  by  the  patient, 
gradually  becomes  a paralytic 
ptosis,  often  combined  with  a 
partial  or  total  paralysis  of  the 
other  branches  of  the  oculomotor 
nerve.  Paresis  of  the  other  ocular 
nerves,  as  well  as  paresis  of  other 
cranial  nerves  and  paralysis  of  the 
extremities  with  reflex  dis- 
turbances, also  can  occur.”7  He 
identified  “foci  of  old  and  of  more 
recent  states  of  the  same  dis- 
ease,”15 and  he  reported  his- 
tologically the  “destructive 
process”  of  EL  via  postmortem 
findings,  precisely  describing  and 
drawing  the  appearance  of  “small 
cell  infiltration  of  the  adventitia  of 
the  blood  vessels  . . . spotted 
small  cell  infiltration  of  the 
parenchyma  of  the  grey  matter 
. . . [and  the]  neurohophagia  [sic] 
of  the  ganglion  cells.”26  Oddly 
though,  he  sought  such  “ana- 
tomical proofs”  even  for  the 
psychological  sequelae  of  EL, 
which  included  euphoria,  mania, 
depression,  hallucinations,  para- 
noia, and  hysteria.25  His  disregard 
for  psychologic  etiologies,  thus, 
limited  the  insight  of  his 
otherwise  excellent  research. 

The  writings  of  many  other 
workers  demonstrated  a similarly 
narrow  approach  to  the  disease, 
attentive  only  to  its  organic 
pathology.  One  research  group, 
examining  tissue  samples  from 
patients  and  performing  numer- 
ous experiments  on  animals,  sug- 
gested that  the  encephalitis  re- 
sulted from  a toxic  disturbance  of 
the  central  nervous  system,  ori- 
ginating from  the  infection  or 
dysfunction  of  various  organs  or 
regions  of  the  body,  including  the 
nasopharynx,2' 29  the  liver,30  the 
gallbladder,31 32  and  the  entire 
circulatory  system.33  Some  ex- 
periments supported  a bacterial 
etiology:  for  example,  Rosenow 
concluded  in  1926,  “The  changes 
in  the  character  of  the  epidemic 


were  due  to  change  in  the  tropism 
or  localizing  power  of  the  strep- 
tococcus.”34 Other  workers,  like 
Von  Eeonomo,2526  McIntosh,35 
Takagi,36  and  Levaditi37  in- 
vestigated viral  etiologies.  A vast 
number  of  researchers  sought  to 
reduce  EL  to  its  organic  basis. 

In  his  book.  Epidemic  Encepha- 
litis, neurologist  Arthur  Hall  sum- 
marized the  early  experiments 
and  theories  concerning  the 
epidemiology,  pathology,  symp- 
tomology,  and  treatment  of  EL  as 
of  1924. 11  He  cited  over  2,000 
scientific  publications  as  ref- 
erences, but  his  sections  on  the 
pathology  and  clinical  manifesta- 
tions of  the  disease  made  no  men- 
tion of  patient  psychology.  In- 
stead, he  presented  the  morbid 
histology  of  the  central  nervous 
system  and  peripheral  nerves; 
Hall  summarized  the  investiga- 
tions suggesting  a bacterial 
etiology  for  the  disease.  He  re- 
lated the  experiments  demonstrat- 
ing the  presence  of  a presumably 
viral  agent  of  transmission.  Even 
his  clinical  descriptions  empha- 
sized an  organic  basis  for  the  dis- 
ease. The  lethargy,  for  example, 
probably  resulted  from  a defect  in 
“a  local  centre  for  normal  sleep,” 
such  as  intraventricular  pressure 
defects,  disordered  hypophyseal 
function,  or  “poisoning  of  the 
psychic  synapses.”11  Even  mental 
changes,  classified  as  “residua,” 
most  likely  resulted  only  from 
anatomical  pathology:  “Investigat- 
ing the  morbid  anatomy  of  the 
residua  has  provided  matter  of 
considerable  interest.  Definite 
changes  have  been  found  in  the 
walls  of  the  blood  vessels.”11  With 
correlations  between  structural 
pathology  and  mental  activity, 
Hall  embraced  solely  the  organic 
and  the  physiological  bases  of  the 
disease.  He  concluded,  “The  re- 
searches which  have  been  carried 
out  have  opened  up  a field  for 
research  which  promises  a rich 
harvest.”11  Indeed,  if  his  work 
comprehensively  surveyed  EL  re- 
search, then  EL  had  simply  de- 
veloped into  a research  model, 
one  that  uniquely  ignored  the  dis- 
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ease’s  psychosocial  manifesta- 
tions. 

As  researcher  Hendrick  sum- 
marized in  1928,  EL  represented 
a “common  meeting  ground  for 
those  who  are  convinced  that  all 
disorders  are  essentially  changes 
in  either  the  structure  or  physico- 
chemical functions  of  cellular 
units,  and  those  who  contend  that 
the  nature  of  psychological 
processes  is  a unique  biological 
mechanism.”38  During  the  sleep- 
ing sickness  epidemic,  many  EL 
workers  paid  little  attention  to  pa- 
tient psychology,  since  their 
primary  interests  lay  in  an  under- 
standing of  the  pathology  in  terms 
of  its  organic  manifestations.  This 
reductionistic  approach,  there- 
fore, sought,  not  a cure  or  treat- 
ment, but  rather  neurophysiologi- 
cal mechanisms. 

PSYCHIATRIC 
REDUCTIONISM  AND  EL 

Other  workers  in  psychological 
fields  recognized  the  novelty  of 
EL  as  an  opportunity  to  in- 
vestigate the  neurological  bases  of 
behavior.  Although  mainstream 
psychoanalysts,  for  the  most  part, 
were  curiously  silent  about  EL,6 
some  psychiatrists  and  psy- 
chologists avidly  investigated  the 
sleeping  sickness.  These  studies 
proposed  to  emphasize  mental 
functions,  but  many  failed  in  a 
strict  sense.  Smith  Ely  Jelliffe, 
the  most  prominent  psychiatrist 
to  study  EL,  adopted  a pheno- 
menologic  approach  that  “[was] 
verbose  and  inconsequential”  in 
the  opinion  of  many.6  To  Jelliffe, 
a psychoanalytic  specialist  in 
nervous  and  mental  disease,39  the 
hyperkinetic  movement  disorders 
of  postencephalitic  patients  pos- 
sessed a “peculiar  urge-like 
character,  such  as  is  sometimes 
observed  in  psychoses  of  the  de- 
mentia praecox  group.  Apprehen- 
sion and  critical  faculties  are  in- 
tact.”40 His  analyses  began  the 
first  clinical  recognitions  of  pa- 
tient identity  and  psychology  in 
EL,  but  Jelliffe  never  defined  dis- 
ease psychology  in  practical 
terms. 


Indeed,  a truly  applicable, 
psychiatric  approach  to  EL  never 
arose.  Recognizing  the  phenome- 
nological limitations  of  Jelliffe’s 
approach,  several  investigators 
soon  expanded  their  clinical  diag- 
noses to  include  psychological  ef- 
fects; but  these  approaches  as- 
sessed mental  state  only  by  the 


patient’s  involuntary,  physio- 
logical postencephalitic  sequelae. 
An  abnormal  mental  state  simply 
was  secondary  to  movement  dis- 
orders like  oculogyria,  respiratory 
arrhythmia,  torticollis,  head  re- 
traction, and  other  abnormal 
movements  of  the  head,  trunk, 
and  limbs.41  Psychiatrist  Lewis, 
for  example,  indicated  a neuro- 
logical basis,  “The  movement  is  a 
forced  one,  viewed  with  as  much 
detachment  as  any  other  unwilled 
movement.”42  Von  Economo,  too, 
considered  that  the  pathology  in- 
vaded the  biological  personality 
center:  “Motor  restlessness  some- 
times bears  a mechanical  charac- 
ter, as  if  urge-like.  At  the  same 
time,  however,  the  patient  ‘sub- 
jectivizes’  this  impulse  and  says, 
I have  got  to  move  my  hands 
continuously.’  ”43  Similarly,  Lewis 
further  asserted  that  “the  iterative 
and  forced  quality  of  these  motor 
phenomena  enters  into  and  is  in- 
deed a part  of  the  structure  of  the 
personality  of  these  patients 
[sic].”42  In  some  respects,  such 
statements  could  have  unified 
anatomical  and  pyschological  the- 
ory about  EL,  but  the  authors  still 
downplayed  the  psychological,  in- 
sisting that  the  organic  disease 
literally  became  “a  part  of  the 
structure  of  the  personality.”  Re- 
garding psychology  as  no  more 
than  the  sum  of  its  nerves  and 
their  respective  neurons,  such 
analyses  produced  a peculiar 


clinical  understanding  of  the  “EL 
personality,”  oversimplifying  and 
perhaps  misrepresenting  the  dis- 
ease by  ascribing  its  symptoms  to 
physiological  changes. 

These  attitudes  quickly  became 
ingrained.  Even  when  some  re- 
searchers thought  that  the  under- 
lying mechanisms  of  the  disease 


were  more  complex  than  previ- 
ously considered,  their  new 
models  involved  only  more  in- 
tertwined physiological  hierar- 
chies. Neuropsychiatrist  August 
Wimmer,  concurring  with  the 
prominent  researcher  Kinnier 
Wilson,  wrote  of  the  complexity 
of  the  underlying  nervous  sys- 
tems: “One  always  should  think 
of  a possible  cooperation  from 
one  or  the  other  of  these  ner- 
vous centres.  44  40  Neuropsychia- 
trist Kennedy  unmistakably  sum- 
marized these  attitudes:  “Is  it  not 
necessary  to  cease  being  satisfied 
with  a purely  mental  explanation 
due  to  environmental  or  instinc- 
tive stress?  Such  explanations  . . . 
are  but  figure  skating  on  the 
surface  of  the  problem  . . . the 
neurologist  of  the  future  will  try 
by  the  examination  of  defects  of 
structure  to  illuminate  defects 
and  perversions  of  mental  func- 
tion and  emotional  personality.  46 
Such  a stance  toward  behavior 
theory  prompted  several  re- 
searchers to  suggest  purely  or- 
ganic bases  for  other  psychologi- 
cal disorders,  such  as  obsessive 
compulsive  disorder,47  narcolep- 
sy, tics,  torticollis,  hypomania, 
and  schizophrenia.6 

Some  rare  researchers  stressed 
a need  to  re-evaluate  approaches 
toward  the  psychology  and 
physiology  of  EL,  but  to  no  avail. 
Isador  Abrahamson  stressed  the 
importance  of  psychology,  but 


The  story  of  EL  in  the  20th  century  reflects  a dicotomy 
between  an  identity-oriented  nature  of  clinical  medicine  and 
a phenomenological  reductionism  of  research  science. 
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still  reductionistically  kept  its 
study  separate  from  physiology: 
“What  we  see  externalized  is  the 
action  of  the  lethargic  mental 
state  on  a diseased  central  organ. 
That  mental  state  is  perhaps 
characterized  chiefly  by  the  dis- 
turbance of  the  affective  emo- 
tional element  of  thought,  rather 
than  by  disturbance  of  the  as- 
sociative processes.  It  is  . . . more 
a matter  of  mood  than  of  mentali- 
ty.”48 Investigations  on  EL  must 
instead  advance  to  a synthesis  of 
psychology,  neurology,  and  all  of 
their  allied  modes  of  thought.  “An 
entirely  new  orientation  has  been 
made  imperative,”  Jelliffe  himself 
remarked.49  Unfortunately,  Jellif- 
fe’s  statement,  softened  by  the 
weakness  of  his  theoretical  rep- 
utation, found  no  audience.  The 
anatomists  and  even  psychiatrists 
retained  a neurophysiological  bias 
toward  EL.  By  1939,  the  scientific 
community  already  had  dimin- 
ished its  output  on  EL  to  one  or 
two  papers  per  year,  leaving  the 
etiology  and  management  of  EL 
at  question.50 

CONCLUSIONS 

The  interests  of  the  vast  majori- 
ty of  early  EL  workers  appear 
predominantly  phenomenological. 
For  them,  the  encephalitic  patient 
presented  a novel  model  for  re- 
search, allowing  examination  of 
the  relationship  between  neuro- 
logical structure  and  mental  func- 
tion. By  the  late  1930s,  however, 
the  majority  of  EL  patients 
already  had  been  investigated  and 
the  efforts  to  determine  its 
etiology  and/or  cure  had  reached 
a virtual  dead  end;  EL  patients  no 
longer  were  of  interest,  despite 
their  degenerating  physical  and 
psychosocial  conditions.  In  a 
sense,  EL  research  between  1916 
and  1939  suffered  from  an  in- 


vestigative overemphasis  on  a 
passive  observation  of  phenom- 
enon, and  a de-emphasis  on  an 
active  understanding  of  patient 
identity. 

While  this  assessment  suffices 
for  EL  between  1916  to  1939, 
much  of  the  history  of  EL  still 
remains  unresolved.  Despite  the 
presence  of  workers  eager  to 
progress  beyond  the  reductionism 
of  neuroanatomy,  attitudes  in  EL 
research  remained  unchanged.  As 
early  as  1927,  for  example, 
McKenzie  criticized  some  of 
these  attitudes:  “The  physician  is 
concerned  not,  like  the  naturalist, 
with  a wide  range  of  different  or- 
ganisms theoretically  adapted  in 
an  average  way  to  an  average  en- 
vironment, but  with  a single  or- 
ganism, the  human  subject,  strug- 
gling to  preserve  its  identity  in 
adverse  circumstances.  The  con- 
flict is  not  confined  to  the  part 
first  afflicted.  The  unity  of  the 
organism  provides  for  the  partici- 
pation of  a variety  of  immediate 
and  distant  reactions  in  the  at- 
tempt to  maintain  or  restore 
order,  the  pathological  physiology 
of  the  parkinsonian  syndrome  is 
the  study  of  an  organized  chaos, 
a chaos  induced  in  the  first  in- 
stance by  destruction  of  important 
integrations,  and  re-organized  on 
an  unstable  basis  in  the  process 
of  rehabilitation  [sic].”12  Like 
Abrahamson’s  or  Jellifies  views, 
these  words  apparently  repre- 
sented a minority  viewpoint 
unheard  from  beneath  the  tre- 
mendous fervor  of  neurophysi- 
ology. During  the  resurgence  of 
interest  in  EL,  though,  the  con- 
cept of  the  physician  embracing 
psychology  and  physiology  be- 
came emphasized  and  imple- 
mented.3'5,24 51-54  There  now  ap- 
peared direct  criticisms  of  reduc- 
tionism, such  as  with  Oliver 


Sacks’  Awakenings:  “Where  clas- 
sical neurology,  or  physiology, 
have  atomized  themselves,  re- 
duced to  ‘centers,’  the  living  sub- 
ject, the  organism,  has  gone  by 
default.  [In  the  reconsidered 
view]  everything  is  at  once 
physiological  and  personal,  there 
is  not  split,  there  is  only  the  unity 
of  the  organism’  [sic].”50  The  suc- 
cesses of  this  recent  approach  to 
EL  suggest  that  the  virtual  termi- 
nation of  EL  research  in  the  late 
1930s  reflects  the  limitations  of  a 
reductionist  viewpoint,  but  leave 
unidentified  the  sociological  fac- 
tors that  later  fostered  Sacks’ 
views. 

The  story  of  EL  in  the  20th 
century  reflects  a dichotomy  be- 
tween an  identity-oriented  nature 
of  clinical  medicine  and  a 
phenomenological  reductionism 
of  research  science.  Future  work 
on  EL  hopefully  will  address  the 
remainder  of  the  deep  body  of  EL 
history,  including  its  sporadic 
course  between  1939  and  the 
present  as  well  as  its  long  history 
before  the  formal  description  by 
Von  Eeonomo.5  6,43,50  55  The  argu- 
ments presented  here  offer  direc- 
tion by  which  to  make  sense  of 
the  interactions  between  EL, 
science,  and  medicine.  I 
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Evaluation  and  treatment 
of  post-traumatic 
stress  disorder  p „ Wlt,  phD 

Daniel  P.  Greenfield,  MD,  MPH,  MS 
Jakob  Steinberg,  PhD 


Post-traumatic  stress  disorder  (PTSD)  is  a common  anxiety 
disorder  seen  by  general  practice  physicians  as  well  as  by 
specialists.  The  authors  review  current  assessment  criteria, 
psychotherapy  procedures,  and  psychopharmacological 
management  of  PTSD  patients. 


Physicians  regularly  deal 
with  patients  who  have 
been  emotionally  and 
physically  traumatized. 
Although  neurologists,  psychia- 
trists, and  orthopedists  frequently 
examine  and  treat  such  patients, 
all  physicians  in  varying  degrees 
treat  trauma  cases.  Many  circum- 
stances can  cause  emotional  trau- 
ma: physical  assaults,  sexual  as- 
saults, automobile  accidents,  work 
accidents,  toxic  substances,  fires, 
floods,  building  collapses,  or  dog 
bites.  Any  of  these  stressors, 
under  the  right  conditions,  can 
cause  post-traumatic  stress  dis- 
order (PTSD)  in  addition  to 
physical  injury  that  may  result.  In 
various  forms,  PTSD  has  been 
recognized  as  a clinical  entity  for 
decades,  having  been  called  battle 
fatigue,  war  neurosis,  and  shell 
shock  in  the  context  of  battle 
since  World  War  I.  However,  as 
a diagnosable  clinical  entity, 
PTSD  gained  recognition  in  the 
medical  community  in  1980, 
when  specific  diagnostic  criteria 
were  formulated  for  PTSD  in  the 
Diagnostic  and  Statistical  Manual 
of  Mental  Disorders,  Third  Edi- 
tion (DSM-Ill).  i 

PTSD  is  a surprisingly  common 
disorder,  with  lifetime  prevalence 
estimates  ranging  from  1 to  9 per- 


cent.2 Recognizing  that  over  one- 
half  of  individuals  with  emotional 
problems  will  seek  help  from 
their  “gatekeeper’  primary  care 
physicians,3  and  recognizing  the 
tendency  toward  under-reporting 
of  PTSD  by  health  care  practi- 
tioners,4 we  hope  to  make  clear 
the  characteristics  of  this 
prevalent  disorder. 

WHAT  IS  PTSD? 

PTSD  is  a specific  diagnosis — 
an  anxiety  disorder — with  an 
identifiable  set  of  symptoms.  It  is 
a maladaptive  reaction  to  a trau- 
matic incident  or  series  of  inci- 
dents that  are  experienced  as  a 
danger  or  threat  to  the  individual 
and  are  outside  the  range  of  typi- 
cal human  experience.  Its 
symptoms  can  leave  the  affected 
individual  feeling  debilitated  and 
helpless. 

Recent  research  suggests  that 
there  may  be  a biological  vulnera- 
bility to  anxiety  disorders.5  Such 
a vulnerability  may  entail  overly 
reactive  or  overly  labile  neurobio- 
logical  responsiveness  to  stress.56 
Researchers  also  have  found 
evidence  for  psychological  vul- 
nerability to  anxiety  disorders, 
vulnerability  that  involves  a sense 
that  negative  life  events  are  un- 
controllable and  unpredictable.5  6 


Such  psychological  vulnerability 
stems  from  the  individuals 
previous  experience  with  negative 
life  events,  which  may  have  been 
experienced  as  uncontrollable  and 
unpredictable. 

When  a traumatic  event  occurs, 
almost  any  affected  person  will 
feel  intense  arousal  during  the 
event.  This  is  biologically  de- 
termined and  considered  to  be 
adaptive  in  activating  the  “fight  or 
flight  response”  in  dealing  with 
the  stressful  life  event.  However, 
in  most  individuals  arousal  will 
have  returned  to  pretrauma  levels 
(or  at  least  close  to  such  levels) 
shortly  after  the  stress  terminates. 
In  PTSD  patients,  on  the  other 
hand,  arousal  may  remain  high  as 
long  as  the  disorder  remains 
present. 

Hence,  current  thinking  relates 
that  when  biological  and  psycho- 
logical vulnerability  are  present, 
an  individual  will  suffer  PTSD  if 
subjected  to  a trauma  of  signifi- 
cant magnitude.  Such  affected  in- 
dividuals will  enter  into  a cycle  of 
anxious  apprehension,  in  which 
they  are  perpetually  vigilant  for 
the  next  episode  of  intense,  un- 
predictable fear.56  Naturally,  the 
more  severe  and  prolonged  the 
trauma,  the  more  likely  PTSD  is 
to  develop. 

SYMPTOMS  OF  PTSD 

Some  authors  divide  PTSD 
symptoms  into  primary  symptoms 
and  secondary  symptoms.  Pri- 
mary symptoms  are  those  spe- 
cifically required  for  the  diag- 
nosis. These  primary  symp- 
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toms  must  be  present  for  at  least 
one  month  to  qualify  for  a 
diagnosis  of  PTSD.  PTSD 
primary  symptoms  are  grouped 
into  three  areas:1 

1.  Re-experience  the  trauma. 
PTSD  requires  that  the  pre- 
cipitating trauma  be  re-ex- 
perienced  in  at  least  one  way. 
This  may  occur  through  intrusive 
recollections,  nightmares,  vivid 
experiences  that  the  traumatic 
event  is  recurring,  or  intense  dis- 
tress at  reminders  of  the  traumat- 
ic event. 

2.  Avoidance  responses.  PTSD 
patients  avoid  internal  and  ex- 
ternal stimuli  that  elicit  anxiety. 
At  least  three  avoidance  strategies 
are  required  for  a diagnosis. 
These  strategies  include  avoiding 
trauma-related  thoughts  and  feel- 
ings and  avoiding  trauma-related 
activities  or  situations,  psycho- 
genic amnesia  regarding  aspects 
of  the  trauma,  diminished  interest 
in  significant  activities,  feelings  of 
detachment  and  estrangement, 
restricted  range  of  emotion,  and 
a sense  of  a foreshortened  or 
bleak  future.  Avoidance  of  in- 
ternal stimuli  associated  with  the 
trauma  sometimes  is  referred  to 
as  the  dissociative  aspect  of 
PTSD. 

3.  Persistent  increased  arousal. 
The  primary  PTSD  symptoms  in- 
clude increased  arousal  as  seen  in 
at  least  two  of  the  following:  sleep 
disturbance,  irritability,  concen- 
tration impairment,  hypervigi- 
lance, exaggerated  startle  re- 
sponse, and  heightened  physio- 
logical reactivity,  e.g.  increased 
heart  rate,  sweating,  to  reminders 
of  the  trauma. 

Many  authorities  on  PTSD 
have  found  that  anxiety-related 
symptoms  rarely  occur  alone. 
Anxiety  symptoms  almost  always 
are  associated  with  secondary 
PTSD  symptoms  that,  while  not 
specifically  required  for  the 
diagnosis,  occur  often  enough  in 
the  disorder  to  be  considered 
symptomatic  in  themselves.7 

Perhaps  the  most  prominent 
secondary  symptom  is  depression. 
PTSD  is  a debilitating  anxiety  dis- 


order impairing  an  injured 
person  s social  functioning,  voca- 
tional ability,  and  peace  of  mind. 
Consequently,  many  PTSD  suf- 
ferers become  depressed  and 
despondent.  In  fact,  some  pri- 
mary PTSD  symptoms — such  as 
irritability,  estrangement  from 
others,  and  numbing — actually 
may  reflect  depression  more  than 
anxiety. 

Substance  abuse  is  a common 
secondary  result  of  PTSD.  Self- 
medication  through  alcohol  con- 
sumption or  drug  use  is  a com- 
mon strategy  of  PTSD  victims. 
Such  substance  abuse  serves  to 
temporarily  alleviate  PTSD-re- 
lated  anxiety  and  depression;  in 
the  long  term,  such  substance 
abuse  only  reduces  the  PTSD  suf- 
ferer’s ability  to  cope.  Conse- 
quently, some  of  the  most  severe 
disruptions  in  a victim’s  life  cir- 
cumstances are  the  result  of 
substance  abuse  being  comorbid 
with  PTSD. 

PSYCHOTHERAPY  FOR  PTSD 

In  recent  years,  a coherent 
treatment  approach  to  PTSD  has 
developed,  an  approach  with  ex- 
cellent empirical  support.  All  ef- 
fective, empirically  supported 
treatments  of  PTSD  share  four 
common  elements:7 

1.  Supporting  adaptive  coping 
skills.  Therapy  must  bolster  cop- 
ing skills,  particularly  when  the 
PTSD  sufferer  is  experiencing  a 
high  level  of  intrusive  symptoms 
or  depression.  Typically,  thera- 
pists will  use  relaxation  training, 
biofeedback,  positive  self-talk,  or 
systematic  densensitization  (a 
therapy  procedure  in  which  the 
patient  relaxes  while  visualizing 
increasingly  stressful  stimuli)  to 
provide  the  patient  methods  for 
coping  with  anxiety  and  pain. 

The  therapist  also  can  mobilize 
family  support  for  the  patient. 
Family  support  can  be  critical, 
since  research  shows  that  social 
support  is  associated  with 
psychological  well  being  in 
general  and  that  it  acts  to  buffer 
stress.8  Moreover,  persons  who 
have  traumatic  life  experiences 


frequently  struggle  with  strong 
feelings  of  self-blame,  seeing 
themselves  as  having  deserved  or 
caused  the  traumatic  experience. 
This  unfortunate  self-perception 
can  be  best  treated  by  a sup- 
portive family  or  social  milieu.  If 
possible,  involvement  in  therapy 
or  a support  group  consisting  of 
similar  PTSD  sufferers  can 
provide  a sense  of  support  and 
increase  problem-solving  efficacy. 

2.  Normalizing  the  abnomial. 
All  effective  treatments  assist  the 
PTSD  sufferer  to  reconceptualize 
the  symptoms  as  a normal  and 
expected  reaction  to  severe  stress. 
The  therapist  can  provide  educa- 
tion regarding  the  nature  of 
PTSD  and  its  course  and  treat- 
ment. 

3.  Decreasing  avoidance.  All  ef- 
fective treatment  necessarily 
focuses  on  the  PTSD  patient’s 
tendency  to  avoid  anxiety  provok- 
ing stimuli.  By  avoiding  such 
stimuli,  the  patient’s  anxiety  is 
maintained  because  the  patient 
deprives  himself  of  the  opportuni- 
ty to  learn  that  trauma  will  not 
recur.  Consequently,  treatment 
requires  that  the  patient  be  as- 
sisted to  expose  himself  to 
anxiety-provoking  stimuli. 

4.  Altering  attribution  of  mean- 
ing. As  the  final  goal,  PTSD  treat- 
ment must  help  the  PTSD  victim 
to  find  meaning  from  the  traumat- 
ic experience.  The  trauma  victim 
has  had  a shattering  life  ex- 
perience. This  experience  has 
altered  all  the  previously  held 
stable  assumptions  about  the 
benign  nature  of  life.  No  longer 
can  the  trauma  victim  believe,  as 
most  nontraumatized  persons  im- 
plicitly believe,  that  life  is 
necessarily  fair.8  The  PTSD  pa- 
tient will  have  lost  all  sense  of 
predictability  and  control  in  life 
and  will  be  living  in  constant 
anxiety  over  the  next  unpredict- 
able outbreak  of  intense  fear. 

Consequently,  PTSD  patients 
need  to  incorporate  the  traumatic 
experience  into  their  view  s of  life. 
Some  patients  construct  meaning 
by  focusing  on  lessons  learned 
from  the  traumatic  experience,  or 
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the  increased  emotional  strength 
demonstrated  by  surviving  the 
trauma  and  its  consequences,  or 
the  altruistic  sense  of  purpose 
gained  by  helping  others  in 
similar  circumstances. 

COURSE  AND  PROGNOSIS 
FOR  PTSD 

The  course  of  PTSD  is  variable, 
depending  on  the  nature  of  the 
stressor  and  on  whether  the  in- 
dividual has  predisposing  anxiety 
and  whether  the  individual  has 
social  support  and  effective  treat- 
ment. Predisposing  anxiety  and 
emotional  problems  have  been 
found  to  make  PTSD  more  likely; 
however,  it  is  equally  clear  that 
enough  stress  will  traumatize 
even  resilient  individuals.9 

Frequently,  the  first  symptoms 
to  appear  will  be  the  primary, 
anxiety-related  symptoms.  Their 
appearance  is  sometimes  referred 
to  as  the  acute  phase  of  PTSD.9 

If  the  primary  anxiety  symp- 
toms do  not  abate  after  some 
time — either  spontaneously  or 
through  treatment — the  PTSD 
patient  can  enter  the  chronic 
phase,  during  which  depression 
becomes  pronounced  as  the 
person  becomes  despondent  over 
the  debilitating  effect  of  PTSD.9 
The  individual  becomes  de- 
moralized and  preoccupied  with  a 
sense  of  disability. 

PSYCHOPHARMACOLOGIC 
MANAGEMENT  OF  PTSD 

Unlike  an  individual  with  other 
anxiety  disorders,  the  patient  with 
PTSD  usually  does  not  exhibit 
such  clear-cut  symptomatology 
(“target  symptoms”)  as  would  be 
intuitively  amenable  to  psycho- 
pharmacologic  intervention. 
Rather,  PTSD  patients  typically 
display  clusters  of  primary  and 
secondary  symptoms.  Pharma- 
cologic treatment  of  PTSD  pa- 
tients should  not  interfere  with 
psychotherapy — considered  the 
cornerstone  of  successul  treat- 
ment of  PTSD.10 

If  a patient  exhibits  prominent 
symptomatology  that  would  be 
expected  to  respond  to  traditional 


psychopharmacologic  interven- 
tions, a trial  of  an  appropriate 
agent  may  be  considered.  For  ex- 
ample, consider  anti-depressant 
pharmacotherapy  for  a PTSD  pa- 
tient with  prominent  depres- 
sive symptomatology.11  Similarly, 
if  a PTSD  patient  has  marked 
mood  swings,  consider  a mood- 
stabilizing  agent,  such  as  lithium 
preparations  or  carbamazepine 
(Tegretol  8).  If  a PTSD  patient  has 
severe  generalized  anxiety 
symptomatology,  consider  a trial 
of  an  anxiolytic  medication,  such 
as  benzodiazepine  (realizing 
however,  that  dependence  on 
such  medications  may  be  a con- 
traindication to  their  use). 

Recent  studies  have  shown  the 
value  of  several  psychophar- 
macologic agents  in  specifically 
treating  PTSD  cases.  For  in- 
stance, tricyclic  antidepressants 
and  MAO  inhibitors  show  a 
notable  effect  on  intrusive 
symptoms  of  PTSD,  and  rather 
less  of  an  effect  on  avoidant 
symptoms.12  Carbamazepine  also 
has  been  found  to  have  clinical 
efficacy  in  veterans  with  PTSD, 
particularly  upon  symptoms  of 
hyperarousal,  intrusive  recollec- 
tions, sleep  impairment,  and 
hostility.13  Alpha-2  agonists  have 
been  found  to  reduce  PTSD-re- 
lated  self-mutilatory  behavior.14 
Beta-blockers,  particularly 
propranolol  (Inderal8),  have  been 
found  to  reduce  explosiveness, 
nightmares,  intrusive  recollec- 
tions, startle  response,  hyperalert- 
ness, and  impaired  sleep  in 
PTSD-affected  Vietnam  combat 
veterans.14  Finally,  similar  bene- 
ficial effects  occurred  in  patients 
with  anxiety-related  intrusive  and 
arousal  symptoms  with  benzo- 
diazepines15 and  several  new 
selective  serotonin  reuptake  in- 
hibitors.11 16 

Contraindications  exist  for  the 
use  of  specific  psychoactive 
medications  with  PTSD  patients, 
depending  on  characteristics  of 
the  patient  and  on  properties  of 
the  proposed  psychoactive  agent. 
An  obvious  example  of  such  a 
contraindication  is  the  use  of 


anxiolytic  agents  with  PTSD  pa- 
tients who  have  a history  of 
substance  abuse.  Although  anxio- 
lytics (especially  benzodiazepines) 
can  be  useful  on  a short-term 
basis  in  relieving  symptoms  of 
anxiety  and  insomnia  in  PTSD  pa- 
tients, they  should  be  used  with 
extreme  caution  with  PTSD  pa- 
tients who  have  a history  of 
chemical  dependency.  Many 
anxiolytics  have  addiction  poten- 
tial; using  them  with  PTSD  pa- 
tients who  already  may  tend  to 
abuse  such  drugs  is  not  advisable. 

Organic  brain  disorders  should 
be  included  in  the  differential 
diagnosis  of  a PTSD  patient’s 
symptomatology.  If,  for  example, 
the  PTSD  symptomatology  de- 
rives, in  part,  from  head  trauma, 
then  the  physician  should  con- 
sider that  some  or  all  of  the  PTSD 
symptomatology  is  the  result  of  an 
organic  lesion,  so  the  psycho- 
pharmacologic intervention 
should  be  modified  or  contrain- 
dicated.17 

Lastly,  the  physician  must  con- 
sider the  duration  of  psycho- 
pharmacotherapy. Most  studies 
deal  wth  chronic  PTSD  patients, 
and  they  indicate  that  treatment 
should  be  continued  for  at  least 
eight  weeks  for  adequate  evalua- 
tion, with  clinical  improvement  to 
be  identified  in  terms  of  specific 
PTSD  symptom  clusters.  De- 
cisions about  discontinuation  of 
psychopharmacotherapy,  as  is 
generally  the  case  with 
psychopharmacologic  treatment, 
will  be  based  on  such  factors  as 
symptom  remission  or  improve- 
ment, progress  made  in 
psychotherapy,  status  and  nature 
of  ongoing  stressors,  the  patient’s 
overall  coping  success,  side  ef- 
fects of  medications,  and  the  pa- 
tient’s compliance  with  pre- 
scribed medications.16 

SUGGESTIONS 

Physicians  sometimes  find 
PTSD  clients  difficult  to  treat. 
Since  the  PTSD  patient  is 
anxious,  depressed,  frustrated, 
and  vigilant,  he  may  look  to  the 
physician  to  provide  an  im- 
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mediate  cure.  When  such  unreal- 
istic expectations  are  not  met,  the 
PTSD  patient  can  become 
belligerent,  demanding,  and  non- 
compliant  with  treatment 
protocols. 

Although  psychopharmacologic 
intervention  with  PTSD  patients 
has  been  described,  the  mainstay 
of  psychological  and  psychiatric 
treatment  for  PTSD  patients  is 
psychotherapy.11  Effective,  em- 
piricially  supported  psycho- 
therapy methods  have  been  de- 
veloped for  this  disorder. 
Psychopharmacotherapy  can  be 
an  important  and  useful  adjunct 
to  psychotherapy;  however — as 
with  most  other  types  of  anxiety 
disorders— it  should  not  be 
viewed  as  a substitute  for  effec- 
tive psychotherapy.  In  addition, 
addiction  recovery  programs  for 
PTSD  patients  with  substance 
abuse  problems,  and  support 
groups  ought  to  be  included  in 
the  PTSD  patient’s  overall  treat- 
ment plan.  H 
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Clinical  imaging  rounds: 
Hypertension  in  a 
postpartum  patient 

Murray  A.  Rosenberg,  MD 
Karen  A.  Burger,  MD 


The  authors  report  a case  of  a 26-year-old  female  with 
gestational  headaches,  hypertension,  weight  loss,  and 
tachycardia.  Symptoms  continued  postpartum  and  a 
hypertensive  workup  revealed  an  adrenal  mass  and  elevated 
catecholamines. 


The  following  is  a case  of 
a 26-year-old  female  who 
complained  of  pounding 
headaches.  The  patient 
was  five  months  postpartum 
following  normal  vaginal  delivery. 
The  headaches  began  during 
pregnancy.  The  patient  noted  a 
history  of  gestational  hyper- 
tension and  gestational  diabetes 
mellitus.  Other  symptoms  were 
excessive  sweating,  tachycardia 
on  mild  exertion,  and  an  11- 
pound  weight  loss.  The  highest 
documented  blood  pressure  was 
150/100  mm  Hg.  She  was  placed 
on  Procardia^  (nifedipine)  but 
was  noncompliant. 

A hypertensive  workup  in- 
cluded a negative  technetium 
99m  diethylenetriamine  pen- 
taacetic  acid  (Tc99m  DTPA)  renal 
scan  to  rule  out  renal  artery 
stenosis.  Thyroid  function  tests 
were  not  obtained.  Twenty-four 
hour  urine  for  vanillylmandelic 
acid  (VMA)  was  14.6  mg/24  hr 
(normal  is  8 mg/24  hr).  Blood 
catecholamines  showed  epineph- 
rine at  249  pg/ml  (normal  is  100 
pg/ml)  and  norepinephrine  was 
shown  at  3412  pg/ml  (normal  is 
400  pg/ml).  The  following  dis- 
cussion reviews  the  patient  and 
her  workup. 

Dr.  Burger.  Noncontrast  com- 


puted tomography  (CT)  showed  a 
well-defined  homogeneous  soft 
tissue  mass  of  the  left  adrenal, 
measuring  4 cm  in  diameter 
(Figure  1).  To  further  evaluate  the 
lesion,  a magnetic  resonance  im- 
aging (MRI)  scan  was  performed. 

The  Tl-weighted  MRI  images 
in  the  coronal  (Figure  2)  and  axial 
planes  (Figure  3)  showed  an  area 
of  high  central  intensity  that  was 
relatively  increased  on  the  T2- 
weighted  sequence  (Figure  4). 
This  most  likely  represents  cen- 
tral infarction  with  hemorrhage. 
The  periphery  of  the  mass  is  low 
in  intensity  on  T1  and  bright  on 
T2. 

The  differential  diagnosis  at 
this  time  was:  1.  Pheochromocyto- 
ma.  The  CT  findings  are  not  spe- 
cific, but  frequently  pheochromo- 
cytoma  presents  with  a homoge- 
neous soft  tissue  appearance.  At 
the  time  of  clinical  presentation, 
most  adrenal  pheochromocytomas 
are  at  least  3 cm  in  diameter 
Sometimes  calcifications  are 
present.  In  large  tumor  masses, 
increased  central  necrosis  will 
present  as  a low  attenuated  center 
on  CT.  Although  these  tumors 
enhance  with  intravenous  (IV) 
contrast,  the  contrast  can 
precipitate  a hypertensive  crisis. 
It,  therefore,  is  recommended 


that  alpha-blocker  treatment  be 
considered  before  IV  contrast  ad- 
ministration. On  MRI,  these 
masses  have  a variable  appear- 
ance on  Tl,  becoming  bright 
when  hemorrhage  occurs,  which 
is  relatively  common.  The  tumor 
classically  increases  in  intensity 
on  T2.  2.  Adrenal  adenoma.  This 
adenoma  can  increase  in  size  to 
6 cm  in  diameter.  A nonfunctional 
adenoma  can  have  the  same  CT 
appearance  as  Figure  1,  but  on 
MRI  the  intensity  of  the  mass 
would  be  equal  to  that  of  the 
normal  adrenal  adenoma  on  the 
Tl-  and  T2-weightea  sequences. 
3.  Adre7ial  carcinoma  or  adrenal 
metastases.  The  CT  and  MRI 
characteristics  of  adrenal 
carcinoma  or  adrenal  metastases 
could  be  similar  to  the  findings  in 
this  case.  On  MRI,  most 
malignancies  are  bright  on  the 
T2-weighted  sequence. 

Dr.  Rosenberg.  This  hyperten- 
sive patient  had  the  classic 
clinical  symptoms,  laboratory 
values,  and  imaging  findings  of  a 
pheochromocytoma. 

Dr.  Raina.  Adequate  prepara- 
tion is  the  key  to  the  smooth  and 
safe  removal  of  pheochromocy- 
toma. High  levels  of  circulating 
catecholamines  lead  to  hyperten- 
sion and  a significant  contraction 
of  intravascular  fluid.  If  volume 
replacement  is  not  adequate, 
acute  hypovolemia  with  hypoten- 
sion can  occur  when  the  catechol- 
amine release  stops  at  the  time  of 
interruption  of  the  venous  drain- 
age of  the  tumor.  In  addition,  the 
release  of  catecholamines  during 
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Figure  1.  A well-defined  homogeneous  tissue  mass  of  the  left  adrenal. 


the  operative  procedure  can  lead 
to  an  acute  hypertensive  crisis 
and  cardiac  arrhythmia.  The  ef- 
fect can  be  minimized  with  the 
use  of  blocking  agents.  The 
preoperative  preparation  consists 
of  administration  of  alpha 
blockers  like  phenoxybenzamine 
and  phentolamine.  The  drugs  are 
started  at  a low  dose  that  is  in- 
creased over  the  next  several 
days.  The  patients  also  are  started 
on  an  increased  fluid  intake  to 
compensate  for  the  increase  in 
the  intravascular  space.  Beta 
blockers  need  to  be  added  to  this 
regimen  if  the  patients  have 
significant  tachycardia  or  cardiac 
arrhythmias.  It  needs  to  be 
stressed  that  beta  blockers  never 
should  be  given  prior  to  adequate 
alpha  blockade. 

Dr.  Raina.  A left  adrenal  mass 
was  identified  and  the  venous 
drainage  interrupted  before  re- 
section to  prevent  catecholamine 
release.  The  entire  sympathetic 


Figure  2.  A Tl-weighted  MRI  image  of  the  coronal  plane. 
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Figure  3.  A T1 -weighted  MRI  image  of  the  axial  plane. 


Figure  4.  A T2-weighted  image  showing  central  infarction  with  hemorrhage. 
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ganglion  system  then  was  ex- 
plored along  with  the  right 
adrenal.  During  surgery,  nitro- 
prusside  is  an  effective  agent  for 
control  of  hypertension.  If  the 
blood  pressure  drops  after  re- 
moval of  the  tumor,  volume 
replacement  with  crystalloid  and 
blood  is  the  approach  required. 
Pressor  agents  are  not  recom- 
mended. 

Dr.  Rosenberg.  A large  left 
adrenal  mass  was  sent  to 
pathology. 

Dr.  Kahn.  We  received  a 
partially  replaced  left  adrenal 
gland  that  had  a well-encap- 
sulated spherical  tumor,  4.2  cm  in 
diameter.  On  bisection,  there  was 
a central  area  of  irregular  foci  of 
hemorrhagic  necrosis.  By  light 
microscopy,  the  tumor  was  com- 
posed of  two  types  of  cell  popula- 
tions: one  of  uniform  appearing 
cells  with  finely  granular  baso- 
philic cytoplasm,  round  or  ovoid 
nuclei,  and  typical  nesting  pattern 
with  rich  vascular  stroma;  and  a 
second  cell  type  of  large  poly- 
gonal cells  with  coarsely  granular 
or  clear  cytoplasm  and  nuclear 
pleomorphism,  some  with  binu- 
cleation  or  nucleomegaly,  and 
some  with  cytoplasmic  invagina- 
tion (pseudoinclusions).  Some 
clusters  of  lymphoplasmacytic 
cells  also  were  present.  A fibrous 
capsule  separated  the  tumor  from 
the  surrounding  adrenal  cortex. 
Adrenal  medullary  cells  in  the  un- 
involved portion  of  the  gland  ex- 
hibited some  degree  of  hyper- 
plasia. The  gross  and  histologic 
appearance  of  the  tumor  was 
quite  characteristic  and  consistent 
with  pheochromocytoma. 

Dr.  Raina.  Postoperative  man- 
agement included  steroid  replace- 
ment, required  only  in  cases  of 
bilateral  adrenalectomy;  other- 
wise the  main  focus  was  on  the 
fluid  to  insure  an  adequate  blood 
volume. 

Dr.  Rosenberg.  Pheochromo- 
cytomas  follow  the  classical  rule 
of  10  percent.  Ten  percent  of 
these  lesions  are:  familial;  extra- 
adrenal location;  malignant  (but 
40  percent  in  extra-adrenal  loca- 


tions are  malignant);  and  bilateral 
(more  common  in  association  with 
MEA-II).  There  also  is  an  in- 
creased incidence  in  neurofibro- 
matosis and  von  Hippel-Lindau 
disease. 

Dr.  Rurger.  Since  pheochro- 
mocytomas  arise  from  the  chro- 
maffin cells  of  the  sympathetic 
nervous  system,  they  may  be 
found  in  extra-adrenal  locations. 
Of  the  10  percent  that  are  not 
within  the  adrenal  medulla,  the 
most  frequent  location  is  along 
the  course  of  the  sympathetic 
ganglion  or  in  the  para-aortic  re- 
gion down  to  the  organ  of 
Zuckerkandl  (aortic  bifurcation). 
About  1 percent  of  the  extra- 
adrenal tumors  also  may  occur 
within  the  mediastinum.  A similar 
small  percentage  are  found  in  the 
wall  of  the  urinary  bladder. 

With  knowledge  of  the  extra- 
adrenal locations,  if  normal 
adrenal  glands  are  present  when 
doing  a workup  for  the  pheo- 
chromocytoma, the  CT  scan  must 
include  the  entire  abdomen  and 
pelvis.  If  these  studies  are 
normal,  CT  or  MRI  of  the 
mediastinum  is  needed. 

It  is  important  to  locate  these 
tumors  since  40  percent  of  extra- 
adrenal lesions  are  malignant. 

Another  imaging  study  that 
may  be  necessary  for  extra- 
adrenal localization  is  131-ImIBG 
(metaiodobenzylguanidine)  scin- 
tigraphy. This  is  a norepineph- 
rine analog  that  localizes  in 
adrenergic  tissue.  131-ImIBG 
localizes  in  storage  vesicles  of 
adrenergic  nerve  endings  and  the 


cells  of  the  adrenal  medulla.  It  is 
of  particular  value  in  the  localiza- 
tion of  extra-adrenal  pheochromo- 
cytomas  as  well  as  screening  for 
recurrences  of  the  primary  tumor 
and  distant  metastases.  Selective 
inferior  vena  cava  sampling  for 
norepinephrine  levels  also  might 
be  of  help  in  localization. 

The  final  diagnosis  was  adrenal 
pheochromocytoma.  H 
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Golden  Merit 
Award  recipients 

At  ceremonies  held  on  May  3,  1993,  during  the  227th  Annual  Meeting  of  the  Medical  Society 
of  New  Jersey  (MSNJ),  at  the  Trump  Taj  Mahal  Casino/Resort,  Atlantic  City,  the  following 
physicians  received  MSNJ’s  Golden  Merit  Award  indicating  they  held  the  degree  of  doctor 
of  medicine  for  50  years. 


Atlantic  County 

* Robert  Edward  Sinderbrand,  MD  ..  Howard  1943 
Edwin  Smith  Woolbert,  MD  Bowman  1943 

Bergen  County 

Joseph  William  Bitsaek,  MD  Maryland  1943 

Paul  Irwin  Bookstaver,  MD 

New  York  University  1943 

Donald  Emerson  Brown,  MD  Harvard  1943 

William  James  Burokus,  MD  St.  Louis  1943 

Charles  Edward  Clark,  MD  Columbia  1943 

Margaret  Aymar  Clark,  MD  Columbia  1943 

Salvatore  Vincent  Dallio,  MD 

New  York  Medical  1943 

Ralph  Joseph  Fioretti,  MD  St.  Louis  1943 

John  Francis  Friery,  MD  Columbia  1943 

Newton  Hillel  Gresser,  MD 

New  York  University  1943 

William  Mead  Griffin,  MD  Long  Island  1943 

Peter  Edward  Hanlon,  MD  Cornell  1943 

Jane  Mary  Hatheway,  MD  Columbia  1943 

Harry  Merliss,  MD  George  Washington  1943 

Albert  Philip  Rosen,  MD  Downstate  1943 

Howard  John  Rosenbauer,  MD  . Long  Island  1943 

Harold  Lenard  Scales,  MD  St.  Louis  1943 

Bernard  Schuman,  MD  ...  New  York  Medical  1943 
Gustav  George  Steneck,  MD 

New  York  University  1943 

Alfred  J.  Trayner,  MD  ....  New  York  Medical  1943 


Walter  Wahrenberger,  MD  Cornell  1943 

Burlington  County 

Richard  Sprogoe  Rude,  MD  Maryland  1943 

Camden  County 

Morris  Bates  Clark,  MD  Hahnemann  1943 

George  W.  Hager,  Jr,  MD  Jefferson  1943 

Marie  Ann  Kelly,  MD  Illinois  1943 

Louis  G.  McAfoos,  Jr,  MD  Hahnemann  1943 

Ellwood  Spencer  Paisley,  MD  ...  Hahnemann  1943 

Cape  May  County 

James  S.D.  Eisenhower,  Jr,  MD  Jefferson  1943 
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Eva  F.  Fox,  MD 

Medical  College  of  Pennsylvania  1943 

Cumberland  County 

Miles  Edward  Drake,  MD  Maryland  1943 

Kurt  M.  Hansen,  MD  . New  York  University  1943 

Walter  Pavlin,  MD  First  Leningrad  1943 

Samuel  Boyce  Pole,  III,  MD 

George  Washington  1943 

Irvin  Sussman,  MD  Hahnemann  1943 

Essex  County 

Robert  L.  Baeder,  MD  Duke  1943 

Morris  Bass,  MD  New  York  Medical  1943 

Salvatore  Bongiovanni,  MD  Palermo  1943 

Frank  Joseph  Brady,  MD  Hahnemann  1943 

Brewster  Chapman  Breeden,  MD  McGill  1943 

James  Harvey  Brothers,  III,  MD 

Long  Island  1943 

Herbert  Allen  Conner,  MD 

New  York  Medical  1943 

Harvey  Paul  Einhom,  MD  Albany  1943 

Louis  Francis  Garben,  Jr,  MD  ..  Long  Island  1943 
Rowland  Davies  Goodman,  II,  MD  . Harvard  1943 

Jack  Grundfest,  MD  Arkansas  1943 

Raymond  F.  Healey,  MD  Harvard  1943 

Lester  Holder,  MD  New  York  Medical  1943 

Michael  Joseph  Hyland,  MD  Long  Island  1943 

Paul  Anthony  Kearney,  MD  Jefferson  1943 

Maurice  Judeah  Leon,  MD  Tufts  1943 

Robert  Leonard  Lieb,  MD  . Western  Ontario  1943 
Herman  Lohman,  MD  . New  York  University  1943 
Harold  R.  Mancusi-Ungaro,  MD  ....  Columbia  1943 
Martin  Carl  Mellicker,  MD 

New  York  Medical  1943 

Mervin  Goodman  Olinger,  MD  Cornell  1943 

Elihu  Paul  O Sullivan,  MD  ....  Johns  Hopkins  1943 

Norman  Panzer,  MD  George  Washington,  1943 

Maurice  Monroe  Rath,  MD  Indiana  1943 

Lillian  May  Rosenberg,  MD 

Woman’s  Medical  1943 

Thomas  Aloysius  Shaffrey,  MD  Jefferson  1943 

Myron  J.  Shapiro,  MD  Toronto  1943 

Stanley  John  Siwek,  MD  Loyola  1943 
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Donald  Joseph  Stevens,  MD 

New  York  Medical  1943 

David  C.  Summers,  MD  Long  Island  1943 

Seymour  Taffet,  MD  Michigan  1943 

John  J.  Thompson,  MD  Bowman  1943 

Albert  Willner,  MD  New  York  Medical  1943 

John  Winslow,  MD  Harvard  1943 

Abraham  Zheutlin,  MD  Albany  1943 

Louis  Edmund  Zimmer,  MD  Jefferson  1943 

Gloucester  County 

Robert  Emrey  Booth,  MD  Pennsylvania  1943 

James  Grant  Kehler,  Jr,  MD  ....  Pennsylvania  1943 

Hudson  County 

Harold  William  Grossman,  MD 

New  York  University  1943 


John  Joseph  Hosay,  MD  Jefferson  1943 

Richard  Mansfield,  MD  Long  Island  1943 

David  Padrino,  MD  Havana  1943 

Raymond  Patrick  Reilly,  MD 

New  York  Medical  1943 

Theodore  Langdon  Saxe,  MD  Michigan  1943 

Walter  Gustav  Terwedow,  MD 

New  York  University  1943 

Gerald  Lincoln  Winokur,  MD  Vanderbilt  1943 

Hunterdon  County 

*John  Barclay  Fuhrmann,  MD  ...  Hahnemann  1943 
Mercer  County 

Ralph  W.  Ellis,  MD  New  York  Medical  1943 

Joseph  A.  Gian-Grasso,  MD  Downstate  1943 

Gavin  Younger  Hildick-Smith  Cambridge  1943 

Mathew  R.  Lapin,  MD  Temple  1943 

Sydney  Byron  Lewis,  MD  Louisiana  1943 

Charles  H.  Place,  MD  ...  George  Washington  1943 

Douglas  Hill  Robinson,  MD  Harvard  1943 

Douglas  Barton  Stevens,  MD  Columbia  1943 

Rodney  Charles  Turner,  MD  Tufts  1943 

Middlesex  County 

Victor  Harold  Boogdanian,  MD  Albany  1943 

William  Burton  Greenberg,  MD 

New  York  Medical  1943 

Geza  Robert  Hardy,  MD  Georgetown  1943 

Bernard  John  Miller,  MD  Long  Island  1943 


Monmouth  County 

Andrew  Paul  Dedick,  Jr,  MD 

George  Washington  1943 

Richard  Howard  Demaree,  MD 

Pennsylvania  1943 

William  James  Farley,  MD 

New  York  University  1943 

Peter  J.  Guthorn,  MD  New  York  Medical  1943 

Charles  W.  Kelly,  MD  Long  Island  1943 

Charles  Frederick  Layeock,  MD  Cornell  1943 


Edwin  J.  Otis,  MD 

Medical  College  of  Virginia  1943 


Franklin  L.  Reed,  Jr,  MD  Jefferson  1943 

Robert  Brewer  Robertson,  MD  . Long  Island  1943 
Alvin  A.  Weinstein,  MD  Marquette  1943 


Morris  County 

Andrew  B.  Breuder,  MD 

New  York  University  1943 


Bayard  Coggeshall,  MD  McGill  1943 

Frank  J.  Di  Traglia,  MD  St.  Louis  1943 

Margaret  Haslett  Doyle,  MD  Long  Island  1943 

M.  Eugenia  Geib,  MD 

University  of  New  York  1943 

Elizabeth  Pelinka,  MD  Breslau  1943 

Anson  Perina,  MD  Rochester  1943 

Morris  Salzman,  MD  Indiana  1943 

Robert  Wallace  Tilney,  Jr,  MD 

Pennsylvania  1943 

John  L.  Tyler,  MD  New  York  Medical  1943 

Eugene  Leonard  Watkins,  MD  Harvard  1943 

Ocean  County 

Oliver  Herbert  Bricker,  MD  Illinois  1943 

Robert  Bernard  Connolly,  MD 


New  York  University  1943 

Passaic  County 

Henry  Buklad,  MD  Loyola  1943 

Frank  Anthony  De  Dominicis,  MD 

Hahnemann  1943 

Charles  Honig,  MD  Albany  1943 

Paul  Phillips,  MD  Hahnemann  1943 

Alfred  August  Siss,  MD 

New  York  University  1943 

Ciro  S.  Tarta,  MD  New  York  Medical  1943 

Miriam  Heller  Winkler,  MD 

New  York  Medical  1943 


Salem  County 

George  Francis  Reichwein,  MD  Temple  1943 

Somerset  County 

Alfred  S.  Conston,  MD  Pennsylvania  1943 

Ernest  Richard  Gentile,  MD 

New  York  Medical  1943 

Won  Young  Koh,  MD  Yonsei  1943 

Marcus  E.  Sanford,  MD  Yale  1943 

Henry  A.  Thomas,  MD  Lwow  1943 

Union  County 

Charles  W.  Boozan,  MD  Cornell  1943 

Samuel  Goldberg,  DO 

Philadelphia  Osteopathic  1943 

William  Kennedy  Goodspeed,  MD  ...  Temple  1943 

Laurence  Crane  Griesemer,  MD  Temple  1943 

Milton  Henry  Hollander,  MD 

George  Washington  1943 

Paul  Henry  Kandra,  MD  Pennsylvania  1943 
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Emil  Arthur  Kratzman,  MD 

New  York  University  1943 


Ellis  Joseph  Mischel,  MD  Louisiana  1943 

Francis  Baker  Nelson,  MD  Jefferson  1943 

Robert  Harry  Null,  MD  Hahnemann  1943 

Dudley  Albert  Roberts,  MD  Columbia  1943 


*Awarded  posthumously 


William  Joseph  Sehirmer,  MD  Columbia  1943 

Philip  Shulman,  MD  Tufts  1943 

Harold  Stanley  Yood,  MD  Virginia  1943 

Warren  County 

John  Franklin  Burke,  MD  Louisville  1943 
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DOCTORS’  NOTEBOOK 


TRUSTEES’  MINUTES 


A regular  meeting  of  the  Med- 
ical Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  April  14,  1993,  at  the 
executive  offices  in  Lawrence- 
ville.  Detailed  minutes  are  on  file 
with  the  secretary  of  your  county 
society.  A summary  of  significant 
actions  follows: 

President  s report.  Noted  the 
following:  the  American  Medical 
Association  (AM A)  special  con- 
ference in  Washington,  DC,  to 
enhance  physician  input  into  na- 
tional health  care  reform  was  suc- 
cessful; and  adopted  the  following 
resolution: 

Whereas,  the  nation  and  New  Jersey 
are  confronted  by  a resurgence  of 
tuberculosis  (TB);  and 
Whereas,  the  TB  resurgence  includes 
the  development  of  dangerous  multi- 
ple drug-resistant  strains;  and 
Whereas,  TB  is  airborne  and  can  be 
spread  easily  into  the  general  popula- 
tion; and 

Whereas,  early  intervention  and 
prevention  can  avoid  huge  expen- 
ditures for  TB  treatment  and  control; 
and 

Whereas,  current  expenditures  for 
TB  control  in  New  Jersey  are  wholly 
inadequate;  now  therefore  be  it 
Resolved,  that  MSNJ  call  on  the  gov- 
ernor and  other  elected  officials  of 
the  state  to  focus  sufficient  attention 
and  funding  on  TB  control  activities. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  the  New 
Jersey  Hospital  Association;  and 
MSNJ  Auxiliary. 

Executive  director’s  report. 

1.  Legal  update.  Noted  the 
following:  the  Appellate  Division 
has  remanded  the  case  of  Carey 
B.  Lovett  (medical  malpractice) 
back  for  trial;  in  Petroeco  versus 
Dover  General  Hospital,  the 
judge  stated  that  a hospital,  if  it 
goes  through  a reasonable 
process,  has  the  right  to  decide 


whether  or  not  to  allow  chiroprac- 
tors to  use  its  facilities  and  in 
what  fashion;  and  in  Dynakowski 
versus  Dovarsky,  MD,  involving 
medical  judgment,  approved  the 
recommendation  that  MSNJ  in- 
tervene amicus. 

2.  State  Board  of  Medical 
Examiners  (SBME).  Awaiting 
publication  of  the  rule  proposal 
that  would  include  a maximum 
charge  of  $1  per  page  for  copying 
patient  records,  with  a maximum 
cost  set  at  $100. 

Council  on  Medical  Services. 

1.  Concept  of  “any  willing 
provider.”  Postponed  consider- 
ation of  the  following  recommen- 
dation until  the  July  meeting: 

That  MSNJ  support  the  concept  of 
“any  willing  provider  legislation, 
and  direct  its  efforts  toward  having 
such  legislation  sponsored. 

2.  Statewide  HMO/IPA/ADS. 

Conducted  an  extensive  review  of 
the  issue  of  MSNJ  creating  a 
statewide  H MO/1  PA  and  sub- 
mitted the  following  recommen- 
dations: 

(1)  That  MSNJ  conduct  a feasibility 
study  for  the  formation  of  a 
statewide  HMO/IPA/ADS. 

(2)  That  the  study  include  the  per 
centage  of  primary  care  represen- 
tation at  each  level;  the  feasibility 
of  utilization,  quality  assurance, 
and  credentials  into  a county-by- 
county IPA  setup;  business 
necessity  to  exclude  a certain 
percentage  of  providers  in  a 
specific  area  be  explored;  and 
that  the  question  of  whether 
primary  care  physicians  be 
capitated  be  explored. 

(3)  That  MSNJ  formulate  a list  and 
convene  a meeting  of  officers  of 
all  IPAs  in  New  Jersey  for  the 
purpose  of  discussing  any  state- 
wide concerns. 

Voted  as  follows:  recommenda- 
tions (1)  and  (2)  were  referred  to 


Reference  Committee  “C”  at  the 
MSNJ  Annual  Meeting;  and  rec- 
ommendation (3)  was  extracted 
and  approved. 

3.  Guidelines  for  conduct  of 
managed  care.  Approved  the 
following  recommendation: 

That  MSNJ  request  the  AM  A to  re- 
vise page  6,  paragraph  6,  of 
Guidelines  for  the  Conduct  of 
Managed  Care,  to  read  as  follows: 
Physician  Decision-Making  Due 
Process 

(a)  Plan  Responsibilities 

Health  benefit  plans  that  contractual- 
ly obligate  physicians  with  respect  to 
quality  and  utilization  review  re- 
quirements and  criteria,  referral  op- 
tions, case  management  responsibili- 
ty, and/or  payment  arrangements 
must  have  organizational  structures 
that: 

Allow  participating  physicians  mean- 
ingful involvement  in  the  establish- 
ment or  modification  of  utilization 
review  criteria  and  procedures  and 
other  policies  affecting  medical 
responsibility  used  by  the  plan. 
Encourage  peer  assistance  and 
education  for  all  physicians, 
particularly  those  who  exhibit  quality 
or  utilization  problems. 

Provide  for  fair  and  effective 
grievance  resolution  for  physicians 
and  enrollees. 

(b)  Physician  Responsibilities 
Physician  should  take  the  initiative  to 
participate  in  health  plan  activities 
designed  to  improve  the  quality  of 
care. 

4.  Questionable  practices  by 
PruCare.  Approved  the  follow- 
ing: 

That  MSNJ  write  a letter  of  com- 
plaint to  the  commissioner  of  in- 
surance in  regard  to  the  practices  of 
PruCare  in  contracting  physicians 
and  soliciting  subscribers. 

5.  Children  and  pre-existing 
conditions.  Approved  as  amended 
the  following  recommendation: 
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That  the  Board  of  Trustees  approve 
and  refer  Resolution  #16,  “Children 
and  Pre-existing  Conditions,”  to  the 
Council  on  Legislation  for  its  review 
and  comment.  (Italics  indicates 
amendment  by  the  Board.) 

6.  Alternatives  to  national 
health  insurance — Resolution 

#18.  Approved  the  following 
recommendation: 

That  MSNJ  adopt  the  following  five 
general  principles  with  regard  to 
health  care  reform: 

Agree,  that  while  providing  at  its  best 
the  best  care  in  the  world,  the  cur- 
rent system  of  health  care  carries  cer- 
tain disadvantages  in  its  costs, 
particularly  administrative  costs. 
Propose  that  any  new  system  provide 
for  universal  access  and  relieve 
physicians  of  the  necessity  of  choos- 
ing between  their  livelihoods  and  the 
need  to  provide  uncompensated  care 
rather  than  none  at  all. 

Relieve  patients  and  physicians  alike 
of  distant,  at  times  unqualified  and 
unfeeling,  control  of  the  delivery  of 
health  care  by  untrained  non- 
professionals. 

Forthrightly  state  and  justify  any 
limits  or  “rationing”  of  care  that 
might  become  necessary,  working  to 
minimize  the  effects  of  such  limits 
rather  than  deny  they  exist. 

Provide  compensation  appropriate  to 
the  qualifications,  training,  time,  and 
responsibilities  of  the  health 
professionals  who  bear  the  primary 
burden  of  caring  for  the  health  and 
lives  of  the  people  of  the  nation. 


Council  on  Public  Health. 

1.  Special  Committee  on 
AIDS.  Approved  the  following 
recommendation: 

That  MSNJ  endorse  reimbursement 
for  the  treatment  of  patients  with 
HIV  infection,  AIDS,  and  the  various 
other  diseases  associated  with  it, 
especially  multiple-drug-resistant  tu- 
berculosis (MDRTB)  as  part  of 
publicly  subsidized  health  care  in 
New  Jersey. 

2.  Needle  exchange.  Approved 
the  following: 

That  MSNJ  support  a demonstration 
project,  with  a strong  evaluation 
component,  for  clean  needle  ex- 
change; and  that  the  Legislature  be 
strongly  encouraged  to  adopt  legisla- 
tion to  permit  such  demonstration 
projects. 

3.  NIOSH/OSHA  Equipment. 

Approved  the  following: 

That  MSNJ  inform  the  National  In- 
stitute for  Occupational  Safety  and 
Health  (NIOSH)  that  the  Special 
Committee  on  AIDS  has  reviewed 
proposed  NIOSH/OSHA  regulations 
for  personal  protective  equipment  on 
MDRTB  and  found  them  to  be  in- 
valid on  the  basis  of  epidemiologic- 
data,  in  terms  of  preventing  occupa- 
tional exposure,  and  further  notes 
that  the  equipment  would  interfere 
in  a serious  and  dangerous  way  with 
activities  necessary  to  the  care  of  pa- 
tients. 

4.  Mandatory  written  consent 


for  HIV/AIDS  testing.  Approved 
the  following: 

That  MSNJ  oppose  mandatory  writ- 
ten consent  for  HIV/AIDS  testing, 
and  endorse  informed  documented 
consent  along  with  pre-  and  post-test 
counseling,  and  HIV-related  educa- 
tion of  physicians  and  the  general 
public. 

5.  AIDS  education.  Approved 
the  following: 

That  MSNJ  endorse  the  Centers  for 
Disease  Control  initiative  and/or  Red 
Cross  program  on  workplace  educa- 
tion about  HIV. 

That  the  idea  of  workplace  education 
about  AIDS,  including  suggestions 
on  whom  to  contact,  through  or- 
ganizations such  as  the  New  Jersey 
Business  and  Industry  Association 
and  the  Chamber  of  Commerce  be 
promoted. 

That  a physician  module  for  work- 
place education  be  developed. 

6.  Legislation.  Approved  the 
following: 

That  MSNJ  actively  oppose  A-1754, 
since  it  represents  poor  medical  prac- 
tice; however,  compensation  of  the 
victims  for  the  cost  of  the  prescrip- 
tions, when  indications,  is  warranted. 
That  MSNJ  oppose  A-1734  (testing 
sex  offenders  for  AIDS  and  extending 
terms  of  imprisonment  repeat  of- 
fenders). 

That  MSNJ  oppose  A-1735;  HIV  is 
a medical  problem  and  not  a judicial 
one,  and  should  not  be  used  for 
parole  decision. 

7.  Smoking  areas  in  public 
facilities  (Resolution  #27).  Ap- 
proved the  following: 

That  MSNJ  endorse  legislation  re- 
quiring restaurants  to  become 
smoke-free. 

8.  Committee  on  Cancer  Con- 
trol. Approved  the  following: 

That  MSNJ  encourage  and  facilitate 
physician  testimony  on  behalf  of  any 
anti-smoking  legislation  deemed  ap- 
propriate that  comes  before  the  New 
Jersey  Senate  or  Assembly. 

Committee  on  Finance  and 
Budget.  Unanimously  approved 
recommendations  1 through  5: 

(1)  That  the  budget  for  the  fiscal  year 


ARE  YOU  MOVING? 

Please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name 

Old  Address. 

City State Zip 

New  Address 
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beginning  June  1,  1993,  and  end- 
ing May  31,  1994,  in  the  amount 
of  $4,333,000  with  $2,765,000  to 
be  raised  through  member 
assessments  and  $65,000  to  be 
funded  through  a charge  against 
standing  reserves  of  MSNJ,  be 
adopted. 

(2)  That  the  1994  assessment  be  set 
at  $375  per  regular  dues-paying 
• member.  [No  change  from  prior 
year.] 

(3)  That  the  1994  assessment  be  set 
at  $60  per  member  for  affiliate 
members  (no  longer  practicing  in 
New  Jersey).  [No  change  from 


prior  year.] 

(4)  That  the  1994  assessment  for  as- 
sociate members  (interns-resi- 
dents  non-licensed  in  New 
Jersey)  and  licensed  residents, 
provided  the  individual  is  in  a 
residency  program  entered  upon 
within  a reasonable  time  after 
graduation  from  medical  school, 
be  set  at  $25.  [No  change  from 
prior  year.] 

(5)  That  the  1994  assessment  be  set 
at  $10  per  student  for  medical 
students.  [No  change  from  prior 
year.] 

Committee  on  Membership 


Services.  Postponed  consider- 
ation of  the  following  until  the 
MSNJ  Board  of  Trustees  re- 
organization meeting  on  May  5, 
1993: 

That  MSNJ  endorse  the  expansion  of 
the  Physician  Advocacy  Program  to 
include:  the  Department  of  En- 
vironmental Protection  and  Energy 
Legal  Defense  Program;  the  New 
Jersey  State  Department  of  In- 
surance Fraud  Legal  Defense  Pro- 
gram; and  the  Occupational  Safety 
Administration  Legal  Defense  Pro- 
gram. □ 


UMDNJ  NOTES 


New  Jersey  health  care 
profile.  The  latest  UMDNJ- 
Eagleton  Institute  Poll  shows  that 
most  New  Jerseyans  are  on  track 
for  achieving  many  of  the  good 
health  goals  set  by  the  New 
Jersey  State  Department  of 
Health  in  its  report  “Healthy 
New  Jersey  2000 — A Public 
Health  Agenda  for  the  1990s. 
But  the  poll  also  confirmed  that 
minorities  continue  to  lag  behind 
in  such  areas  as  access  to  care  and 
childhood  immunizations.  The 
poll  is  the  third  quarterly  poll 
sponsored  by  UMDNJ  and  con- 
ducted by  the  Eagleton  Institute 
at  Rutgers  University.  Funded  by 
the  Foundation  of  UMDNJ,  the 
polls  provide  policymakers  in  the 
public  and  private  sectors  with 
insights  into  the  opinions  and  be- 
havior of  New  Jersey  citizens. 

Medical  school  ranks  in  top  20 
in  national  survey.  UMDNJ- 
Robert  Wood  Johnson  Medical 
School  has  been  rated  among  the 
nation  s top  20  medical  schools  by 
U.S.  News  b World  Report,  the 
weekly  newsmagazine.  In  less 
than  three  decades,  the  medical 
school  has  realized  a high  level  of 
prominence  among  institutions 
that  have  existed  many  times 
longer.  In  its  study  of  the  nation’s 
126  medical  schools,  U.S.  News  b 
World  Report  included  such 
categories  as  reputation,  student 
performance  on  national  test 
scores,  national  research  funding, 
and  faculty-student  ratio. 


UMDNJ  surgeon  honored. 

The  Academy  of  Medicine  of 
New  Jersey  presented  the 
Edward  J.  Ill  Award,  its  highest 
honor,  to  Dr.  Benjamin  F.  Rush 
Jr,  chair  of  the  Department  of 
Surgery  at  UMDNJ-New  Jersey 
Medical  School  and  surgeon-in- 
chief  at  UMDNJ-University  Hos- 
pital, Newark.  The  prestigious 
award  honors  his  achievements  as 
a noted  cancer  researcher  and 
surgeon  and  his  leadership  role  as 
advocate  and  counsel  to  the 
American  Cancer  Society  and 
other  health  organizations.  Dr. 
Rush  is  past-president  of  the 
Academy  of  Medicine  of  New 
Jersey.  He  is  a former  governor 
and  past-president  of  the  Ameri- 
can College  of  Surgeons,  New 
Jersey  Chapter,  and  past-presi- 
dent of  the  Oncology  Society  of 
New  Jersey,  of  the  Society  of 
Surgical  Oncology,  and  of  the 
New  York  Head  and  Neck  Socie- 
ty, and  a member  of  MSNJ  and 
of  the  Editorial  Board  of  NEW 
Jersey  Medicine. 

UMDNJ  researcher  receives 
national  award  for  NASA  experi- 


ments. Dr.  T.  Peter  Stein,  a na- 
tionally recognized  biomedical  re- 
searcher, was  named  co-winner  of 
the  Jeffries  Medical  Research 
Award  for  1992  for  his  work  with 
NASA,  including  an  experiment 
conducted  on  the  space  shuttle 
Columbia.  The  Jeffries  Medical 
Research  award  is  presented  an- 
nually by  the  American  Institute 
of  Aeronautics  and  Astronautics, 
the  major  scientific  society  of  the 
aerospace  community,  to  a scien- 
tist who  makes  an  outstanding  re- 
search contribution  to  the  field. 
Dr.  Stein  was  honored  along  with 
the  other  eight  scientists  who 
worked  on  the  Columbia  experi- 
ment. Dr.  Stein,  professor  of 
surgery  at  UMDNJ-School  of 
Osteopathic  Medicine,  Stratford, 
studied  the  metabolic  effects  of 
weightlessness  in  space  during 
the  Columbia  voyage  in  June 
1991.  In  his  experiment,  Dr. 
Stein  studied  the  amino  acids  that 
comprise  muscle-forming  protein. 
The  goal  was  to  determine  how 
muscle  atrophy  can  be  prevented 
during  weightlessness.  □ Stanley 
S.  Bergen,  Jr,  MD 
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CONTINUING  EDUCATION:  JUNE 


8 Medical  Problems  in  the 
Elderly 

12  NOON-1  P.M. — West  Jersey 
Hospital,  Voorhees  (AMNJ) 

9 Endocrinology  Grand  Rounds 
11:30  A. M.-l  P.M. — VA  Medical 
Center,  East  Orange  (AMNJ) 

9 Interhospital  Endocrine 

Rounds 

3:30-5  P.M.  — Rotating  hospitals 
in  Newark  and 
East  Orange  (AMNJ) 

9 Rreast  Implants 

8-9  A.  M— Somerset  Medical 
Center,  Somerville  (AMNJ) 

9 Chronic  Fatigue  Syndrome 

10-11  A M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

9 Update  on  Tuberculosis 

2:30-3:30  P.M. — Ancora 
Psychiatric  Hospital, 
Hammonton  (AMNJ) 


16  Endocrinology  Grand  Rounds 

11:30  A.M.-l  P.M.—VA  Medical 
Center,  East  Orange  jg 

(AMNJ) 

16  Interhospital  Endocrine 

Rounds  23 

3:30-5  P.M. — Rotating  hospitals 
in  Newark  and 

East  Orange  (AMNJ)  23 

17  Pediatric  Emergency  Medical 
Services 

7:30-8:30  P.M. — Centrastate 

Medical  Center,  Freehold 

(AMNJ)  24 

17  Prevention  of  Postmenopausal 
Osteoporosis 

5-6  P.M.  — Somerset  Medical 
Center,  Somerville  (Somerset 
Medical  Center)  30 

18  Lead,  Arsenic,  and  Mercury 
Poisoning  in  Adults 

8:30-9:30  A.M.  — United 


Hospitals  Medical  Center, 
Newark  (AMNJ) 

Pediatric  Asthma 
9-10  A M. — Christ  Hospital, 
Jersey  City  (AMNJ) 
Endocrinology  Grand  Round; 
11:30  A.M.-l  P.M.—VA  Medica 
Center,  East  Orange  (AMNJ) 
Interhospital  Endocrine 
Rounds 

3:30-5  P.M. — Rotating  hospital; 
in  Newark  and 
East  Orange  (AMNJ) 

SCI  Retreat 

9 A.M. -4:30  P.M.  — Kessler 
Conference  Center,  West 
Orange  (Kessler  Institute  for 
Rehalnlitation) 

Diabetes  in  Pregnancy 
1 1:30  A.M. -12:30  P.M.- 
Hamilton  Hospital,  Trenton 
(AMNJ) 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  we  susggest 
you  make  inquiries  directly  to 
them. 

Internal  Medicine 

Gregory  E.  Rroslawski,  DO,  57 

Westchester  Terr.,  Annandale,  NJ 
08801.  UMDNJ  1989.  Board  eligible 
(IM).  Available  July  1993. 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible 
(IM  and  PED).  Available  August 
1993. 

Paul  D.  Hieholzer,  DO,  4019 
Gilham  St.,  Philadelphia,  PA  19135. 


Philadelphia  College  of  Osteopathy 
1990.  Board  certified  (IM).  Available 
July  1993. 

Inez  Teresa  Hubbard,  MD,  P.O. 
Box  489,  Orange,  NJ  07051.  UMDNJ 
1981.  Board  eligible  (IM).  Solo  or 
partnership.  Available. 

James  R.  Smith,  MD,  322  Claremont 
Ave.,  Montclair,  NJ  07042.  UMDNJ 
1989.  Group  or  hospital  based.  Avail- 
able July  1993. 

Nephrology 

Vinitha  Raghavan,  MD,  7 Over- 
brook Rd.,  Upper  Saddle  River,  NJ 
07458.  Guntur  Medical  College 
(India)  1981.  Board  certified  (IM). 
Group  or  partnership.  Available. 

Obstetrics/Gynecology 
Slawomir  Magier,  MD,  260  Water- 
side Dr.,  Little  Ferry,  NJ  07643.  Uni- 
versity of  Bonn  (Germany)  1987. 


Board  eligible  (OB/GYN).  Available 
September  1993. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville,  NJ  08876. 
GOA  (India)  1968.  Board  certified 
(PATH).  Group.  Available. 

Pulmonary 

James  R.  Tierney,  MD,  1320  Quail 
Roost,  Pittsburgh,  PA  15237.  World 
University  School  of  Medicine  1986. 
Board  eligible  (PUL).  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able July  1993. 

Surgery 

Mark  A.  Bartolozzi,  MD,  West- 
chester County  Medical  Center,  P.O. 
Box  17,  Valhalla,  NY  10595.  New 
York  Medical  College  1987.  Board 
eligible  (SURG).  Partnership.  Avail- 
able. 


UPDATE  ON  PSYCHIATRY 

Special  Issue:  February  1993 

To  order  additional  copies,  send  $6  per  copy 

NEW  JERSEY  MEDICINE 
Two  Princess  Road 
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MSNJ  NEWSLETTER 


VIOLENCE:  A SOCIETY  IN  CRISIS 


The  New  Jersey  Public  Health 
Association  and  30  other  New 
Jersey  professional  societies  are 
sponsoring  a one-day  symposium: 
“Violence:  A Society  in  Crisis. 
The  all-day  conference  will  be 
held  on  October  13,  1993,  at  the 
Holiday  Inn,  Jamesburg.  The  in- 
vited guest  speaker  for  the  pro- 


gram is  Attorney  General  Janet 
Reno.  The  symposium  is  divided 
into  talks  covering  all  aspects  of 
violence,  including  child  abuse, 
elder  abuse,  school  violence,  guns 
in  society,  television  violence,  and 
racial  and  ethnic  violence.  For 
more  information,  contact  Sylvia 
Ilerz,  PhD,  201/763-3662. 


PHYSICIAN  TO  HEAD  STATE 


PANEL 


Andrew  Coronato,  MD,  past 
chairman  of  the  Medical  Society 
of  New  Jersey  Council  on  Public 
Relations,  will  head  a committee 
developing  health  benefits  for  the 
state’s  new  subsidized  insurance 
program.  The  committee  is  part  of 
the  Essential  Health  Services 
Commission  formed  under  the 
state’s  Health  Care  Reform  Act. 

Originally  dubbed  “NEW 
JERSEY  SHIELD,  the  program 
will  provide  health  insurance,  in- 
cluding physician  reimbursement, 
for  individuals  whose  income  is 
low,  but  higher  than  Medicaid 
eligibility  levels. 


The  Commission  is  becoming  a 
body  to  watch  in  the  state’s  health 
policy  constellation.  Besides  de- 
veloping the  insurance  program, 
Dr.  Coronato  and  his  ten  fellow 
members  will  oversee  the  transi- 
tion in  hospital  reimbursement 
from  regulated  rates  to  competi- 
tion. Other  Commission  duties  in- 
clude development  of  policies  and 
recommendations  involving  tort 
reform,  outcome  data  on  provid- 
ers of  care,  and  hospital  charity 
care. 


WASHINGTON  STATE  ENACTS  KEY  REFORMS 


Washington  State  has  adopted 
a health  reform  package  that  is 
similar  to  New  Jersey’s,  but  goes 
further.  On  May  17,  1993,  Dem- 
ocratic Governor  Mike  Lowry 
signed  legislation  that,  like  the 
law  signed  by  Governor  Florio  six 
months  earlier,  established  a 
subsidized  insurance  program 
and  created  a Health  Services 
Commission. 

In  addition,  the  Washington  act 
set  up  health  insurance  purchas- 
ing cooperatives  and  certified 


health  plans  — two  key  features  of 
managed  competition.  But, 
managed  competition  is  con- 
strained through  a regulatory  cap 
on  insurance  premiums  and 
through  an  “any  willing  provider 
feature,  which  requires  the  health 
plans  to  reimburse  any  qualified 
physician  or  other  health 
professional  who  meets  the  plan’s 
standards.  All  these  additional 
legislative  features  conceivably 
could  find  support  in  New 
Jersey’s  Legislature. 


UMDNJ  ISSUES  PROPOSAL  TO  FUND  TRAINING 


“The  Future  of  Funding  for 
Graduate  Medical  Education 
(GME)  and  Health  Professions 
Education  (HPE)  in  New  Jersey: 
A Proposal  for  Reform  is  the  title 


of  a lengthy  paper  released  by  the 
University  of  Medicine  and  Den- 
tistry of  New  Jersey  (UMDNJ). 

The  paper  proposes  a tax  on 
hospitals  of  between  3.3  and  4.0 
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percent  of  gross  revenues  to 
maintain  GME  and  HPE  funding 
in  the  state.  The  previous  funding 
stream  consisted  of  regulated  re- 
imbursement rates.  This  stream 
dried  up  when  the  Health  Care 
Reform  Act  was  passed. 

GME  and  HPE  funding  would 
gradually  decline,  under  the 


MEDICAL  WASTE  PLAN 


Stanley  R.  Lane,  MD,  chairman 
of  the  Medical  Society  of  New 
Jersey  Committee  on  Environ- 
mental Health,  went  to  Trenton 
on  May  26,  1993,  to  comment  on 
the  Department  of  Environmen- 
tal Protection  and  Energy’s  new 
State  Plan  Update  on  Solid  Waste 
Management.  Dr.  Lane  expressed 
support  for  key  elements  of  the 
330-page  plan,  hut  he  proposed 
lower  fines  for  technical  violations 
of  paperwork  requirements. 


proposal,  from  a current  level  of 
$503  million  to  $356  million  in 
1997.  Medical  Society  of  New 
Jersey  officials  expressed  support 
for  GME  funding,  coupled  with 
concern  that  a tax  on  hospitals 
could  evolve  into  a tax  on  other 
providers,  including  physicians. 


Dr.  Lane  also  proposed:  limits 
on  counties’  potential  ability  to 
tax  medical  waste;  a reduced 
paperwork  burden;  and  an  end  to 
the  requirement  that  physicians 
with  several  offices  separately  re- 
gister each  office.  He  noted  that 
physicians  and  other  small 
generators  are  responsible  for  less 
than  5 percent  of  all  regulated 
medical  waste  in  the  state  and 
face  administrative  costs  calcu- 
lated at  $2  per  pound  of  waste. 


PEDIATRIC  ONCOLOGIST  WINS  STATE  HONOR 


Lawrence  J.  Ettinger,  MD, 
chief  of  hematology  and  oncology, 
Department  of  Pediatrics,  Robert 
Wood  Johnson  Medical  School, 


and  member  of  our  Middlesex 
County  component,  is  1 of  12  cov- 
eted winners  of  the  1993  Gov- 
ernor’s New  Jersey  Pride  Award. 


MSNJ  TO  MANAGE  FOUNDATION  GRANT 


The  Robert  Wood  Johnson 
Foundation  in  Princeton  has 
awarded  a $20,775  grant  to  the 
Medical  Society  of  New  Jersey  to 
manage  a statewide  leadership 


conference  on  AIDS  in  conjunc- 
tion with  the  Governor’s  Advisory 
Commission  on  AIDS.  The  proj- 
ect will  be  called  “New  Jersey 
Summit  on  AIDS.” 


LOBBYING  CONFERENCE 


The  American  Medical  Associa- 
tion (AM  A)  National  Political 
Education  Conference  will  be 
held  on  September  29  to  30, 
1993,  in  Washington,  DC.  Partici- 
pants will  learn  the  legislative 
process  and  how  to  become 
politically  involved.  They  will  re- 
ceive firsthand  information  on 


techniques  for  increasing  grass- 
roots lobbying  skills,  analyzing 
current  issues,  and  sharpening 
presentation  and  public  speaking 
abilities. 

Registration  for  AMA  members 
is  $395;  for  nonmembers,  the  cost 
is  $445.  For  further  information, 
call  1/800/621-8335. 


CERTIFICATE  OF  NEED  CHANGES 


Physicians  seeking  to  purchase 
computerized  tomography  equip- 
ment no  longer  are  required  to 
obtain  a certificate  of  need  (CN). 
However,  physicians  seeking  to 
initiate  megavoltage  radiation  on- 
cology services  do  require  a CN 
and  will  face  a minimum  require- 


ment of  300  patients  or  6,200  pa- 
tient visits  annually.  These 
changes  reflect  New  Jersey  State 
Department  of  Health  regula- 
tions. A description  of  the 
changes  was  compiled  by  Todd  C. 
Brower  at  the  Roseland  law  firm 
of  Brach,  Eichler. 
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It's  3:00  a.m. 

You're  worried  about  tomorrow's  deposition. 

Who  can  you  call? 


The  Medical  Inter-Insurance  Exchange  is  available  24-hours  a day,  seven  days  a week,  to 
answer  emergency  calls  about  both  claim  and  policy  situations.  No  other  medical  professional 
liability  insurer  has  this  feature.  It’s  just  one  of  many  services  that  make  Medical  Inter- 
Insurance  Exchange  better  than  the  rest.  Call  today  to  find  out  how  our  Permanent  Protection 
Policy  and  expert  claim  handling  can  give  you  peace  of  mind . . . and  a good  night  s sleep. 


Medical 

Inter-Insurance 

Exchange 


Two  Princess  Road  • Lawrenceville  • NJ  • 08648 


800-257-6288  • 609-896-2404 


PROFESSIONAL  LIABILITY 


HEALTH  CARE  FINANCING 


What  the  public  thinks.  As  the 

presumed  final  countdown  to- 
ward release  of  the  President’s 
health  care  reform  package  nears 
an  end,  national  opinion  on  health 
issues  appears  confused  and  self- 
contradictory. On  May  17,  1993, 
The  Robert  Wood  Johnson  Foun- 
dation in  Princeton  released  re- 
sults of  a national  opinion  survey 
that  showed,  according  to  Foun- 
dation President  Steven  A. 
Schroeder,  MD,  that  “any  elected 
official  looking  to  public  opinion 
for  a safe  stand  to  take  on  health 
care  reform  is  in  for  a shock.”  Dr. 
Schroeder  explained:  “Right  now, 
any  position  you  take  will  offend 
some  view  held  by  a majority  of 
Americans.” 

Combining  results  of  a new 
Foundation-sponsored  poll  with 
an  analysis  of  other  polls,  a team 
from  the  Harvard  School  of 
Public  Health  and  a private  firm 
found  a high  level  of  satisfaction 
with  many  aspects  of  the  United 
States  health  care  system.  This 
finding  should  cheer  physicians 
and  other  advocates  of  relatively 
limited  reforms. 

Satisfied  with  the  care  received 
from  their  doctors  were  89  per- 
cent of  respondents,  and  register- 
ing satisfaction  with  their  health 
insurance  were  77  percent  of 
respondents.  An  equally  im- 
pressive 84  percent  of  respon- 
dents said  they  were  sure  they 
could  readily  obtain  routine 
medical  services. 

However,  59  percent  of  re- 
spondents expressed  concern 


about  losing  coverage  if  they 
change  jobs,  and  53  percent  of 
respondents  said  they  were  wor- 
ried that  their  employer  might 
curtail  benefits.  The  health  care 
system  needs  “a  complete  over- 
haul,” agreed  56  percent  of 
respondents. 

Who  and  what  are  to  blame  for 
rising  health  care  costs?  The  lead- 
ing culprits  in  the  public  mind, 
according  to  the  analysts,  include 
medical  industry  corruption  and 
greed,  malpractice  suits,  and 
waste  and  inefficiency.  Physicians 
ranked  behind  malpractice  at- 
torneys and  insurance  companies 
as  a source  of  the  problem. 

A fairly  clear  split  was  found 
across  the  partisan  divide.  Re- 
publicans—along  with  more 
educated,  affluent,  and  con- 
servative respondents — favor  a 
competitive  system  with  private 
health  insurance.  Democrats  — 
along  with  less  educated,  less  af- 
fluent, and  liberal  respondents  — 
favor  a regulatory  system  run  by 
government. 

Demographics  and  dollars. 

New  economic  data  suggest  that 
the  aging  and  expanding  of  the 
United  States  population  no 
longer  are  major  contributors  to 
escalating  health  care  costs.  Writ- 
ing in  the  spring  1993  issue  of 
Health  Affairs,  Daniel  Mendelson 
of  Lewin-VHI  and  William  B. 
Schwartz,  MD,  of  the  University 
of  Southern  California,  conclude 
that  aging  and  population  growth 
combined  are  raising  health  care 
costs  by  less  than  1 percent  an- 


nually. Specifically,  the  re- 
searchers said  that  these  two  de- 
mographic factors  were  causing  a 
0.93  percent  annual  increase  in 
the  costs  of  physician  services  be- 
tween 1990  and  1995.  They  pro- 
jected a 0.72  percent  rise  during 
each  of  the  following  five  years. 

As  a check  on  their  findings, 
the  Mendelson-Schwartz  team 
performed  a separate  analysis 
based  on  the  assumption  that 
relative  costs  for  people  over  the 
age  of  65  years  and  younger  than 
19  years  will  continue  to  increase 
at  the  high  rates  observed  in 
previous  years.  Even  under  this 
alternative  approach,  physician 
costs  were  seen  as  rising  only  0.79 
percent  per  year  for  demographic 
reasons  between  1990  and  1995. 
For  the  years  1995  to  2000,  the 
forecast  increase  was  0.66  per- 
cent. 

In  previous  years — notably 
1977  to  1987— costs  in  caring  for 
elderly  people  and  children  rose 
at  much  higher  rates.  This  in- 
crease, said  the  writers,  “probably 
can  be  explained  by  the  ongoing 
development  of  new  medical 
technology.” 

If  accurate,  the  new  findings 
throw  into  a cocked  hat  the  as- 
sumption that  health  care  costs 
are  rising  mainly  for  demographic 
reasons.  Consequently,  the  re- 
sults may  lend  support  to  ad- 
vocates of  stricter  cost  control  ap- 
proaches. 


MALPRACTICE  VERDICTS 


Obstetrics.  Late  decelerations 
appeared  on  a fetal  monitoring 
strip  shortly  before  a vaginal  de- 
livery. The  baby  was  born  with  a 
cord  compression  and  died 
several  hours  later. 


In  a malpractice  action  brought 
in  a New  Jersey  court,  the  plain- 
tiff s argument  was  that  the  ob- 
stetrician-gynecologist was  negli- 
gent in  not  performing  a cesarean 
section  (C-section).  Both  the 


baby’s  death  and  purported  pain 
and  suffering  were  attributed  to 
the  physician’s  decision. 

But,  claimed  the  defense,  the 
vaginal  delivery  was  completed 
within  15  minutes  of  the  late  de- 
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celerations — a shorter  period  than 
a C-section  would  have  required. 
The  defense  also  denied  that  the 
baby  ever  reached  consciousness 
or  experienced  pain  and  suffering. 
The  jury  said,  not  negligent. 

Informed  consent  to  ear 
surgery.  A young  girl’s  eardrums 
were  perforated,  resulting  in  a 
permanent  mild  hearing  loss  and 
an  injury  that  never  totally 
healed.  When  the  patient,  now 
37  years  old,  slipped  in  the 
shower,  and  water  entered  her 
left  ear,  she  became  uncomfort- 
able and  decided  to  visit  an 
otolaryngologist. 

The  physician  informed  the  pa- 
tient that  he  could  perform  a graft 
to  cover  the  perforation  and  pre- 
vent infection  and  further  discom- 
fort. This  procedure  would  be  ac- 
companied by  a mastoidectomy  to 
determine  the  presence  of  infec- 
tion. The  latter  procedure  in- 
volves drilling  through  bone. 

The  patient  agreed  to  the 
procedures  in  writing.  Unfortu- 
nately, additional  loss  of  hearing 
in  the  left  ear  resulted  from  the 
surgery.  Claiming  that  the  physi- 
cian never  told  her  that  a hearing 
loss  could  result,  the  patient  sued 
the  physician  for  failing  to  obtain 
a truly  informed  consent. 

At  trial  in  New  Jersey,  the  pa- 
tient produced  an  otolaryngol- 
ogist expert  witness  who  asserted 
that  hearing  loss  is  the  most 
significant  risk  of  the  procedures. 
The  patient  related  that  since  the 
operation  she  no  longer  could  un- 
derstand normal  conversation. 

But,  I did  tell  the  patient 
about  the  risk  of  a hearing  loss, 
protested  the  defendant.  More- 
over, another  expert  otolaryngol- 
ogist testified  for  the  defense  that 
chronic  ear  infections  were  a con- 
tributing factor  to  the  hearing 
loss,  although  the  expert  was  un- 
willing to  rule  out  the  surgery  as 
another  factor. 

To  rebut  the  physician’s  claim 
that  informed  consent  had  oc- 
curred, the  plaintiff  argued  that  a 
reasonably  prudent  person  with  a 
mild  hearing  loss  would  not  agree 
to  a procedure  entailing  a signifi- 


cant risk  of  additional  loss  merely 
to  avoid  infections  and  discom- 
fort. The  jury  apparently  agreed, 
and  awarded  $375,000. 

Hand  surgery.  The  clasp  of 
a gym  teacher’s  gold  necklace 
became  caught  on  the  man’s 
sweater.  He  thrust  his  dominant 
hand  down  to  free  the  clasp.  Sud- 
denly, the  chain  cut  through  his 
hand,  perhaps  reaching  bone,  and 
he  proceeded  to  an  emergency 
department. 

According  to  a later  account 
aired  in  a New  Jersey  courtroom 
during  an  ensuing  malpractice 
trial,  the  patient  was  examined  by 
an  emergency  physician.  The  pa- 
tient’s recollection  was  that  the 
physician  placed  five  sutures  and 
that,  when  the  pain  and  swelling 
grew  and  the  restriction  of  motion 
continued  for  11  days,  he  went  to 
a plastic  and  reconstruction  hand 
surgeon. 

The  surgeon  told  the  court  that 
the  emergency  physician  should 
have  identified  the  likelihood  of  a 
tendon  or  other  transection  and 
immediately  referred  the  patient 
to  a proper  specialist.  Due  to  the 
delay  occasioned  by  the  lack  of  a 
referral,  said  the  hand  surgeon, 
transections  to  two  tendons,  the 
ulnar  digital  nerve,  and  an  adja- 
cent artery  in  the  middle  finger, 
could  not  be  repaired.  Extensive 
scar  tissue  had  formed,  noted  the 
hand  expert,  preventing  an 
amelioration  of  the  injury.  The 
patient,  he  added,  never  will  be 
able  to  extend  the  finger  beyond 
40  degrees. 

This  loss,  complained  the  pa- 
tient, limits  my  performance  as 
a gym  teacher  and  my  prospects 
for  advancement,  although  I am 
not  in  danger  of  losing  my  job. 
The  plaintiff  further  asserted  that 
his  involvement  in  athletics, 
which  has  been  a major  part  of  his 
life,  has  been  severely  curtailed. 
He  claimed  damages  for  pain  and 
suffering  and  for  permanent  in- 
jury, though  not  for  loss  of  in- 
come. 

Several  arguments  were  raised 
in  defense  by  the  emergency 
physician.  The  defendant  con- 


tended that  he  had  conducted  a 
valid  examination  and  found  a 
good  range  of  motion.  A partial 
severance,  not  detectable  on  ex- 
amination, might  have  caused  the 
more  extensive  damage,  sug- 
gested the  physician.  Alterna- 
tively, a rupture  of  the  tendons 
could  have  occurred  subsequent- 
ly, he  suggested.  In  response,  the 
plaintiff’s  expert  opined  that  a 
partial  severance  would  have 
caused  the  ends  of  the  tendons  to 
fray  visibly,  and  that  the 
severance  clearly  occurred  at  the 
time  of  the  injury. 

Another  point  offered  by  the 
defense  was  that  repair  surgery 
would  have  been  extremely  com- 
plicated and  problematic,  and  that 
the  affected  portion  of  the  finger 
was  known  medically  as  "no 
man’s  land  due  to  the  proximity 
of  the  structures  and  the  hazards 
of  causing  further  damage.  To 
counter  this  point,  the  plaintiff  in- 
troduced into  evidence  an  article 
written  by  a noted  authority, 
under  whom  a defense  expert  had 
trained,  observing  that  such 
surgery  recently  had  become  re- 
latively routine  due  to  advances 
made  by  the  authority.  (The 
article  was  admissible  under  re- 
cent case  law;  see  NJ  MED 
89:727-728,  1992.) 

The  jury  found  that  75  percent 
of  the  injury  was  caused  by 
negligence  on  the  part  of  the  de- 
fendant, and  25  percent  by  the 
injury  itself.  The  jury  assessed 
total  damages  at  $200,000,  which 
the  judge  molded  accordingly  to 
make  the  physician  responsible 
for  paying  $150,000. 

Neurosurgery.  A benign  tumor 
was  found  on  the  lining  of  the 
brain  of  a widowed  woman  with 
several  adult  children,  two  of 
whom  lived  at  home.  During 
surgery  to  remove  the  tumor, 
with  the  patient  seated  in  a up- 
right position,  severe  edema  to 
the  cerebellum  developed.  Com- 
pression of  the  brain  stem  re- 
sulted, and  the  patient  lapsed  into 
a coma  and  died  35  days  later. 
She  had  been  conscious  for  about 
nine  or  ten  hours  after  surgery. 
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In  a New  Jersey  suit  for 
malpractice,  the  plaintiff  claimed 
that  the  neurosurgeon  should 
have  used  a new  technique  in- 
volving coring  out  the  tumor, 
rather  than  retracting  the 
cerebellum  away  from  the  tumor. 
A neuropathologist,  who  had 
performed  an  autopsy  on  the  de- 
cedent, related  that  he  had  ob- 
served damage  to  the  cerebellum 
that  could  have  occurred  only  as 
a result  of  excessive  pressure. 

In  defense,  the  neurosurgeon 
asserted  that  his  choice  of  tech- 
niques was  acceptable,  particular- 
ly because  the  coring  technique 
involves  a high  risk  of  bleeding. 
He  also  blamed  the  hospital’s  re- 
sidents for  failing  to  contact  him 
when  the  patient  became  unre- 
sponsive several  hours  following 
surgery.  Timely  notification  of  the 
patient’s  deterioration  would  have 
led  him  to  activate  a shunt  that 
he  had  placed  for  use  if  needed, 
he  observed.  As  for  the  brain 
damage  observed  on  autopsy,  said 
the  defense,  the  35-day  post- 
surgery connection  to  a respirator 
was  the  cause. 

Challenging  the  defendant’s  ex- 
planations, the  plaintiff  adduced 
expert  testimony  that  bleeding 
from  the  coring  technique  can  be 
adequately  controlled.  The  resi- 
dent s failure  to  advise  the 
surgeon  of  the  deterioration  in 
the  patient’s  condition  several 
hours  after  surgery,  said  the 


plaintiff,  resulted  from  dis- 
cussions between  the  residents 
and  the  surgeon  earlier  in  the 
post-anesthesia  phase,  when  the 
patient  became  lethargic  and  the 
surgeon  approved  use  of  medica- 
tion to  counteract  affects  of 
anesthesia.  And,  the  neuropath- 
ologist disagreed  that  the  brain 
damage  resulted  from  prolonged 
use  of  a respirator,  which,  he  said, 
would  have  caused  death  to  the 
cerebellum,  not  the  observed 
damage. 

The  jury  found  that  the 
neurosurgeon  was  negligent,  and 
that  his  negligence  caused  75  per- 
cent of  the  patient’s  injuries.  The 
hospital,  through  its  residents, 
was  responsible  for  the  remaining 
25  percent,  according  to  the  ver- 
dict, although  the  hospital  had 
settled  prior  to  trial.  Damages 
were  assessed  at  $50,000  for  con- 
siderable pain  and  suffering, 
$100,000  for  loss  of  enjoyment  of 
life  for  the  35  days  in  which  the 
patient  lingered,  $150,000  for 
wrongful  death,  and  $84,000  for 
medical  expenses.  The  court 
molded  the  verdict  accordingly. 

Vascular  surgery.  A vascular 
surgeon  in  New  Jersey  performed 
a varicose  vein  stripping 
procedure  on  a 66-year-old  man. 
An  infection  developed,  and  the 
patient  subsequently  received  a 
skin  graft  that  resulted  in  a two- 
inch  scar. 

In  a malpractice  trial  against 


the  vascular  surgeon,  the  patient 
claimed  that  he  had  experienced 
excessive  pain  and  the  presence 
of  purulent  material,  and  had  vis- 
ited the  surgeon  several  times 
during  a one-month  period  before 
going  to  another  doctor.  The  de- 
fendant denied  that  signs  of  infec- 
tion had  been  evident  during  the 
postoperative  phase  before  the 
other  physician  was  consulted.  A 
jury  verdict  came  in  for  the  plain- 
tiff, in  the  amount  of  $20,000. 

Dermatologic  procedure.  A 
dermatologist  excised  a benign 
fatty  growth  from  the  forehead  of 
a man  in  his  early  40s.  The  action 
eventually  led  to  a malpractice 
case  in  New  Jersey,  as  the  patient 
claimed  that  the  physician 
negligently  struck  a facial  nerve, 
causing  a permanent  droop  in  the 
patient’s  face.  The  patient  further 
asserted  that  the  physician  had 
not  informed  him  of  the  risk  of 
nerve  damage,  and  that  such  a 
warning  would  have  persuaded 
him  to  avoid  the  procedure. 

Disagreeing  that  a nerve  had 
been  injured,  the  dermatologist 
also  contended  that  no  facial  ab- 
normality was  readily  apparent  to 
observers.  He  added  that  nerve 
damage  from  the  procedure  is  so 
rare  that  special  advisements  are 
unnecessary.  He  won  the  case 
before  the  jury. 


MALPRACTICE  POLICY  DEVELOPMENTS 


Data  Bank  examined.  Users  of 
the  National  Practitioner  Data 
Bank  generally  do  not  receive 
responses  for  several  weeks,  so 
that  the  information  often  is  too 
late  to  be  useful,  says  the  United 
States  General  Accounting  Office 
in  a recent  report.  The  report  also 


criticized  the  federal  Data  Bank 
for  failing  to  provide  adequate 
security  for  confidential  infor- 
mation and  to  monitor  the  sys- 
tem s operation  effectively.  The 
auditors’  report  suggested  that 
the  Secretary  of  the  United  States 
Health  and  Human  Services 


herself  intervene  to  improve  the 
Data  Bank.  The  Department  did 
not  object  to  the  recommenda- 
tions. □ James  E.  George,  MD, 
JD;  Neil  E.  Weisfeld,  JD,  MSHyg 
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Hospitalization, 
From  The  MSNJ 
Health  Care  Plan. 


The  MSNJ  Health  Care  Plan  has  reduced  its  premium  rates  by  10  percent, 
with  hill  hospitalization  coverage  maintained.  In  spite  of  rising  health  care 
costs,  this  reduction  follows  three  consecutive  renewals  with  no  change 
in  premium  rates.  Now  is  the  right  time  to  take  a look  at  the  special 
features  the  MSNJ  Health  Care  Plan  offers  you  and  your  employees: 

■ Full  plan  benefits  in  New  Jersey  Blue  Cross 
network  and  non-network  hospitals 

■ Full  plan  benefits  for  special  condition  hospitals 

■ Full  coverage  while  traveling  at  home  or  abroad 

■ Full  coverage  for  unmarried  dependent  children  to  age  23 

■ Continuance  of  coverage  for  retirees,  widows  and  widowers 

■ Optional  dental  coverage  available 

■ Dedicated  staff  of  professionals  providing  enrollment, 
billing  and  claims  submissions  assistance 


For  more  information,  please  call 
Jean  Wasielczyk,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.0.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895- l6l6  - (800)  227-6484 


(DONALD  E SMITH 


IQJ  ASSOCIATES) 
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BOOK  REVIEWS 


SELECTED  TOPICS  IN  THE  CLINICAL  SCIENCES 


William  Creger.  Palo  Alto,  CA, 
Annual  Reviews,  1993.  The  con- 
tents of  this  year’s  Annual  Review 
of  Medicine:  Selected  Topics  in  the 
Clinical  Sciences  are  quite  exten- 
sive, ranging  from  the  molecular 
biology  of  cystic  fibrosis  and 
lymphoid  malignancies,  to  the 
biology  of  the  eosinophil  with  a 
chapter  dedicated  to  the  anti- 
inflammatory therapy  of  asthma, 
to  multiple  other  topics  relating  to 
neurology  (pain),  aging,  cardi- 


ology, behavioral  medicine,  infec- 
tious disease,  and  endocrinology. 
The  individual  chapters  are  short, 
concise,  and  well  written.  They 
clearly  synopsize  the  state-of-the- 
art  information  for  the  under- 
standing of  pathogenesis,  diagno- 
sis, and  treatment.  Any  primary 
care  clinician  wishing  to  maintain 
an  up-to-date  database  should 
consider  perusing  this  Annual  Re- 
view for  1993.  □ Leonard 

Bielory,  MD 


THE  SELF-HELP  GROUP  DIRECTORY 


Gail  DeGirolamo;  Barbara 
White.  New  Jersey  Self-Help 
Clearinghouse,  St.  Claires-River- 
side  Medical  Center,  Denville,  NJ. 
The  Self-Help  Group  Directory, 
10th  Edition  provides  informa- 
tion, referral  services,  consul- 
tation, and  training  to  those  seek- 
ing mutual  aid  self-help  groups 
that  derive  their  energy  from 
members  helping  one  another. 
These  groups  are  composed  of 
peers  that  share  the  same  ex- 
perience or  situation.  The  book 
also  includes  a section  with  ideas 
and  considerations  for  starting  a 
new  group. 

The  Directory  classifies  these 
groups  into  the  following  cate- 
gories or  topics:  addictions/de- 
pendencies, bereavement,  dis- 
abilities, and  health  (including 
AIDS,  cancer,  Alzheimer’s  dis- 
ease, mental  health,  parenting/ 
family,  and  physical  and  emo- 
tional abuse).  A miscellaneous 
chapter  includes  older  persons  is- 
sues such  as  retiring  and  aging, 
sexuality  issues  including  gay/les- 
bian, and  speech/stuttering  prob- 
lems. Each  group  also  is  subse- 
quently divided  by  location.  A list 
of  toll-free  specialty  numbers  is 
included. 


Each  group’s  information  is 
concise  and  objective,  and  in- 
cludes an  address  or  telephone 
number  of  a contact  person  for 
more  information.  Some  listings 
also  give  meeting  times  and  loca- 
tions and  annual  fee  information. 
At  the  end  of  the  book,  a blank 
form  has  been  included  to  report 
on  a group  that  currently  is  not 
listed  or  to  update  a listing. 

Overall,  this  is  a very  good 
reference  book  that  provides  valu- 
able information.  Not  only  does 
the  book  help  the  reader  contact 
a self-help  group  but  it  also  helps 
the  reader  get  acquainted  with  a 
new  one. 

The  Directory  is  well  organized 
and  comprehensive  and  could 
prove  to  be  a valuable  resource  to 
professionals  in  the  medical  field 
who  frequently  are  asked  about 
support  group  information,  or 
self-help  groups  as  this  book  re- 
fers to  them.  □ Jaime  Landman, 
MD;  Leonard  Bielory,  MD 
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Sleep  Diagnostics  at 


Don’t  Your  Patients  Deserve 
A Good  Night’s  Sleep? 

How  often  do  you  hear  complaints  from  your  patients  and  their  loved  ones  of  snoring,  chronic 
fatigue  or  poor  sleep  quality7  Let  the  experts  at  Sleep  Diagnostics  help  your  patients  get  the  good 
night's  sleep  they  deserve  Sleep  Diagnostics,  a division  of  The  Breathing  Center,  will 
perform  a comprehensive  sleep  evaluation  to  identify  your  patients'  problems.  We  treat  all  forms  of 
sleep  disorders  — including  sleep  apnea  — utilizing  the  most  experienced  sleep  specialists  from 
the  Tri-State  Area  and  beyond. 

Sleep  Diagnostics  has  successfully  worked  with  hundreds  of  referring  medical  professionals 
like  you,  treating  each  patient  with  the  professional  courtesy  and  competence  that  is  expected  in  your 
own  office. 

Our  prompt  scheduling  and  state-of-the-art  evaluation  techniques  will  have  patients  back  in  your 
care  as  soon  as  possible.  And  Sleep  Diagnostics  prides  itself  on  their  communications  proce- 
dure that  keeps  you  informed  of  all  progress. 


IOth  Anniversary... 

A Decade  of  Caring 


For  statewide  appointment  scheduling,  call  1-800-634-5864. 

• Morristown:  (201)539-5330  • Edison:  (908)417-9339  -Princeton:  (609)683-1800 

• Bricktown:  (908)  458-3800  • Paramus:  (201)368-0202 


John  Penek,  MD,  FCCP,  Medical  Director 
Diplomate  — American  Board  of  Sleep  Medicine 
Fellow  — American  Sleep  Disorders  Association 


RockBank 

FILLS  THE 
PRESCRIPTION 

FOR  PROFESSIONAL 
FINANCING  NEEDS 


• UP  TO  100%  FINANCING  I REFINANCING  ON  OFFICE  CONDOS  & BUILDINGS  WITH  TERMS  UP  TO  25  YEARS 

(when  owner  occupies  at  least  51%  of  the  premises) 

• EQUIPMENT,  FURNITURE  & FIXTURES  FINANCING  WITH  TERMS  UP  TO  10  YEARS 


• COMMERCIAL  REVOLVING  CREDIT  LINES  WITH  NO  ANNUAL  CLEANUP  REQUIRED 


In  1992,  RockBank  received  the  SBA's  Award  for  Excellence  for  making  more  SBA  loans  to  more  businesses  than  any  bank  in  New  Jersey. 
Bauer  Financial  Reports  of  Florida  rated  RockBank's  capital  strength  with  four  stars. 

Small  business  expertise  and  capital  strength  make  RockBank  your  only  source  for  financing.  Call  today 
to  arrange  for  one  of  our  small  business  professionals  to  visit  you  and  discuss  your  financing  needs. 


MEMBERFDIC 

AN  EQUAL  OPPORTUNITY,  EQUAL  HOUSING  LENDER 
© 1993,  RockBank 


* 1 800  722  6772  or  (908)  789-8830 

IN  NJ  1 ' 
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LETTERS  AND  VIEWPOINTS 


CLINTON’S  HEALTH  PLAN 


I congratulate  Michael  Patmas, 
MD,  on  his  excellent  article, 
“Why  Clinton’s  health  plan  is 
doomed”  (90:190-191,  1993). 

I consider  it  so  excellent  that 


I am  giving  a copy  to  each  one 
of  my  patients.  □ Roger  M.  Jerez, 
MD,  chief,  Department  of  Urolo- 
gy, Monmouth  Medical  Center 


PHYSICIAN  REIMBURSEMENT 


I must  object  strenuously  to  a 
statement  made  in  a recent  letter 
to  the  editor  entitled,  “Why  Clin- 
ton’s health  plan  is  doomed” 
(90:190-191,  1993).  The  author, 
Michael  Patmas,  MD,  states,  “Of- 
fice visits  are  paid  at  a paltry  rate 
of  $9,  while  the  removal  of  minor 
skin  lesions  by  dermatologists  in 
affluent  Orange  County,  Cali- 
fornia, have  a Medicare  set  fee  of 
nearly  $900.” 

I called  a colleague  in  Orange 
County,  California,  and  obtained 
the  following:  Medicare  reim- 

bursements: destruction  of  a wart, 
$34.13;  and  removal  of  a 
lipofibroma,  $42.65.  For  the 
lifesaving  excision  of  a 1 cm 
malignant  melanoma,  the  reim- 
bursement is  $125.21. 

The  dreadfully  inaccurate  rep- 
resentation of  dermatologic  reim- 
bursement is  not  merely  factually 
wrong,  it  is  destructive.  It 


represents  the  recent  trend  of 
fratricide  among  physicians  in 
response  to  external  pressure.  We 
must  resist  the  temptation  to  offer 
specialties  other  than  our  own  as 
sacrificial  lambs  for  the  budget 
cutters  and  reformers. 

The  truth,  as  Dr.  Patmas 
summed  up  so  well  in  the  rest  of 
his  otherwise  sound  article,  is  that 
effective  reform  cannot  be  ac- 
complished by  reducing  physician 
reimbursement.  It  lies  in  control- 
ling smoking,  reducing  futile  care 
of  the  hopelessly  ill,  and  eliminat- 
ing costly,  marginally  useful,  new 
technology.  It  does  not  lie  in  pay- 
ing dermatologists  even  less  to 
save  patients’  lives  from  malig- 
nant melanoma,  and  it  certainly 
cannot  be  accomplished  when 
medicine  is  divided  against  itself. 
□ James  J.  Milbauer,  MD,  presi- 
dent, Dermatologic  Society  of 
New  Jersey 


HEALTH  CARE  CRISIS 


Dr.  Milbauer  objects  to  the 
figures  I reported  in  my  letter  to 
the  editor  (90:190-191,  1993).  The 
figures  are  not  inaccurate.  In 
November  1991,  my  86-year-old 
grandmother,  who  resides  in  Or- 
ange County,  California,  had  two 
small  actinic  keratoses  removed 
from  her  face.  The  Medicare 
limiting  charge  for  each  pro- 
cedure was  $890.  Of  the  $1,780 
billed  by  the  physician,  Medicare 
allowed  $1,030.82.  The  numbers 
I quoted,  indeed,  are  dreadful. 
Unfortunately,  they  also  are  ac- 
curate. 

Dr.  Milbauer  also,  unfortunate- 


ly, misinterprets  my  argument.  It 
is  not  meant  to  impugn  derma- 
tology, nor  is  it  an  example  of 
fratricide.  Rather,  my  point  is  that 
the  disparities  in  reimbursement 
that  have  contributed  to  our 
health  care  crisis  stem  partly  from 
the  Health  Care  Financing  Ad- 
ministration. We  never  will  cor- 
rect physician  maldistribution 
until  there  is  a meaningful  in- 
crease in  reimbursement  for 
primary  care  practice  in  under- 
served areas.  □ Michael  A.  Pat- 
mas, MD 
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EDITOR  S DESK 


MANAGED  WHAT? 


Most  conventions  contain  a mix 
of  substance,  froth,  and  hoopla. 
The  Annual  Meeting,  reported 
in  this  issue  of  NEW  JERSEY 
MEDICINE,  was  no  exception.  The 
advance  mailings,  coupled  with 
the  rapid,  unfolding  events  of  the 
day,  suggested  that  many  of  our 
deliberations  would  center  on 
managed  care.  They  did. 

Prominent  among  the  various 
resolutions  were  those  asking  the 
Medical  Society  of  New  Jersey 
(MSNJ)  to  investigate  and  to 
establish  a statewide  managed 
care  organization  of  the  health 
maintenance  organization/in- 
dividual practice  association 
(H MO/I  PA)  or  preferred  provider 
organization  (PPO)  type.  Some  of 
the  impetus  came  from  consider- 
ation of  Connecticut  activity  in 
that  area;  some  undoubtedly  de- 
rived from  consideration  and 
evaluation  of  HMOs  in  New 
Jersey  and  of  continuing  machina- 
tions in  Washington,  DC,  by 
Hillary  Clinton  and  her  horde. 

The  H MO/I  PA  request  was  not 
new.  A feasibility  study  had  been 
performed  with  the  aid  of  Touche 
Ross  in  1986.  It  outlined  the 
potentials  for  gain — precarious  — 
and  the  potentials  for  loss — 
substantial,  including  loss  of 
money  and  loss  of  membership — 
and  the  House  of  Delegates 
agreed  then  that  MSNJ  should 
not  ally  itself  with  or  promote  any 
HMO/IPA.  Delegates  to  the  1993 
meeting  also  were  given  copies  of 
a new  poll  conducted  at  the 
behest  of  the  Board  of  Trustees. 
Sixty-eight  percent  answered 
“yes  to  the  question,  “Should 
MSNJ  create  an  HMO/IPA?”  But 
44  percent  answered  “yes'  and  44 
percent  answered  “no  to  the 
question,  “Would  you  prefer  a re- 
gional or  local  HMO  rather  than 
statewide?”  And  only  33  percent 


Howard  D Slobodien,  MD 


answered  “yes  to  the  question, 
“Would  you  contribute  $3,000  to 
$5,000  capital  within  the  next  six 
months  to  fund  a statewide 
HMO/IPA?” 

The  Board  of  Trustees  had  sup- 
ported a comprehensive  approach 
to  managed  care,  but  considered 
the  role  of  MSNJ  in  sponsoring  a 
statewide  HMO  to  be  incom- 
patible with  other  Society  objec- 
tives considered  more  viable  and 
more  important,  such  as  develop- 
ing a network  of  consultants  for 
physician  activities  in  various 
managed-care  endeavors,  helping 
to  assure  quality  of  care  and  pa- 
tient-physician partnerships,  and 
maintaining  a focused  support 
center  to  aid  physicians  in  coping 
with  external  forces. 

After  much  debate,  but  to  no 
one’s  great  surprise,  the  House 
of  Delegates  supported  the  con- 
cept of  a physician  s HMO/IPA 
but  asked  MSNJ  to  accept  no  cur- 
rent responsibility  for  evaluating, 
funding,  or  operating  one.  How- 
ever, we  did  encourage  network- 
ing of  IPAs  throughout  the  state. 


We  also  requested  that  qualified 
physicians  not  be  denied  partici- 
pation in  managed  care  plans  un- 
reasonably, that  patients  should 
be  well  aware  of  contract  limita- 
tions of  coverage  and  of  physician 
participation,  and  that  programs 
based  on  managed  competition  be 
opposed  unless  they  provided 
reasonable  access  and  freedom  of 
choice.  (In  the  poll  previously 
cited,  60  percent  answered  “no 
to  the  question,  “Should  MSNJ 
proceed  if  your  hospital  and  some 
other  hospitals  are  not  in- 
cluded?”) 

Meanwhile,  between  the  time 
of  distribution  of  the  advance 
materials  and  the  convention 
itself,  BlueCross  BlueShield  of 
New  Jersey  (BCBSNJ)  announced 
the  formation  of  a managed  care 
network,  to  exclude  29  general 
hospitals  in  the  state.  As  noted, 
members  polled  were  overwhelm- 
ingly opposed,  even  before  the 
announcement.  The  MSNJ  presi- 
dent and  president-elect  issued  a 
joint  statement  criticizing  the  ac- 
tion. Many  hospital  executives 
were  flabbergasted;  the  an- 
nouncement came  while  negotia- 
tions were  continuing  or  had  been 
concluded  along  terms  con- 
sidered mutually  acceptable. 
Many  areas  of  the  state  were  left 
isolated  from  convenient  care.  Pa- 
tients were  frightened;  they  won- 
dered where  they  would  obtain 
needed  coverage  and  they  won- 
dered what  went  wrong  with  their 
local,  and  excluded,  hospitals, 
even  though  the  initial  releases 
suggested  that  quality  was  not  an 
issue. 

The  House  of  Delegates 
responded  immediately  by  ac- 
cepting two  emergency  resolu- 
tions for  consideration;  both 
decried  the  action  of  BCBSNJ. 
And  on  May  2,  we  had  the 
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pleasure  of  hearing  and  question- 
ing three  panelists  on  “Managed 
Care/Managed  Competition”: 
Alan  R.  Nelson,  MD,  former 
president  of  the  American 
Medical  Association  (AMA);  J. 
Roy  Rowland,  MD,  member  of 
the  United  States  House  of 
Representatives;  and  John  J. 
Petillo,  PhD,  president  and  CEO 
of  BCBSNJ.  Drs.  Nelson  and 
Rowland  were  wonderfully  in- 
formative and  would  have  shared 
the  spotlight  in  other  days.  But 
Dr.  Petillo  was  the  star  and  the 
subject  of  many  questions,  some 
of  them  polite.  It  became  clear  to 
many  of  us  — quality  did  not  mat- 
ter, the  care  of  the  patient  did  not 
count  for  much,  and  the  physician 
was  a nonplayer.  All  that  mattered 
was  the  bottom  line. 

The  delegates  responded 
predictably  and  appropriately. 
They  asked  the  state  of  New 
Jersey  to  delay  or  to  modify  the 
BCBSNJ  network  plan  until  a 
proper  “safety  net  of  care  could 
be  established.  They  also  asked 
MSNJ  to  consider  removing  its 
endorsement  of  BCBSNJ  as  a 
membership  benefit. 

Other  groups  also  have  criti- 
cized the  Petillo  plan.  New  Jersey 
citizen  action  groups  demon- 
strated in  Trenton  on  May  16.  As 
noted,  hospital  administrators  are 
upset.  Patients,  workers,  and  tax- 
payers are  in  an  uproar.  Business 
executives  have  bemoaned  the  ex- 


clusion of  large,  unique  teaching 
hospitals,  especially  those  in  inner 
cities.  The  State  Council  of 
YMCAs  noted  the  unfair  burden 
placed  on  patients.  And  some 
New  Jersey  legislators  insisted 
that  the  program  was  unaccept- 
ably denying  broader-based 
participation.  Question:  If  the 

BCBSNJ  version  of  managed  care 
has  raised  so  much  opposition 
from  so  many  disparate  groups, 
what  will  be  the  response  to 
Hillary  Rodham  Clinton?  (We 
may  know  by  the  time  this  is  in 
print.) 

The  meeting  also  was  graced 
by  others,  including  Daniel 
Callahan,  PhD,  director  of  the 
Hastings  Center  at  Briarcliff 
Manor,  New  York.  He  empha- 
sized trends  of  today:  that  more 
progress  is  being  made  on  cost- 
benefit  analyses  than  on  medical 
research,  that  the  emphasis  is 
shifting  from  treatment  of  the  in- 
dividual to  public  health  matters 
(or  from  curative  to  caring  ac- 
tivities), and  that  the  health  of  the 
individual  is  of  lesser  conse- 
quence to  society,  and  as  a result, 
rationing  (one  of  his  favorite 
causes)  is  inevitable. 

The  trivia  of  the  Annual  Meet- 
ing is  not  worth  stressing,  in- 
asmuch as  the  meeting  was  held 
proximate  to  blackjack  on  the 
boardwalk.  (Yet  gambling  seems 
to  be  a major  growth  industry 
across  the  country.) 


Hoopla.  The  facilities  at  the 
Trump  Taj  Mahal  Casino/Resort 
were  excellent  and  the  usual 
number  of  fine  receptions  took 
place.  But  Joseph  N.  Micale,  MD, 
our  new  president,  and  his 
Hudson  County  supporters  de- 
veloped a new  (for  New  Jersey) 
format  for  his  inauguration.  It  was 
patterned  after  those  at  the  AMA, 
where  state  presidents  form  an 
elegant  background.  Here  county 
presidents,  past-presidents  of 
MSNJ,  officers,  trustees,  judicial 
councilors,  and  AMA  represen- 
tatives provided  an  impressive 
backdrop  to  the  ceremonies.  It 
was  refreshing  and  elevating  and 
should  be  continued.  May  its  suc- 
cess parallel  similar  good  fortune 
for  our  new  president,  the  physi- 
cians he  represents,  and  the  pa- 
tients we  serve. 

There,  of  course,  are  many 
other  items  of  interest  that  should 
capture  your  attention  as  you  read 
these  transactions.  They  portray 
MSNJ’s  best  efforts  to  impact  as 
favorably  as  possible  on  the  future 
of  you  and  yours.  □ Howard  D. 
Slobodien,  MD 

The  customer  is  an  object  to 
be  manipulated,  not  a concrete 
person  whose  aims  the  busi- 
nessman is  interested  to  satisfy. 

Erick  Fromm 
Escape  from  Freedom,  1941 
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IMPORTANT  BENEFITS  ANNOUNCEMENT  FOR  ALL  MEMBERS  OF  THE 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

NOW  AVAILABLE  up  to  $25,000.00  per  month  DISABILITY  BENEFITS 
ENDORSED  BY  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

— — *— — 

IMPORTANT  FEATURES 


★ Non-Smoking  members  SAVE  30% 

•k  Guaranteed  renewable  and  non-cancellable. 

★ Choice  of  benefit  periods  including  lifetime. 

k Professional  overhead  expense  coverage.  Are  you 
adequately  protected? 

★ Finest  definition  of  disability  providing  full  recognition 
of  over  100  medical  specialties. 


★ FULL  lifetime  renewability. 

★ Optional  residual,  COLA.  & future  purchase  guaran- 
tees regardless  of  insurability. 

★ Personal,  highly  professional  service  for  each  mem- 
ber. 


* 


UNDERWRITTEN  BY: 


ADMINISTERED  BY: 


The  Paul  Revere  Life 
Insurance  Company 

Worcester,  Mass.  01608 

ADMINISTRATOR: 

MR.  LEONARD  KLAFTER 
1-800-248-7090 


International  Underwriters  Agency 
International  Klafter  Company 

3 Executive  Blvd. 

Yonkers,  New  York  1 0704 

1-800-248-7090 


* 


Learn  how  you  can  obtain  the  finest  disability  coverage  the  industry  offers— and  how  you 
can  save  substantial  premium  costs— send  this  coupon  today! 


International  Underwriters  Agency 
3 Executive  Blvd. 

Yonkers,  N.Y.  10704 
1-800-248-7090 


Attention:  Mr.  Leonard  Klafter,  Administrator,  MSNJ  Disability  Plans 


Please  provide  me  with  the  details  on  Paul  Revere’s  disability  income  benefits 
for  up  to  $25,000.00  per  month.  I am  a member. 


Member’s  Name: 

Address:  Flome  □ 

Office  □ 

City:  Phone: 


am  interested  in: 

disability  coverage 

□ 

overhead  expense 

□ 
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Home  infusion  therapy: 
Comparison  of  costs  tor 
intravenous  iinniunoglobiiliii 


Leonard  Bielory,  MD 
Grace  C.  Long,  PhD 


Increasing  utilization  of  intravenous  immunoglobulin  home 
therapy  has  stimulated  a scramble  by  various  home  health 
agencies  for  this  high-priced  business.  A comparison  of  costs 
illustrates  wide  disparity  among  companies  serving  patients  in 
New  Jersey. 


Intravenous  immunoglobulin 
(IVIG)  therapy  recently  was 
reviewed  at  a National  In- 
stitutes of  Health  (NIH) 
conference.  IVIG  is  being  used 
for  the  treatment  of  primary  anti- 
body deficiencies,  erythroblas- 
tosis fetalis,  pediatric  AIDS,  bone 
marrow  transplantation,  chronic 
lymphocytic  leukemia,  idiopathic 
thrombocytopenic  purpura, 
Kawasaki  syndrome,  chronic  in- 
flammatory demyelinating 
neuropathies,  and  Guillain-Barre 
syndrome.12  IVIG  treatment  has 
been  localized  to  inpatient  care  or 
special  outpatient  treatment 
centers.  Recently,  home  health 
care  companies  have  started  to 
deliver  IVIG  treatments  in  the 
comfort  of  the  patient’s  home,  but 
not  necessarily  with  savings  in 
health  care  budgets. 

The  high  cost  of  IVIG  makes  it 
extremely  attractive  to  home  care 
companies  and  yet  suspect  to  in- 
surers. We  have  seen  price  infla- 
tion by  providers  and  attempts  to 
impose  strict  price  controls  by 
third-party  payers.  In  a study  of 
home  health  agencies  (HHAs) 
serving  New  Jersey,  we  found 
that  while  some  companies 
charge  high  prices,  other  com- 
panies offer  IVIG  home  infusions 
at  reasonable  rates. 


Between  August  1991  and 
September  1992,  we  telephoned 
or  interviewed  25  HHAs  serving 
northern  and  central  New 
Jersey.3  Thirteen  of  the  com- 
panies surveyed  described  them- 
selves as  national  or  regional;  12 
companies  stated  they  were 
statewide  or  local.  Businesses 
ranged  from  nursing  care  to  com- 
prehensive home  services  and 
equipment.  We  requested  general 
information  about  services  and  a 
price  list  showing  charges  for 
IVIG,  administration  equipment 
and  supplies,  and  nursing  service. 
Seven  companies  gave  no  pricing 
information,  3 companies 
provided  limited  data,  and  15 
companies  submitted  written  or 
verbal  rates  for  the  total  costs  of 
IVIG  home  therapy. 

Table  1 illustrates  the  wide 
range  of  pricing  levels  and 
methods.  IVIG  prices  in  Table  1 
are  calculated  on  the  basis  of  the 
companies  surveyed:  three  brands 
of  IVIG  common  to  all  of  them: 
,Gamimune  N®,  Gammagard®, 
and  Sandoglobulin®.  Table  1 
shows  the  average  price  these  six 
companies  charge  for  30  g of 
IVIG,  including  all  administration 
supplies  and  equipment  and  four 
hours  of  nursing.  Table  1 also  il- 
lustrates diverse  methods  of  price 


quotations  that  have  an  important 
bearing  on  understanding  the 
market. 

HHAs  provided  prices  in  vari- 
ous ways.  In  Table  1,  company  3 
is  one  of  three  HHAs  that  quoted 
a price-per-gram  charge  that  ap- 
plies to  all  brands  and  then  gave 
itemized  nursing  and  adminis- 
tration costs.  Company  5 de- 
termines the  price  of  all  available 
brands  on  the  basis  of  a multiple 
of  average  wholesale  price  (AWP) 
(Table  2).  We  calculated  prices 
according  to  the  March  1992 
AWP  listing.  All  other  providers 
(HHAs  1,  2,  4,  and  6 in  Table  1) 
presented  IVIG  prices  according 
to  manufacturers’  packaged  sizes 
or  one  or  more  representative 
doses.  For  comparison,  we  con- 
figured each  company’s  price  in- 
formation to  show  that  company’s 
average  charge  for  30  g of  IVIG. 

Table  1 also  illustrates  three 
distinct  ways  HHAs  market 
prices.  Companies  1 and  2 are 
among  the  four  companies  that 
submitted  both  list  and  discount 
prices,  and  either  implied  or 
stated  that  the  discounted  prices 
were  based  on  anticipated  high 
volume  business.  These  two  com- 
panies represent  the  top  and  bot- 
tom extremes  of  this  pricing 
method.  Companies  3 and  4 are 
the  high  and  low  examples  of  four 
companies  that  quoted  a single 
price  called  the  list  or  standard 
charge.  While  these  companies 
admit  that  they  have  to  accept 
less  from  some  insurance  com- 
panies, they  also  have  been  able 
to  convince  insurers  to  pay  list 
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Table  1. 

Comparison  of 

HHA  prices  for 

30  g of  IVIG, 

nursing  care, 

and  supplies. 

Price 

30  g IVIG 

Nursing 

Supplies 

Total  for 

HHA 

level 

(average) 

(4  hrs) 

and  DME 

30  g TX 

1.* 

list 

$5,010 

$400 

$ 59 

$5,469 

discount 

3,000 

400 

59 

3,459 

2.* 

list 

3,210 

275 

200 

3,685 

discount 

1,455 

275 

200 

1,930 

3.t 

list 

4,320 

600 

559 

5,479 

4.+ 

list 

2,130 

325 

238 

2,693 

5.* 

base 

1,815 

296 

55 

2,166 

6.t 

base 

1,530 

177 

90 

1,797 

* = Home 

infusion  company 

t = Comprehensive  home  care 

company 

rates.  Companies  5 and  6 are 
representative  of  six  HHAs  in  our 
survey  that  recognize  the  highly 
competitive  nature  of  the  IVIG 
home  infusion  market  and  third 
party  payers  cost-containment 
measures  and  offer  a base  price 
close  to  or  below  what  most  in- 
surers are  paying. 

HHAs  who  configure  prices  on 
both  a list  and  discount  basis  are 
employing  a common  marketing 
strategy  of  portraying  discount 
prices  in  the  best  possible  light. 
Without  further  information,  a 
doctor,  patient,  or  insurance 
agent  might  think  this  provider  s 
discount  prices  are  bargains.  Yet 
as  shown  in  Table  1,  the  discount 
price  for  company  1 is  almost  as 
high  as  the  list  price  of  company 
2 and  well  above  the  list  or  base 
prices  of  companies  4,  5,  and  6. 

Some  HHAs,  such  as  com- 
panies 3 and  4,  are  more  candid 
about  their  pricing,  but  two  of  the 
four  companies  who  operate  on 
this  model  have  list  prices  well 
above  the  market  averages  and 
are  collecting  at  their  list  rates 
whenever  possible.  With  the  high 
cost  of  IVIG  and  the  common  use 
of  IVIG  infusion  therapy  over  a 
period  of  many  years,  such  high 
prices  jeopardize  patients’  annual 
and  lifetime  insurance  caps  and 
their  continued  insurance  cov- 
erage. Some  high-priced  com- 
panies claim  inflated  charges 
guarantee  that  they  will  not  have 


to  drop  patients  who 
reach  annual  caps,  deplete 
lifetime  caps,  or  buy  new  in- 
surance. With  the  cost  ol  sec- 
ondary insurance  and  restrictions 
on  pre-existing  conditions,  this 
approach  seems  questionable. 

In  interviews  with  companies  5 
and  6,  we  found  that  these  com- 
panies recognized  the  realities  of 
the  competitive  market  and  in- 
surance restraints,  and  the  need 
to  protect  patients  from  financial 
ruin  due  to  the  expense  and  often 
lifetime  duration  of  IVIG  therapy. 
This  awareness  also  was  stated  by 
companies  whose  list  and  dis- 
count, or  list-only,  prices  were 
moderate. 

Table  1 also  shows  the  wide 
range  of  pricing  for  nursing  and 
administration  supplies  and 
equipment.  Supplies  per  treat- 
ment are  factored  to  include  a 
pump.  The  cost  of  infusion  sup- 
plies for  companies  2,  3,  and  4 is 
inflated  because  of  monthly  rental 
of  an  inlusion  pump.  Companies 
5 and  6 charge  a daily  fee  only 
for  the  date  of  the  infusion. 

Nursing  charges  also  are  dis- 
parate. Since  the  hours  are  the 
same  for  all  five  companies  that 
itemized  nursing  charges,  the 
price  difference  is  in  rate.  One 
company  with  moderately  priced 
nursing  rates  reports  that  it  rarely 
receives  over  80  percent  of 
charges  from  insurance  com- 
panies. 


To  assess  the  home  infusion 
market’s  pricing  policies,  com- 
parisons with  two  other  cost 
structures  are  informative.  First, 
as  Table  2 delineates,  is  the  AWP 
of  IVIG  from  Cutter,  Hyland,  and 
Sandoz — the  same  brands  on 
which  the  IVIG  prices  in  Table 

1 are  based.  A second  price  struc- 
ture or  comparison  is  the  charges 
hospitals  make  for  the  same  thera- 
py- 

AWP  is  a nationally  established 
amount  that  determines  Medicaid 
and  Medicare  payments  for 
pharmaceutical  products.  AWP  is 
the  average  wholesale  price  sug- 
gested by  the  manufacturers  or 
the  average  price  charged  to  re- 
tailers by  15  wholesale  dis- 
tributors in  the  United  States.4 
Table  2 outlines  AWP  according 
to  similar  sizes  of  manufacturers’ 
packages  and  calculates  the  AWP 
price  for  30  g of  IVIG.  According 
to  the  March  1992  price  list  of 
one  New  Jersey  wholesale  drug 
distributor,  AWP  ranges  from  20 
percent  to  more  than  60  percent 
above  the  amounts  the  wholesaler 
pays  the  manufacturer.  Thus, 
HHAs  that  have  sufficient  volume 
to  purchase  directly  from  the 
manufacturer  have  the  opportuni- 
ty for  a sizable  markup  even  if 
they  provide  IVIG  at  or  near 
AWP,  as  is  the  case  with  company 

2 (discount)  and  companies  5 and 

6. 

Hospital  charges  provide  a 
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Table  2.  AWP  prices  for  IVIG. 

AWP 

AWP  price 

Brand 

g per 

package 

for 

(Company) 

package 

price 

30  g 

Gamimune  N® 

(Cutter) 

5 

$342 

$2,052 

Gammagard® 

(Hyland) 

5 

268 

1,608 

Sandoglobulin® 

(Sandoz) 

6 

252 

1,260 

Average  wholesale  price  (AWP)  for  30  grams 

1,640 

second  comparative  price  struc- 
ture for  assessing  the  costs  of 
IVIG  home  therapy.  In  New 
Jersey,  the  diagnosis  related 
group  (DRG)  prospective  pay- 
ment system  has  masked  the 
actual  costs  of  IVIG  therapy  in 
the  hospital.  DRGs  no  longer  will 
be  operative  by  1994,  and  new 
legislation  has  eliminated  the 
surcharge  for  the  Uncompensated 
Trust  Fund.  Nevertheless,  the 
home  infusion  business  in  New 
Jersey  has  been  operating  in  a 
competitive  market  shaped  by 
DRG  hospital  prices.  Therefore,  a 
comparison  of  DRG  and  HHA 
costs  is  informative. 

We  ascertained  the  February 
1992  DRG  rates  at  three  hospitals 
for  some  of  the  diagnoses  for 
which  IVIG  is  prescribed  (Table 
3).  In  February  1992,  a person 
with  any  of  these  diagnoses  could 
be  admitted  to  one  of  three  large 
hospitals  in  northern  and  central 
New  Jersey  for  IVIG  therapy  dur- 
ing one  overnight  stay  and  be 
charged  a set  fee  between 
$1,065.53  and  $5,075.34,  depend- 
ing on  the  admitting  diagnosis.  As 
shown  in  a comparison  of  Tables 
1 and  3,  DRG  hospital  charges  for 
many  diagnoses  are  considerably 
below  the  charges  of  some  HHAs 
for  the  same  treatment.  For  IVIG 
therapy  given  over  two  or  more 
days— for  example  30  g a day  for 
four  days  — the  same  patient 
would  be  billed  at  a preset 
rate  between  $4,572.53  and 
$14,586.21.  These  charges  also 
are  well  below  what  the  same 
four-day  therapy  would  cost  in 
the  home  if  provided  by  some  of 
the  HHAs  listed  on  Table  1. 

DRGs,  which  have  not 
reflected  the  itemized  charges  of 
IVIG  therapy  in  the  hospital,  are 
soon  to  be  history.  Therefore,  in- 
formation about  the  itemized 
charges  for  the  same  therapy  is 
necessary  to  compare  HHA  and 
likely  future  hospital  costs  to  pa- 
tients and  third-party  payers.  This 
information  is  difficult  to  obtain 
due  to  hospitals’  protection  of 
“proprietary  information.  One 
hospital  used  in  Table  3 was  un- 


willing to  provide  any  informa- 
tion. Another  urban  teaching 
hospital  provided  complete  in- 
formation about  itemized  charges 
for  inpatient  IVIG  therapy  as  of 
February  1992.  Their  charges  for 
the  administration  of  30  g of  IVIG 
given  in  one  day  and  night  would 
be  $3,091  for  the  Cutter  brand 
and  $3,791  for  the  Sandoz  brand. 
This  amount  includes  $490  for 
one  day  of  hospitalization  and 
$201  for  all  the  equipment  and 
supplies  for  one  infusion.  These 
hospital  charges  for  admission 
and  the  administration  of  30  g of 
IVIG  therapy  are  well  below  the 
charges  of  two  of  the  HHAs  in 
Table  1. 

One  suburban  teaching  hos- 
pital, included  in  Table  3,  was 
willing  to  provide  only  IVIG 
charges.  In  November  1991,  this 
hospital’s  price  was  $1,800  for 
30  g of  a “house”  IVIG  and 
$2,525  for  30  g of  Sandoglobu- 
lin®.  These  prices  are  well  below 
the  charges  for  30  g of  IVIG  by 
three  of  the  HHAs  listed  on  Table 
1.  Since  home  care  is  supported 
by  private  and  public  insurance 
carriers  as  a way  to  lower  health 
care  costs,  one  would  expect 
HHAs  to  provide  IVIG  therapy  at 
rates  below  those  of  hospitals.5 
Table  1 illustrates  that  this  is  not 
always  the  case. 

Both  AWP  amounts  and 
hospital  charges  offer  important 
larger  contexts  in  which  to  assess 
the  pricing  policies  of  HHAs  that 
provide  IVIG  infusions  in  the 
home.  Also,  the  differences  be- 
tween IVIG  home  therapy  and 


many  other  home  infusions 
provided  by  HHAs  are  important. 
Most  IVIG  therapy  is  given  no 
more  than  one  or  two  days  a 
month,  although  treatments  of 
some  conditions  extend  to  as 
many  as  five  consecutive  days  in 
a month.0 ' This  makes  IVIG  ther- 
apy a very  different  order  of  home 
care  than  daily  therapy  such  as 
total  parenteral  nutrition  (TPN)  or 
intravenous  antibiotics.89  Because 
of  the  periodic  nature  of  the  ther- 
apy, few  IVIG  recipients  require 
permanent  access  modes;  for 
most  patients,  a venipuncture  is 
sufficient.  According  to  manufac- 
turers’ clinical  studies,  IVIG  can 
cause  allergic  reactions,  however, 
so  patients  may  need  nursing 
supervision  for  the  duration  of 
their  infusions.  IVIG  does  not  re- 
quire an  infusion  pump  since 
exact  measurements  of  flow  are 
not  necessary  after  one  or  two 
initial  infusions  under  close 
medical  supervision  when  rate 
sensitivity  can  be  ascertained.1011 
Like  TPN,  IVIG  often  is  a lifetime 
therapy  begun  at  an  early  age, 
rather  than  a short-term  therapy 
such  as  antibiotic  infusion, 
chemotherapy,  or  pain  manage- 
ment.711 These  distinct  charac- 
teristics of  IVIG  home  infusions 
should  have  an  impact  on  charges 
for  nursing  services  and  the  rental 
of  durable  medical  equipment. 

HHA  charges  for  IVIG  home 
infusions  also  should  be  con- 
sidered in  light  of  insurance  reim- 
bursement rates.  As  already 
stated,  some  third-party  payers 
are  not  questioning  the  higher 
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Table  3.  Diagnosis-based  prospective  payments  for 
hospitalization. 

Diagnosis 

1 day 

2+  days 

Myasthenia  gravis 

$1 ,085.49-2,504.94 

$8,559.61-14,586.21 

Multiple  sclerosis 

1,065.53-1,798.98 

5,468.50-  9,540.43 

Kawasaki’s  syndrome 

1,335.19-1,671.21 

6,099.49-  8,740.95 

Immune  thrombocytopenic 
purpura  (ITP) 

2,227.72-5,075.34 

8,463.03-10,564.21 

Hypogammaglobulinemia 

2,060.29-3,481 .58 

4,572.53-  5,913.60 

B-cell  chronic  lymphocytic 
leukemia  (CLL) 

1,881.19-3,643.58 

4,981.58-  6,333.30 

rates.  The  insurance  statements  of 
two  patients  receiving  regular 
IVIG  therapy  have  proved  this  to 
be  the  case.  Nevertheless,  with 
various  degrees  of  fee-setting  and 
managed  care  becoming  the 
norms  in  insurance  coverage,  re- 
imbursement schedules  are  more 
and  more  parsimonious.  Medicaid 
pays  for  IVIG  home  therapy  at 
AWP  plus  a small  administration 
fee  that  HHAs  claim  does  not 
cover  any  nursing  costs.  Some 
commercial  insurers  are  becom- 
ing as  stringent  in  their  cost- 
control  measures.12  One  patient’s 
insurance  company  covers  all  ex- 
penses for  the  administration  of 
30  g of  IVIG  at  $2,600,  which  is 
below  five  of  the  prices  illustrated 
in  Table  1. 

Despite  the  fact  that  some 
HHAs  continue  to  inflate  prices 
for  IVIG  home  therapy,  market 
forces  seem  to  be  moderating  the 
costs  of  this  highly  expensive 
procedure.  Physicians  and  pa- 
tients need  to  be  informed  about 
the  pricing  practices  of  HHAs  to 
guard  against  the  companies  that 
try  to  gamer  payments  well  above 
market  and  inpatient  rates. 


Higher  than  necessary  costs  for 
IVIG  therapy  can  create 
economic  and  insurance  problems 
for  patients  who  have  to  continue 
the  treatments  over  a period  of 
many  years  or  a lifetime.  H 
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Management  of 
upper  extremity 
ischemia 

J.  Christopher  DiGiacomo,  MD 


Upper  extremity  ischemia  is  insidious  in  onset  and  debilitating. 
It  accounts  for  1 to  4 percent  of  all  peripheral  vascular 
procedures.  Once  the  site  of  the  symptomatic  lesion  is 
determined,  an  extrathoracic  extra-anatomic  bypass  often 
can  provide  long-lasting  relief. 


Upper  extremity  isch- 
emia accounts  for  1 to 
4 percent  of  all  periph- 
eral vascular  proce- 
dures.1 3 Atherosclerosis  and  trau- 
ma are  the  most  common 
causes.1'1  Patients  with  symp- 
tomatic upper  extremity  occulsive 
disease  secondary  to  athero- 
sclerosis tend  to  be  ten  years 
younger  than  patients  with  lower 
extremity  occulsive  disease.2'11 
Almost  75  percent  of  these  pa- 
tients will  have  associated 
atherosclerotic  disease.  Fifty- 
eight  percent  of  these  patients 
will  have  additional  occlusive  dis- 
ease of  the  aorta  and  great  vessels 
and  30  percent  of  these  patients 
will  have  heart  disease.11'15  Nearly 
80  percent  of  these  patients  have 
a history  of  smoking,  33  percent 
of  these  patients  have  a history  of 
hypertension,  and  less  than  10 
percent  are  diabetic.211'14 

The  site  of  arterial  occlusion 
determines  the  clinical  picture. 
Group  1 has  occulsion  of  the 
subclavian  or  innominate  artery 
proximal  to  the  origin  of  the  ver- 
tebral artery,  usually  due  to 
atherosclerosis.13  14 16  Lesions  in 
the  left  subclavian  artery  account 
for  nearly  one-half  of  all  arch  ves- 
sel occlusions.1-2101113'151718  Pa- 
tients may  present  with  intermit- 


tent claudication  of  the  upper 
extremity  or  subclavian  steal 
syndrome  or  complain  of  hand 
weakness,  coldness,  numbness, 
paresthesia,  or  pain.1251619  Less 
commonly,  the  limb  may  have 
thenar,  hypothenar,  and  inter- 
osseous atrophy.  Chronic  non- 
healing  ulcers  rarely  may  be  en- 
countered.12 

Case  report  1.  An  83-year-old 
male  experienced  diaphoresis  and 
syncope  three  times  a week.  His 
blood  pressure  was  140/90  mmHg 
in  the  right  arm  and  was  90/60 
mmHg  in  the  left  arm.  His  left 
radial  pulse  was  weak.  Angi- 
ography revealed  the  right  carotid 
to  be  widely  patent.  There  were 
very  high-grade  focal  stenoses  of 
the  proximal  left  internal  carotid 
artery  and  the  left  subclavian  ar- 
tery proximal  to  the  origin  of  the 
vertebral  artery  (Figure  1).  The 
distal  left  subclavian  artery  filled 
via  retrograde  flow  in  the  left  ver- 
tebral artery  (Figure  2).  The  pa- 
tient underwent  a left  internal 
carotid  endarterectomy  and  a left 
common  carotid-subclavian  artery 
bypass  using  an  8 mm  polytetra- 
fluoroethylene  (PTFE)  graft. 
Postoperative  arm  pulses  were 
equal.  He  had  no  further  black- 
outs. 

Obstruction  of  the  first  portion 


of  the  innominate  or  left  subcla- 
vian artery  can  result  in 
neurologic  symptoms.  First 
described  by  Contorni  in  1960, 
subclavian  steal  is  characterized 
by  marked  stenosis  or  occlusion  of 
the  subclavian  or  innominate  ar- 
tery proximal  to  the  origin  of  the 
vertebral  artery.8  Flow  in  the  ver- 
tebral artery  on  the  affected  side 
becomes  cerebrifugal,  ‘stealing’ 
the  contralateral  vertebral  artery’s 
cerebripetal  flow  from  the  basilar 
artery  to  the  subclavian.  If  the 
vertebrobasilar  shunt  becomes 
significant,  the  subclavian  steal 
syndrome  results.2 15  Posterior 
circulation  insufficiency  manifests 
with  vertigo  and  nausea,  and 
paresthesia,  paresis,  or  paralysis 
of  the  extremities.  Dysarthria, 
perioral  paresthesia,  dysphagia, 
diplopia,  and  homonymous  hemi- 
anopsia, unilateral  or  bilateral, 
also  may  occur.  Angiographic 
findings  must  be  correlated  with 
the  clinical  picture  since 
asymptomatic  subclavian  steal  is 
present  in  15  percent  of  patients 
with  subclavian  or  innominate  ar- 
tery stenosis.10  Asymptomatic  oc- 
clusive lesions  in  the  proximal 
right  subclavian  artery  are  2.5 
times  more  common  than  in  the 
innominate  or  left  subclavian  ar- 
teries, which  occur  with  almost 
equal  frequency.20 

Median  sternotomy  or  thora- 
cotomy with  a prosthetic  graft 
from  the  aorta  to  the  neck  or 
supraclavicular  region  has  a 20 
percent  mortality  rate.11 14 1,  22  It 
falls  to  less  than  5 percent  when 
extrathoracic  bypass  is  per- 
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Figure  1.  Angiogram  from  case  report  1 shows  a high-grade  stenosis  of  the 
left  subclavian  artery  proximal  to  the  origin  of  the  vertebral  artery. 


Figure  2.  Angiogram  from  case  report  1 demonstrates  retrograde  flow  through 
the  left  vertebral  artery  into  the  distal  left  subclavian  artery. 


formed.312,13’15 17  Proximal  subcla- 
vian endarterectomy  also  is  prob- 
lematic. The  transthoracic  ap- 
proach has  a high  mortality  rate 
and  less  than  ideal  exposure.11 14 17 
Proximal  control  requires  mobiliz- 
ing the  aortic  arch,  with  distal 


control  as  the  artery  becomes  ex- 
trapleural.21 The  complication 
rate  is  high  and  the  vessel  tends 
to  thrombose  after  endarterec- 
tomy. 10’1U3'17'21’24  A transcervical 
supraclavicular  approach  has  a 
narrow  and  deep  operative 


field.121315’23,25  The  complication 
rate  in  some  series  is  25  percent 
and  thrombosis  still  is  a prob- 
lem.101321 In  addition,  the  artery 
distal  to  the  diseased  segment  fre- 
quently is  thin  walled,  dilated, 
and  friable,  often  tearing  when 
clamped  or  sutured.1  1 13  24  27  Fields 
and  Lemak  reported  a major  com- 
plication rate  for  subclavian  end- 
arterectomy of  over  30  percent,  as 
compared  to  16  percent  for  extra- 
anatomic  bypass  regardless  of  the 
approach.10 

Case  report  2.  A 68-year-old 
female  with  a 4-year  history 
of  asymptomatic  subclavian  steal 
presented  with  a three-month  his- 
tory of  dizziness  and  left  upper 
extremity  numbness  on  exertion. 
Her  blood  pressure  was  160/96 
mmHg  in  the  right  arm  and  was 
absent  in  the  left  arm.  An  arte- 
riogram demonstrated  the  in- 
nominate, right  subclavian,  and 
both  common  carotid  arteries  to 
be  patent.  The  left  subclavian  ar- 
tery was  completely  occluded 
proximal  to  the  origin  of  the  ver- 
tebral artery  (Figures  3 and  4). 
There  was  retrograde  filling  of  the 
left  vertebra)  artery  and  subcla- 
vian artery  (Figure  5).  Percu- 
taneous transluminal  angioplasty 
(PTA)  was  attempted  via  the  left 
brachial  artery  but  the  guidewire 
could  not  be  passed  across  the 
lesion.  The  patient,  therefore,  un- 
derwent a left  common  carotid- 
left  subclavian  artery  bypass  with 
a 6 mm  PTFE  graft.  Postoperative 
radial  pulses  were  equal. 

Concerns  that  the  use  of  the 
carotid  as  a donor  artery  for  extra- 
anatomic  bypass  would  create 
a carotid  steal  have  proved 
unfounded. 1’11-1517’19’21'23-25’28-32 
Flow  studies  in  dogs,33'30  ba- 
boons,25 and  humans24,29  have 
shown  that  when  the  common 
carotid  is  free  of  stenosis,  blood 
flow  proximal  to  the  graft  in- 
creases, subclavian  flow  distal  to 
the  graft  increases,  and  internal 
carotid  flow  remains  unchanged. 
Successful  revascularizations  have 
been  reported  using  carotid- 
subclavian  and  carotid-carotid 
bypass,  direct  carotid-subclavian 
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Figure  3.  Angiogram  from  case  report  2 shows  complete  occlusion  of  the  left 
subclavian  artery  near  the  origin. 


Figure  4.  Angiogram  from  case  report  2 performed  via  the  left  axillary  artery 
demonstrates  distal  extent  of  lesion  at  origin  of  left  subclavian  artery. 


anastomosis,  subclavian-cross- 
subclavian,  axillary-cross-axillary, 
and  axillary-cross-brachial  by- 

nnooac  1.1  1-14.16-19,23-25,28-32.37-45 

]J  d.  S b fc?  s . 

Femoral-axillary  bypasses  have 
been  reported  with  good  results 
as  well.1246  Autogenous  vein  and 
prosthetic  material  are  equally  ef- 
fective.131217  27  313738  Graft  failure 
is  related  to  technical  error, 
postoperative  hypotension,  or 
poor  run-off.1 11 16 18  Graft  patency 
rates  approach  90  percent  with 
followup  to  ten  years.12'37,38 
Progression  or  acceleration  of 
atherosclerosis  has  not  been  re- 
ported. 

Case  report  3.  A 64-year-old 
female  developed  numbness  in 
the  right  hand  and  pain  in  the 
right  forearm  carrying  her  pocket- 
book  or  combing  her  hair,  often 
having  to  let  her  arm  rest  before 
she  could  finish  styling  her  hair. 
Her  blood  pressure  was  100/65 
mmHg  in  the  right  arm  and  was 
130/68  mmHg  in  the  left  arm. 
The  radial  and  brachial  pulses 
were  each  1/4  on  the  right  and 
3/4  on  the  left.  Angiography 
showed  the  aortic  arch  and  great 
vessels  to  be  widely  patent  with 
the  left  vertebral  artery  arising 
directly  from  the  arch.  Two  focal 
high-grade  stenoses  were  present 
in  the  distal  right  subclavian  ar- 
tery, approximately  1 cm  apart 
(Figure  6).  The  remainder  of  the 
subclavian  and  axillary  arteries 
were  patent.  PTA  was  attempted 
via  the  left  femoral  artery  but  the 
catheter  would  not  pass  through 
the  tortuous  aorta.  Retrograde 
angioplasty  was  successful 
through  the  right  brachial  artery 
(Figure  7).  The  radial  pulse  was 
markedly  improved  and  the  blood 
pressure  in  the  right  arm  was  130/ 
65  mmHg.  There  was  complete 
resolution  of  symptoms. 

PTA  is  a common  treatment  of 
isolated  vascular  stenoses.4.  There 
have  been  few  reports  of  its  use 
in  the  subclavian  artery.48  ’9  Since 
these  lesions  do  not  become 
symptomatic  until  late,  most  pa- 
tients have  complete  occlusions 
or  long  stenoses  and  can  expect 
poor  results.2,48,50,51  In  patients 


with  lesions  amenable  to  PTA,  the 
reported  success  rates  range  from 
73  to  95  percent.’0  ” Dilatation  of 
lesions  proximal  to  the  origin  of 
the  vertebral  artery  have  the 
potential  for  cerebral  emboli, 


especially  if  there  are  ulcerated 
plaques.5052,56  When  such  lesions 
are  dilated  in  the  presence  of  an 
ipsilateral  subclavian  steal, 
however,  flow  in  the  vertebral  ar- 
tery initially  remains  retrograde 
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Figure  5.  Angiogram  from  ease  report  2 with  angiographic  evidence  of  subcla- 
vian steal  (small  arrows  indicate  direction  of  flow). 


Figure  6.  Angiogram  from  case  report  3 shows  high-grade  stenosis  in  the  distal 
right  subclavian  artery. 


and  discourages  cerebral  emboli, 
reversing  gradually  over  a period 
of  several  seconds  to  minutes.57 
Subclavian  artery  stenoses  often 


occur  proximal  or  distal  to 
the  origin  of  the  vertebral  ar- 
tery.52 54  55  58  Placement  of  the  PTA 
balloon  across  the  ostium  of  the 


vertebral  artery  in  these  cases  is 
safe. 54,58  Angioplasty  of  a lesion  at 
the  level  of  the  vertebral  artery 
ostium  subjects  the  patient  to 
undue  risk.  '"  ’4  ” >8  Subclavian  ar- 
tery angioplasty  should  be 
performed  only  by  angiographers 
with  extensive  experience  with 
“careful  selection  of  cases  and  ex- 
clusion of  potentially  high-risk  pa- 
tients.”50 The  rate  of  recurrent 
symptoms  for  subclavian  artery 
angioplasty  is  16  to  46  percent  at 
three  years.51,55"59  Incomplete 
angioplasty  can  give  excellent 
short-term  results  without  provid- 
ing long-term  relief  because  a 
small  increase  in  diameter  can  re- 
sult in  a large  increase  of  flow.  It 
seems  reasonable  to  use  PTA  on 
patients  who  are  unwilling  to  un- 
dergo surgical  correction,  are 
poor  surgical  risks,  or  have  a 
limited  life  expectancy  from  as- 
sociated conditions.59 

Group  2 consists  of  lesions  be- 
tween the  origin  of  the  vertebral 
artery  and  the  brachial  bifurca- 
tion. Post-traumatic  changes  and 
atherosclerosis  are  the  most  com- 
mon causes.1'371416,41  The  ex- 
tensive collateral  flow  around  the 
shoulder  and  the  small  upper  ex- 
tremity muscle  mass  makes 
claudication  uncommon.'  44 

Case  report  4.  A 74-year-old 
female  had  cramping  in  the  left 
arm  for  several  months.  She  was 
unable  to  carry  her  pocketbook  or 
comb  her  hair  with  her  left  hand 
without  pain.  The  pain  would  re- 
solve after  a few  minutes  of  rest. 
Her  blood  pressure  in  the  right 
arm  was  1 12/80  mmHg  and  was 
nonpalpable  on  the  left  arm.  The 
left  hand  and  distal  forearm  were 
cool  with  mild  atrophy  of  the  in- 
trinsic muscles  of  the  hand.  An 
aortic  arch  angiogram  revealed 
both  vertebral  arteries  to  be  pa- 
tent. The  left  subclavian  artery 
had  a 50  to  75  percent  stenosis 
proximal  to  the  origin  of  the  ver- 
tebral artery  (Figure  8).  A long 
area  of  stenosis  was  present  in  the 
left  axillary  artery  (Figure  9).  The 
proximal  brachial  artery  was 
normal.  She  underwent  a left 
common  carotid  to  brachial  artery 
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bypass  using  reversed  saphenous 
vein.  A radial  pulse  was  im- 
mediately palpable.  Her  symp- 
toms resolved  completely. 

Six  major  collateral  circulations 
allow  bypass  of  an  occlusion  of 
the  first  portion  of  the  subclavian 
artery.  The  vertebral -vertebral 
and  basilar-vertebral  arteries  are 
the  most  familiar,  but  there  also 
are  the  inferior  thyroid-superior 
thyroid  arteries,  internal  mam- 
mary-internal mammary  arteries, 
branches  of  the  thyrocervical 
trunk  to  the  opposite  thyro- 
cervical trunk,  and  aortic  in- 
tercostal-branches to  the  second 
portion  of  the  subclavian  artery 
anastomoses.  The  effectiveness  of 
these  collateral  pathways  depends 
on  their  anatomic  integrity  and 
degree  of  atherosclerosis. 

Case  report  5.  A 55-year-old 
male  had  a five-year  history  of 
diplopia,  blurred  vision  in  the  left 
eye,  dizzy  spells,  and  blackouts 
occurring  two  to  three  times  per 
week.  He  also  had  intermittent 
numbness  in  his  left  hand  and 
paresthesia  of  his  left  arm. 
Brachial  blood  pressure  was  160/ 
80  mmHg  on  the  right  arm  and 
was  110/80  on  the  left  arm.  The 
pulse  in  the  right  carotid  was 
strong,  but  was  not  palpable  on 
the  left  carotid.  There  was  a loud 
bruit  in  the  left  subclavian  artery. 
Aortic  arch  angiography  revealed 
complete  occlusion  of  the  left 
common  carotid  near  its  origin; 
atherosclerotic  changes  without 
evidence  of  ulceration  or  stenosis 
of  the  right  carotid  systems;  20  to 
30  percent  stenosis  of  the  in- 
nominate artery  below  its  bifurca- 
tion; high-grade  stenosis  of  the 
left  subclavian  artery  2 cm  above 
its  origin  with  antegrade  filling  of 
the  patent  vertebral  artery 
(Figure  10);  complete  occlusion  of 
the  right  vertebral  artery  at  its 
origin  with  reconstruction  of  the 
midcervical  portion;  and  a 60  per- 
cent stenosis  of  the  right  axillary 
artery.  He  underwent  a right  axil- 
lary artery  endarterectomy  with 
PTFE  patch  angioplasty  and  a 
right  to  left  axillary-axillary 
bypass  using  a 6 mm  PTFE  graft. 


Figure  7.  Postangioplasty  arteriogram  from  case  report  3. 


Figure  8.  Angiogram  from  case  report  4 shows  stenosis  of  the  left  subclavian 
artery  proximal  to  the  origin  of  the  vertebral  artery. 


One  year  later,  angiography 
showed  the  graft  to  be  function- 
ing without  stenosis  (Figure  11). 

Case  report  6.  A 47-year-old 
female  presented  with  a one- 


week  history  of  pain,  erythema, 
coolness,  and  mottling  of  the  right 
forearm  and  hand.  She  had  un- 
dergone a coronary  angiogram  via 
the  right  brachial  artery  five  years 
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Figure  9.  Angiogram  from  case  report  4 demonstrates  a long  stenosis  in  the 
left  axillary  artery. 


Figure  10.  Angiogram  from  case  report  5 shows  high-grade  stenosis  of  the 
left  subclavian  (large  arrows)  distal  to  the  origin  of  the  vertebral  artery  (small 
arrows). 


earlier  after  a myocardial  infarc- 
tion. Coronary  artery  bypass  graft- 
ing subsequently  was  performed. 
Pulses  were  strong  in  the  left 
upper  extremity  and  absent  in  the 


right  upper  extremity.  Capillary 
refill  was  greater  than  7 seconds. 
The  angiogram  revealed  a normal 
aortic  arch  with  no  evidence  of 
atherosclerosis  in  the  innominate, 


subclavian,  vertebral,  or  carotid 
arteries.  There  was  slight  ir- 
regularity of  the  right  axillary  ar- 
tery. The  right  brachial  artery  was 
occluded  distal  to  the  origin  of  the 
circumflex  humeral  artery  at  the 
level  of  the  humeral  neck  and  re- 
constituted via  collaterals  (Figure 
12).  She  underwent  a right  axil- 
lary-brachial artery  bypass  using 
reversed  saphenous  vein.  The 
radial  pulse  was  1/3  and  the 
brachial  pulse  was  2/3  in  the  re- 
covery room.  Her  symptoms  re- 
solved completely. 

Endarterectomy  is  effective  in 
the  distal  subclavian  and  axil- 
lary arteries  and  may  be  preferred 
if  ulcerated  plaques  are  identi- 
fied.11011131416'24-27 However,  ca- 
rotid-axillary, axillary-brachial,  or 
axillary-axillary  bypasses  are  more 
commonly  performed.20  3032  40"44 
The  autogenous  vein  is  preferred, 
being  more  elastic  and  less  likely 
to  kink  with  motion  than 
prosthetic  materials.  Saphenous, 
basilic,  and  cephalic  veins  have 
been  used  with  equally  good  re- 
sults.1"3'714’1644 Long-term  patency 
rates  are  90  percent  with  followup 
in  excess  of  five  years.  Vein  graft 
stenosis  and  aneurysm  formation 
have  not  been  reported,  even 
when  the  graft  crosses  the  flexion 
crease  of  the  elbow.1"3  , 16 

Group  3 includes  patients  with 
obliterative  disease  of  the  arteries 
of  the  forearm,  hand,  and  fingers 
and  may  be  due  to  athero- 
sclerosis, nonatherosclerotic  ob- 
literative disease,  or  arterial  trau- 
ma from  injury,  intra-arterial 
catheters,  or  intra-arterial  injec- 
tions.13 16  If  arterial  trauma  is  the 
cause  of  ischemia,  treatment  is 
directed  at  the  complication. 
Traumatic  false  aneurysms  should 
be  repaired  and  thrombosed  ar- 
teries cleared  of  as  much  clot  as 
possible.  When  the  symptoms  of 
ischemia  are  less  than  disabling, 
avoidance  of  cold  and  tobacco  is 
advocated.10  Bypass  is  difficult 
since  there  usually  is  poor  run  off. 
Patency  rates  are  50  percent  at 
two  years.13  , 16  Anastomosis  to  the 
radial,  ulnar,  and  interosseous  ar- 
teries have  been  described,  with 
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the  autogenous  vein  being  the 
graft  material  of  choice.1316 

Cervical  sympathectomy  may 
be  considered  for  patients  with 
severe  ischemic  pain  in  the  digits 
or  early  tissue  necrosis.1 35  16 
Proper  selection  of  patients  is  im- 
portant. Patients  with  a less  than 
2.8°C  rise  in  digital  temperature 
in  response  to  chemical  vaso- 
dilatation, such  as  stellate  gan- 
glion block,  may  have  some  relief 
with  cervical  sympathectomy,  but 
it  often  is  temporary.' 16  Sixty 
percent  will  require  partial  digit 
amputation.16  Patients  with  a 
greater  than  2.8°C  rise  in  temper- 
ature should  have  symptomatic 
improvement,  with  less  than  10 
percent  requiring  partial  digit  am- 
putation.16 Many  patients  develop 
a postsympathectomy  Homer’s 
syndrome,  however.  Permanent 
vocal  cord  paralysis  also  has  been 
reported.16  The  complications  can 
be  minimized  by  performing  a 
T-2  ganglionectomy  and  ramec- 
tomy.27 

Upper  extremity  ischemia  is  in- 
frequent but  can  be  crippling. 
Physical  examination  will  allow 
estimation  of  the  site  of  occlusion 
but  must  be  confirmed  by  arteri- 
ogram. While  PTA  may  be  appro- 
priate for  isolated  lesions,  surgery 
often  is  required.  Bypass  using 
prosthetic  material  or  autogenous 
vein  is  safe  and  provides  excellent 
long-term  results  in  most  eases. 
For  rare  eases  of  obliterative  dis- 
ease of  the  hand  and  forearm, 
cervical  sympathectomy  should 
be  considered.  H 

References  are  available  upon 
request. 
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Figure  12.  Angiogram  from  case  report  6 demonstrates  occlusion  of  the  right 
brachial  artery  distal  to  the  origin  of  the  circumflex  humeral  artery. 
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Take  Home 
A Piece  Of  History 


Sigmund  Freud,  the  founder  of  psychoanalysis  responds  to  an  inquiry  from  American  Gladys  Barnes  with  this  EXTRAORDINARILY 
RARE,  HANDWRITTEN  IN  ENGLISH  correspondence: 

Vien  May  27,  1923 

Dear  Miss  Barnes, 

I am  sorry  nothing  can  be  done  in  a few  days.  When  in  Vienna  call  on  me  on  Monday-Wedn-Friday 
3-4. 

Sincerely  yours, 

Freud 

Miss  Barnes  was  travelling  through  Europe  with  letters  of  introduction  from  noted  American  psychiatrist  Miss  Smith-Ely  Jellify 
with  the  intent  of  meeting  all  of  the  world  re-known  psychiatrists  of  her  day  including  Von  Mankow  and  Jung. 

This  fabulous  display  features  the  original  handwritten  stamped,  dated  and  signed  correspondence  from  Freud,  along  with  an 
11  x 14  bust  portrait  photo  of  the  founder  of  psychoanalysis,  and  a letter  of  introduction  from  Miss  Smith-Ely  Jellify,  and  a 
brass  information  plate.  It  is  framed  in  dark  walnut  molding  with  silk  backing  and  gold  filets.  Overall  size  of  this  museum  quality 
piece  is  @ 24  x 36. 
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Adenosquamous  carcinoma 
of  the  pancreas 


Douglas  S.  O’Connor,  MD 
Richard  B.  Ruchman,  MD 


Adenosquamous  carcinoma  of  the  pancreas  is  an  unusual 
tumor.  The  authors  review  the  case  report  of  a 70-year-old 
male.  Radiologic  and  computer  tomography  (CT)  findings  for 
adenosquamous  carcinoma  were  indistinguishable  from 
adenocarcinoma  of  the  pancreas. 


Computed  tomography 
(CT)  and  barium  studies 
are  used  in  the  diag- 
nosis and  staging  of  car- 
cinoma of  the  pancreas.  Well- 
established  radiologic  signs  for 
this  entity  have  been  de- 
scribed.1 13 

We  present  a case  of  adeno- 
squamous carcinoma  of  the  pan- 
creas in  which  CT  and  upper 
gastrointestinal  (GI)  series  were 
used  in  the  initial  evaluation  of  a 
patient  with  abdominal  pain.  We 
show  that  adenosquamous 
carcinoma  and  adenocarcinoma  of 
the  pancreas  exhibit  similar  radio- 
graphic  findings.  In  addition,  we 
provide  a summary  of  the  path- 
ology literature  concerning  the  in- 
cidence, histogenesis,  and  prog- 
nosis of  adenosquamous  carci- 
noma of  the  pancreas.14'1' 

CASE  REPORT 

A 70-year-old  male  with  a his- 
tory of  peptic  ulcer  disease  was 
admitted  to  the  hospital  with 
complaints  of  tarry  black  stools, 
dizziness,  light-headedness,  and 
weakness.  He  denied  any 
hematemesis. 

On  physical  examination,  his 
blood  pressure  was  150/80  with- 
out tilt.  His  pulse  was  80  beats/ 
min  and  regular;  his  respirations 


were  16  breaths/min.  He  was 
afebrile.  His  examination  was 
within  normal  limits  except  for 
black  heme  positive  stool.  Ab- 
dominal examination  was  benign. 
His  hemoglobin  and  hematocrit 
on  admission  were  9.9  and  30.2, 
respectively. 

Endoscopy  revealed  a large 
bleeding  duodenal  ulcer  and  in- 
flammatory changes  in  the  prox- 
imal portion  of  the  duodenum. 
Upper  GI  series  disclosed  de- 
formity of  the  duodenal  bulb  with 
narrowing  of  the  postbulbar  re- 
gion as  well  as  a track  of  contrast 
material  between  the  duodenal 
bulb  and  the  second  portion  of 
the  duodenum.  In  addition,  a 
mass  effect  was  noted  on  the 
duodenal  loop  (Figure  1).  These 
findings  were  felt  to  represent 
either  peptic  ulcer  disease  with 
perforation  or  a malignant  process 
arising  from  the  pancreas  or 
duodenum. 

A surgical  consultation  was  ob- 
tained and  a CT  scan  of  the  ab- 
domen was  ordered.  On  CT  scan, 
a lobulated  soft  tissue  mass  was 
noted  in  the  region  of  the  head 
of  the  pancreas  and  duodenal 
sweep.  Contrast  material  was 
noted  in  the  mass  (Figure  2). 

The  patient  was  taken  to  the 
operating  room  on  hospital  day  3 


and  at  laparotomy  was  found  to 
have  a mass  associated  with  the 
duodenum  and  the  head  of  the 
pancreas.  The  mass  was  adherent 
to  the  duodenum,  pancreas,  and 
surrounding  vessels  and  was  de- 
termined to  be  unresectable. 
Frozen  section  revealed  an 
epidermoid  malignancy  that  was 
felt  to  be  metastatic.  Multiple 
biopsies  were  taken  during  the 
surgery  and  a gastrectomy  with 
Billroth  II  antecolic  jejunostomy 
was  performed  along  with 
vagotomy  and  retroperitoneal  ex- 
ploration. Pathology  revealed  the 
mass  to  be  a primary  adeno- 
squamous carcinoma  of  the  pan- 
creas. The  patient  was  discharged 
on  postoperative  day  11  after  an 
uncomplicated  recovery.  The  pa- 
tient was  to  be  followed  by  an 
oncologist  and  receive  chemo- 
therapy and/or  radiation  therapy 
with  more  definitive  surgery  to  be 
considered  in  the  future.  How- 
ever, the  patient  expired  one 
month  after  discharge. 

DISCUSSION 

Adenosquamous  carcinoma  of 
the  pancreas  has  been  well 
documented  in  pathology  and  on- 
cology literature.  The  incidence 
has  been  reported  to  be  from  3.4 
percent  to  3.9  percent  of  nonen- 
docrine  pancreatic  cancers.15 
However  careful  sectioning  can 
reveal  the  existence  ol  small  foci 
of  squamous  cell  carcinoma  in 
adenocarcinoma  of  the  pancreas, 
producing  a higher  incidence.14 
Any  squamous  cell  carcinoma  of 
the  pancreas  must  be  thoroughly 
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Figure  1.  Upper  GI  series  disclosed  a track  of  contrast  material  between 
the  duodenal  bulb  and  the  second  portion  of  the  duodenum,  and  mass 
effect  on  the  duodenal  loop. 


Figure  2.  On  CT  scan,  a lobulated  soft  tissue  mass  was  noted  in  the  region 
of  the  head  of  the  pancreas  and  duodenal  sweep.  Contrast  material  was  noted 
in  the  mass. 


examined  for  adenocarcinomatous 
elements  before  it  can  be  classi- 
fied as  being  pure  squamous  in 
type.17 

Theories  regarding  the  histo- 
genesis of  adenosquamous  carci- 
noma include  heterotopic  or 
metaplastic  squamous  epithelium 
undergoing  malignant  change; 
pre-existing  adenocarcinoma  un- 
dergoing malignant  transforma- 
tion (malignant  metaplasia)  into 
squamous  cell  carcinoma;  and  a 
primitive  cell  capable  of  differen- 
tiating into  either  squamous  or 
glandular  cell  elements  that  un- 
dergo malignant  change.14 

The  literature  provides  the 
greatest  support  for  the  second 
theory.14'17  Histopathologically, 
most  adenosquamous  carcinomas 
show  an  abrupt  transition  be- 
tween adenocarcinoma  and  squa- 
mous cell  carcinoma,  the  squa- 
mous cell  carcinoma  being 
located  at  the  periphery  of  the 
tumors,  and  histochemistry  and 
immunohistochemistry  disclosing 
a different  nature  for  each  compo- 
nent.15 

Yamaguchi  found  a less  fav- 
orable prognosis  for  adeno- 
squamous carcinoma  of  the  pan- 
creas than  for  pure  adenocar- 
cinoma.15 Five  of  8 patients  with 
adenosquamous  carcinoma  of  the 
pancreas  died  3 to  7 months  after 
initial  operation  and  the  other  3 
patients  were  alive  from  5 months 
to  14  months  after  surgery.  The 
survival  curve  of  the  8 patients 
with  adenosquamous  carcinoma 
of  the  pancreas  was  significantly 
less  favorable  than  that  of  the  36 
patients  with  well-differentiated 
adenocarcinoma. 15 

In  our  patient,  CT  imaging 
demonstrated  a lobulated  soft  tis- 
sue mass  containing  contrast  in 
the  region  of  the  head  of  the  pan- 
creas and  duodenal  sweep.  On 
upper  GI  series,  there  was  signifi- 
cant widening  of  the  duodenal 
sweep  with  ulceration  and  de- 
formity of  the  duodenal  bulb  and 
second  portion  of  the  duodenum. 
Narrowing  of  the  second  portion 
of  the  duodenum  also  was  seen. 

The  radiographic  findings  of 
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adenocarcinoma  of  the  pancreas 
on  the  upper  GI  series  included 
widening  of  the  duodenal  sweep, 
formation  of  double  contours,  dis- 
placement of  a duodenal  diver- 
ticulum, alteration  of  mucosal  fold 
pattern,  duodenal  filling  defects, 
and  duodenal  narrowing  and  ob- 
struction.13  Our  patient  de- 
monstrated many  of  these  find- 
ings. 

On  CT  imaging,  there  were 
several  radiologic  findings  indicat- 
ing the  presence  of  a neoplasm 
within  the  pancreas.  These  in- 
cluded: direct  visualization  of  a 
mass,  focal  change  in  the  attenua- 
tion pattern  of  the  pancreas,  the 
presence  of  rounded  convex 
borders  of  both  the  anterior  and 
posterior  surfaces  of  the  uncinate 
process,  dilated  common  bile 
duct,  lymph  node  metastases,  in- 
vasion into  contiguous  organs, 
and  encasement  of  the  celiac  axis 
or  SMA.4"13  Comparison  of  this  pa- 
tient’s radiologic  findings  of 
adenosquamous  carcinoma  of  the 
pancreas  with  the  radiographic 
abnormalities  associated  with 
adenocarcinoma  of  the  pancreas 
failed  to  reveal  any  significant  dif- 
ferences. 

SUMMARY 

We  demonstrated  a mass  in  the 
region  of  the  head  of  the  pancreas 
with  a mode  of  spread  similar  to 
adenocarcinoma  of  the  pancreas. 
The  findings  on  CT  and  barium 
studies  could  have  been  secon- 
dary to  pure  adenocarcinoma  of 
the  pancreas.  Although  treatment 
would  be  the  same  for  the  two 
malignancies,  it  is  important  for 
the  primary  physician  to  know 
that  the  pathology  literature  sug- 
gests a less  favorable  prognosis  for 
adenosquamous  carcinoma  as 
compared  to  adenocarcinoma  of 
the  pancreas.10  Despite  the  fact 
that  the  histology  of  the  two 
carcinomas  is  dissimilar,  no 
features  have  been  found  that 
would  radiographically  dis- 
tinguish the  two  entities.141.  We 
agree  that  the  CT  and  barium 
study  findings  of  a mass  within 
the  head  of  the  pancreas  are 
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nonspecific  for  histiologic  type 
and  adenosquamous  carcinoma 
must  be  included  in  the  differen- 
tial diagnosis.  H 
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Radiographic  assessment  of 
traumatic  rupture  of 
the  thoracic  aorta 
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Ana  B.  Manning,  MD 


The  authors  discuss  the  advantages  and  limitations  of 
radiographic  modalities  in  assessing  traumatic  rupture  of  the 
thoracic  aorta  (TRTA).  TRTA  is  one  of  the  most  frequent  causes 
of  death  from  high-speed  deceleration  accidents  and  other 
blunt  trauma  sustained  during  motor  vehicle  accidents. 


Traumatic  rupture  of  the 
thoracic  aorta  (TRTA)  is 
one  of  the  most  frequent 
causes  of  death  from 
high-speed  deceleration  accidents 
and  other  blunt  trauma  usually 
sustained  during  motor  vehicle 
accidents.  While  approximately 
85  to  90  percent  of  patients  with 
traumatic  aortic  rupture  die  of  ex- 
sanguination  before  reaching  a 
medical  facility,  rapid  transport 
systems  are  increasing  the 
number  of  patients  that  reach 
medical  care.1  Even  when  pa- 
tients survive  initial  injuries, 
mortality  remains  as  high  as  50 
percent  until  24  hours  after  ad- 
mission. Prompt  diagnosis  and 
management  is  necessary  for  pa- 
tient survival. 

Case  report  1.  The  patient  was 
a 30-year-old  unrestrained  male 
driver  involved  in  a high-speed 
automobile  collision.  He  had  no 
loss  of  consciousness  but  did  com- 
plain of  chest  pain  and  left  upper 
quadrant  abdominal  pain. 

Upon  admission,  his  physical 
examination  was  significant  for 
right  facial  laceration  and  de- 
formity, which  by  subsequent 
x-ray  examination  was  demon- 
strated to  represent  a tripod  frac- 
ture. His  systolic  blood  pressure 
never  was  below  110  mm/Hg.  His 


lungs  were  clear  and  his  heart  had 
a regular  rhythm  with  no 
murmur.  The  abdomen  was 
depressable  but  tender  on  the  left 
upper  quadrant.  There  were  no 
extremity  fractures  and  his 
peripheral  pulses  were  all  present 
and  equal. 

An  upright  chest  radiograph 
showed  a slight  tracheal  deviation 
to  the  right  and  minimal  widening 
of  the  mediastinum  (Figure  1).  An 
aortogram  showed  a ruptured 
aorta  immediately  distal  to  the 
level  of  the  left  subclavian  artery 
(type  III)  (Figure  2).  He  subse- 
quently underwent  thoracotomy 
with  aortic  graft  repair. 

Postoperatively,  the  patient  de- 
veloped hypertension  and  weak- 
ness of  the  lower  extremities.  His 
facial  fractures  were  surgically  re- 
paired. The  hypertension  was 
controlled  with  oral  anti- 
hypertensives and  his  lower  ex- 
tremity weakness,  thought  to  be 
secondary  to  local  soft  tissue  trau- 
ma, improved  gradually  to  the 
point  of  his  being  able  to  am- 
bulate with  a walker. 

Thirty-eight  days  after  ad- 
mission, he  was  transferred  to  a 
rehabilitation  center  for  further 
treatment. 

Case  report  2.  The  patient  was 
an  80-year-old  female;  she  was  an 


unrestrained  passenger  involved 
in  an  automobile  collision.  The 
patient  was  intubated  at  the  scene 
of  the  accident  and  transported  to 
a nearby  hospital.  Chest  radio- 
graph showed  a wide  medias- 
tinum (Figure  3).  She  then  was 
transferred  to  the  trauma  center. 

Physical  examination  upon 
transfer  was  significant  for  facial 
swelling  and  periorbital  echy- 
moses.  The  lungs  were  clear  but 
the  patient  became  bradycardiac 
and  required  atropine  for  correc- 
tion. A blood  pressure  reading 
could  not  be  obtained  in  the  left 
arm.  An  aortogram  was  performed 
revealing  a ruptured  dissecting 
thoracic  aortic  aneurysm  (type 
III)  (Figure  4). 

The  patient  was  taken  im- 
mediately to  the  operating  room 
where  a left  thoracotomy  was 
performed.  Intraoperative  find- 
ings showed  a tear  on  the  medial 
inferior  side  of  the  arch  of  the 
aorta  just  below  the  subclavian 
artery.  The  tear  extended  up  on 
the  inferior  surface  of  the  arch 
underneath  the  left  common 
carotid  artery.  A repair  of  the  rup- 
tured aorta  with  a Dacron®  graft 
was  followed  by  an  exploratory 
laparotomy.  This  revealed 
evidence  of  liver  laceration  that 
was  repaired. 

Her  postoperative  course  was 
marked  by  hemodynamic  in- 
stability requiring  inotropic  sup- 
port as  well  as  increasing  oxygen 
concentration.  In  the  ensuing 
days,  she  develped  respiratory 
and  renal  failure,  progressing  to 
multiple  organ  failure,  resulting 
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Figure  1.  Erect  chest  demonstrated  minimal  tracheal  deviation  to  the  right 
(arrows)  as  well  as  minimal  widening  of  the  mediastinum.  No  significant 
obscuration  of  the  descending  aorta  outline  was  discerned. 


Figure  2.  Anterior-posterior  view  of  the  aorta  during  aortography.  There  was 
persistent  accumulation  of  contrast  along  the  medial  wall  of  the  proximal 
descending  aorta  (arrow)  consistent  with  dissection  at  the  level  of  ligamentum 
arteriosum. 


in  her  demise  six  days  after  ad- 
mission. 

DISCUSSION 

In  a true  thoracic  aortic 
aneurysm,  all  three  layers  of  the 
aortic  wall  protrude  outward  from 
the  lumen.  A pseudoaneurysm 
usually  is  produced  by  trauma 
and  essentially  is  a perforation  of 
the  aorta,  with  the  outer  wall 
being  composed  of  the  adventitia 
and  the  outer  one-third  of  media 


or  surrounding  mediastinal  tissue. 

In  general,  dissecting  thoracic 
aneurysms  have  been  classified 
into  three  categories:  type  I,  II, 
and  III.  Type  I is  the  most  com- 
mon. The  dissection  begins  in  the 
ascending  aorta  and  extends 
across  the  aortic  arch  and  distally 
off  into  the  iliac  arteries.  This 
most  commonly  is  of  an  arteri- 
osclerotic origin.  In  type  II,  the 
dissection  is  limited  to  the 
ascending  aorta.  This  is  seen  most 


frequently  in  Marfan’s  syndrome. 
In  type  III,  the  dissection  begins 
in  the  thoracic  aorta  just  distal  to 
the  left  subclavian  artery  and  ex- 
tends a variable  distance.  This  is 
the  type  most  often  found  in  trau- 
ma patients. 

The  traumatic  rupture  of  the 
aorta  represents  a tear  that  results 
from  a sudden  horizontal  de- 
celeration. The  heart  and  aorta 
move  forward  and  twist  on  the 
relatively  fixed  descending  aorta 
at  a time  when  intraluminal  aortic 
pressure  markedly  is  increased. 
This  results  in  an  aortic  tear 
located  in  the  isthmus  just  distal 
to  the  left  subclavian  artery.  Less 
commonly,  abrupt  vertical  de- 
celeration injuries,  such  as  from 
falls  or  airplane  crashes,  may 
create  an  acute  lengthening  stress 
that  results  in  a greater  likelihood 
of  tears  in  the  ascending  aortic 
root. 

Signs  and  symptoms  associated 
with  TRTA  that  may  be  useful  in 
diagnosis  often  are  nonspecific 
and  patients  generally  have  many 
other  serious  injuries  that  prevent 
diagnosis  by  history  and  physical 
examination.  The  most  common 
symptom  of  TRTA  is  retrosternal 
or  interscapular  pain.  Other  signs 
and  symptoms  include  hypoten- 
sion, bilateral  pulse  deficits, 
dyspnea,  hoarseness,  murmurs, 
and  chest  tube  outputs  of  greater 
than  750  cc.  On  physical  examina- 
tion, 25  to  50  percent  of  patients 
have  no  external  signs  of  thoracic 
trauma.2  Radiographic  diagnosis 
assumes  particular  importance 
since  clinical  signs  and  symptoms 
are  nonspecific  for  definitive 
diagnosis.  Considerable  con- 
troversy exists,  however,  as  to  the 
appropriate  method  to  properly 
conduct  this  radiographic  evalua- 
tion. 

Chest  x-ray  in  the  hospital  re- 
ceiving area  is  almost  universally 
obtained.  Widening  of  the 
mediastinum  is  a very  sensitive 
(80  to  100  percent)  but  a relative- 
ly nonspecific  (10  percent)  in- 
dicator of  TRTA.1  Ayella  con- 
firmed that  the  concept  of 
mediastinal  widening  may  be  mis- 
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Figure  3.  Erect  chest  demonstrated  widening  of  the  mediastinum.  There  also 
was  widening  between  calcification  in  the  intima  of  the  arch  and  outer  wall 
(arrows)  indicative  of  dissection. 


Figure  4.  Left  anterior  oblique  view  during  aortography  demonstrated  persis- 
tent accumulation  of  contrast  along  superior  and  inferior  wall  of  thoracic  aorta 
(arrows)  immediately  distal  to  the  level  of  ligamentum  arteriosum  consistent 
with  dissection. 


leading,  as  many  cases  of  TRTA 
show  no  evidence  of  mediastinal 
widening.3  Obscuration  of  the 
aorta  outline  on  plain  radiograph 
also  has  been  shown  to  be  a 
sensitive  (88  percent)  but 
nonspecific  (42  percent)  indicator 
of  TRTA.  Additional  chest  radio- 
graphic  findings  of  aortic  injury 
include:  tracheal  shift,  nasogastric 
tube  shift,  left  apical  cap,  and 
paraspinal  stripe  thickening. 
However,  no  single  radiographic 
sign  has  sufficient  specificity  to 
establish  the  occurrence  of  TRTA. 
Most  believe  that  in  the  ap- 
propriate clinical  setting,  any  dis- 
tortion of  normal  mediastinal 
anatomy  indicates  the  need  for 
aortography.4 

The  role  of  computed  tomogra- 
phy (CT)  of  the  chest  in  the  initial 
evaluation  of  patients  with  blunt 
chest  trauma  still  is  evolving. 
Clearly,  CT  is  useful  in  identify- 
ing unsuspected  chest  injuries  not 
seen  clearly  on  chest  radiographs 
and  in  demonstrating  the  full  ex- 
tent of  the  radiograph.  Sternal 
fractures,  sternoclavicular  disloca- 
tions, and  potentially  serious  tho- 
racic spine  injuries  can  be  iden- 
tified by  CT  when  only  minor  or 
no  abnonnalities  are  seen  on  plain 
film.  Pneumothorax  ranks  second 
to  rib  fractures  as  the  most  com- 
mon injury  in  blunt  chest  trauma 
and  often  can  be  clearly  dem- 
onstrated by  CT.  In  addition, 
hemothorax  is  the  most  common 
cause  of  shock  in  chest  trauma. 
Axial  CT  evaluation  is  more 
specific  than  chest  radiographs  in 
establishing  this  diagnosis  and  in 
estimating  the  volume  of  hemor- 
rhage. 

The  role  of  CT,  in  confirming 
the  diagnosis  of  TRTA,  still  is  in 
question,  however,  as  a normal 
CT  does  not  definitely  exclude 
aortic  rupture.  Clearly,  if  the 
clinical  suspicion  is  low  but  the 
radiograph  demonstrates  medias- 
tinal widening,  CT  can  confirm  or 
exclude  mediastinal  hematoma  or 
potentially  demonstrate  other 
causes  of  mediastinal  widening 
such  as  excessive  mediastinal  fat 
or  tumor. 


Transesophageal  echocardiog- 
raphy, although  not  widely  uti- 
lized, has  promise  to  accurately 
and  rapidly  assess  traumatic  dis- 
sections of  the  thoracic  aorta  and 
coexisting  cardiac  injuries.7  Its 
main  advantage  is  that  patients 
may  be  quickly  evaluated  in  the 
emergency  room  without  incur- 
ring the  risk  and  delay  attendant 
with  aortography. 

Magnetic  resonance  imaging 


(MRI)  generally  is  not  useful  for 
evaluating  the  acutely  trauma- 
tized patient  because  of  the  time- 
consuming  nature  of  the  study 
and  the  difficulty  encountered 
with  compatible  life-support 
systems.  Therefore,  aortography 
remains  the  gold  standard  for 
establishing  the  diagnosis  of 
TRTA. 

What,  however,  are  the  indica- 
tions for  this  study?  There  are 
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those  who  believe  that  aortog- 
raphy should  be  performed  on  all 
patients  over  the  age  of  65  years 
with  a history  of  blunt  decelerat- 
ing thoracic  trauma,  and  in  any 
patient  with  mediastinal  widen- 
ing.8 Most  centers,  including 
Cooper  Hospital,  agree  on  a 
slightly  more  conservative  ap- 
proach.13 With  the  appropriate 
history,  aortography  is  indicated 
only  when  there  is  alteration  of 
mediastinal  anatomy  including 
distortion  or  loss  of  the  contour 
of  the  descending  aorta  or  aortic 
knob,  obliteration  of  the  clear 
space  between  the  aortic  knob 
and  left  main  pulmonary  artery, 
widening  of  either  paraspinal 
alignment  without  associated  frac- 
tures, marked  widening  of  the 
right  paratraeheal  soft  tissues,  or 
shift  of  the  trachea  to  the  right  on 
nonrotated  radiographs.  In  the 


absence  of  these  signs,  aortog- 
raphy is  not  performed  unless 
there  is  an  extremely  strong 
clinical  suspicion  of  aortic  rup- 
ture. H 
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The  Evers  case: 

1984  decision  has 
lasting  impact 

Jan  H.  Gabin,  Esquire 


In  1984,  the  Supreme  Court  of  New  Jersey  established  the 
standard  for  determining  physician  liability  for  the  delay  in  the 
diagnosis  of  cancer.  The  effects  and  implications  of  that  1984 
decision  are  lasting.  The  case  involved  a failure  to  diagnose 
breast  cancer. 


This  case  involved  a failure 
to  diagnose  breast  cancer 
in  a 38-year-old  female. 
The  delay  in  diagnosis 
was  seven  months.  During  the 
trial  of  this  ease,  uncontradicted 
evidence  was  presented  by  the 
plaintiff  that  the  tumor  increased 
in  size,  and  the  disease  developed 
beyond  the  original  tumor  into  an 
infiltrating  ductal  carcinoma.  The 
case,  however,  was  dismissed  by 
the  Trial  Court  before  the  defen- 
dants had  an  opportunity  to  put 
on  their  defense.  The  case  against 
the  physician  was  dismissed  by 
the  trial  judge  because  the  plain- 
tiff s expert  could  not  state  that 
“in  all  medical  probability  ’ the 
damages  suffered  by  the  plaintiff 
flowed  directly  from  the  deviation 
(this  is  known  as  lack  of  proximate 
cause). 

It  should  be  noted  that  at  the 
time  of  the  original  trial,  the 
plaintiff  had  no  metastasis.  She 
had  only  undergone  a modified 
mastectomy  with  no  adjuvant 
therapy. 

During  the  appeal  process,  the 
plaintiff  developed  metastasis. 
The  patient  died  two  weeks  after 
the  decision  came  down  from  the 
Supreme  Court  of  New  Jersey 
(seven  years  after  the  original 
diagnosis  was  made). 


ISSUE 

The  issue  before  the  Supreme 
Court  was  whether  or  not  the 
Trial  Court  should  have  dismissed 
this  case  because  the  plaintiff  ’s 
expert  could  not  state  that  “in  all 
medical  probability’  the  damages 
that  occurred  were  a result  of  the 
doctor’s  failure  to  diagnose  cancer 
in  a timely  manner. 

HOLDING 

The  Supreme  Court  of  New 
Jersey  held  the  following  in  the 
case:  The  plaintiff  should  be 
permitted  to  demonstrate  “that 
within  a reasonable  degree  of 
medical  probability,  the  delay  in 
accurately  diagnosing  cancer  and 
the  failure  to  treat  cancer  during 
this  period,”  increased  the  risk  of 
recurrence  or  distant  spread  and 
that  such  an  increased  risk  was  a 
substantial  factor  in  producing  the 
condition  from  which  the  plaintiff 
currently  suffers. 

ANALYSIS 

This  decision  made  it  clear  that 
it  was  a question  of  fact  to  be 
determined  by  a jury  whether  the 
plaintiff  suffered  an  increased  risk 
as  a result  of  the  delay,  and 
whether  the  increased  risk  was  a 
substantial  factor  in  causing  the 


harm  that  the  plaintiff  now  suf- 
fers. This  includes  emotional 
harm  and  physical  harm. 

While  the  Court’s  ruling  ap- 
plied only  to  a delay  in  diagnosis 
of  a cancer  case,  it  subsequently 
has  been  held  to  apply  to  all  cases 
in  which  there  was  a delay  in  any 
diagnosis  and  treatment.  It  took 
several  years  for  this  decision  to 
take  root,  and  the  law  already  has 
expanded  itself  with  subsequent 
decisions  requiring  less  specula- 
tion as  to  whether  or  not  the  in- 
creased risk  was  a substantial  fac- 
tor in  causing  the  patient’s  in- 
juries. It  is  this  “substantial  fac- 
tor’ part  of  the  decision  that  still 
causes  confusion  to  the  jury,  and 
that  has  not  yet  been  clearly  de- 
fined by  the  Court. 

BRIEF 

The  Court’s  ruling  indicates 
that  in  order  for  liability  to  exist 
for  failure  to  diagnose  there  must 
be  found  a deviation  from  the 
standard  of  care  by  the  physician 
in  failing  to  diagnose  a condition 
or  in  failing  to  treat  a condition; 
this  deviation  increased  the  risk 
to  the  patient,  which  risk  must  be 
proved  to  have  occurred  within 
all  reasonable  medical  probability; 
the  patient  must  have  sustained 
harm;  and  the  increased  risk  must 
have  been  a substantial  factor  in 
causing  the  patient’s  harm. 

COMMENTS 

Although  the  decision  did  not 
rule  specifically  on  how  to  appor- 
tion damages  for  this  increased 
risk,  it  did  specifically  say  that  it 
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was  only  addressing  an  increased 
risk  that  actually  occurred.  While 
the  Court  did  not  specify  exactly 
how  to  measure  the  increased 
risk,  it  did  imply  that  the  plaintiff 
was  entitled  to  damages  because 
of  increased  growth  in  the  size  of 
a tumor,  increased  spread  in  the 
type  of  tumor,  as  well  as  anxiety, 
emotional  anguish,  and  mental 
distress  resulting  from  the  alleged 
delay. 

In  another  case,  plaintiffs  sued 
a municipality  for  damages 
caused  by  contamination  of  their 


drinking  water  from  the  township 
landfill  claiming  an  increased  risk 
of  contracting  cancer.  The  plain- 
tiffs did  not  have  cancer.  Their 
lawsuit  was  for  the  fear  of  con- 
tracting cancer.  The  Court  did 
rule  that  the  plaintiffs  cannot  re- 
cover today  solely  for  the  in- 
creased risk  of  developing  cancer, 
since  such  an  award  by  its  very 
nature  would  only  be  speculation 
on  what  the  plaintiff  might  or 
might  not  develop  in  the  future. 
The  Court  has  ruled  very  clearly 
that  it  will  not  allow  a present 


lawsuit  for  an  unquantified 
damage  that  has  not  yet  occurred. 
The  Court,  however,  did  preserve 
plaintiff  ’s  rights  to  institute  suit 
if  cancer  subsequently  develops 
in  the  future.  I 


Mr.  Gabin  is  assistant  vice-president, 
Medical  Inter-Insurance  Exchange. 
The  paper  was  submitted  and  ac- 
cepted in  April  1993.  Address  reprint 
requests  to  Mr.  Gabin,  Medical  Inter- 
Insurance  Exchange,  Two  Princess 
Road,  Lawrenceville,  NJ  08648. 
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Ventricular  dysfunction  and 
pulmonary  function  in 
OSA  syndrome 

Jeffrey  S.  Nahmias,  MD 
Monroe  S.  Karetzky,  MD 


Patients  with  obstructive  sleep  apnea  (OSA)  have 
increased  cardiovascular  morbidity  and  death  as  a result  of 
myocardial  ischemia  and  both  pulmonary  and  systemic 
hypertension.  Early  detection  allows  for  proper  risk  stratification 
and  treatment. 


Pulmonary  hypertension 
and  cor  pulmonale  have 
been  reported  to  be  oc- 
casional complications  of 
obstructive  sleep  apnea  (OSA) 
syndrome.14  However,  the  initial 
description  of  the  obesity- 
hypoventilation  syndrome  sug- 
gested a much  greater  frequency 
of  occurrence  since  the  presence 
of  cor  pulmonale  was  a required 
feature  for  diagnosis.0'1  Bradley 
studied  50  patients  with  OSA  and, 
on  the  basis  of  clinical  examina- 
tion and  radiological  or  elec- 
trocardiographic criteria,  found  a 
12  percent  incidence  of  right  ven- 
tricular failure.4  It  was  suggested 
that  “a  sustained  hypoxemia  and/ 
or  hypercapnia  over  a 24-hour 
period  is  a necessary  prerequisite 
for  the  development  of  right  heart 
failure  in  patients  with  OSA.”4 
Other  researchers  felt  the  pres- 
ence of  pulmonary  hypertension 
in  OSA  in  the  majority  of  pa- 
tients was  attributable  to  coexist- 
ing obstructive  lung  disease 
(COLD).23 

Studies  successfully  demon- 
strating a significant  mortality  as- 
sociated with  OSA  syndrome 
have  emphasized  the  incidence  of 
fatal  pulmonary  emboli.'  3 Other 
reports  have  indicated  the 
cardiovascular  consequences  of 


nocturnal  desaturation  that 
presumably  contribute  to  the 
morbidity  and  mortality  of  these 
patients  have  been  underesti- 
mated.911  The  presence  of  cardiac 
disease,  clinically  inapparent 
ischemic,  hypertensive,  or  right 
ventricular  dysfunction  (RVD), 
should  be  identified  as  early  as 
possible  along  with  the  initiation 
of  definitive  (weight  loss)  and 
palliative  (02,  continuous  positive 
pressure)  therapy.  In  order  to  at- 
tempt to  define  and  characterize 
the  obese  patients  with  OSA  at 
increased  risk  of  death,  we  ex- 
amined systolic  ventricular  func- 
tion in  otherwise  asymptomatic 
obese  OSA  patients  and  the  as- 
sociated parameters  of  sleep  and 
pulmonary  function. 

METHODS 

A population  of  48  patients  (41 
male  and  7 female)  with  OSA 
were  prospectively  studied.  None 
of  the  patients  had  a history  of  or 
symptoms  of  COPD.  All  patients 
were  obese  with  a percent  ideal 
body  weight  (IBW)  greater  than 
or  equal  to  120  percent.12  Each 
patient  had  an  apnea  index  (AI), 
number  of  apneas/hr  total  sleep 
time,  greater  than  5,  or  an  apnea 
plus  hypopnea  index  (A  + HI), 
apneas  plus  hypopneas/hr  total 


sleep  time,  greater  than  or  equal 
to  10. 

Following  the  all-night 
polysomnogram,  a multiple  sleep 
latency  test  (MSLT)  of  four  to  five 
naps  were  performed  in  45  pa- 
tients.15 Arterial  blood  samples 
were  obtained:  PQ  , pH,  Pco  , 
S02,  and  hemoglobin  (Hb)  were 
measured.  Maximal  inspiratory 
and  expiratory  flow  volume  loops 
(V/V)  were  generated  in  the  up- 
right and  supine  posture  by  each 
patient  and  were  interpreted  as 
previously  described.14  Lung  vol- 
umes were  determined  by  body 
plethysmography.  Left  ventricular 
ejection  fractions  (LVEF)  and 
right  ventricular  ejection  fractions 
(RVEF)  were  calculated  and  wall 
motion  assessed  by  the  multiple 
gated  acquisition  (MUGA) 
equilibrium  radionuclide  scan 
technique  by  a blinded  nuclear 
radiologist  and  a nuclear 
cardiologist.  A RVEF  greater  than 
42  percent  was  regarded  as 
normal.  Group  1 had  a RVEF  less 
than  42  percent  and  defined 
RVD;  group  2 had  a LVEF  less 
than  50  percent  and  defined  left 
ventricular  dysfunction  (LVD). 
Patients  with  known  cardiac  dis- 
ease of  ischemic  or  valvular 
etiology  or  with  an  identified 
specific  cardiomyopathy  were  ex- 
cluded. Patients  gave  informed 
consent  and  the  protocol  was  ap- 
proved by  the  institutional  review 
board.  Statistical  analysis  was 
performed  using  the  student-t 
test  with  a P value  of  less  than 
0.05  considered  significant. 
Linear  regression  analyses  were 
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performed  to  assess  the  rela- 
tionship between  awake  and  sleep 
variables  and  measured  ventricu- 
lar function. 

RESULTS 

Twenty-eight  patients  had  a 
normal  RVEF  (group  1);  3 

smokers  had  a mean  RVEF  of 
50.3  percent.  Twenty  patients  (42 
percent)  had  RVD  (group  2)  with 
a mean  RVEF  of  33.6  percent  (2 
smokers).  The  groups  did  not  dif- 
fer with  respect  to  age,  weight,  or 
percent  IBW  (Table  1).  Group  2 
had  a higher  Hb  concentration 
than  group  1,  however,  there  was 
a poor  correlation  between  the 
RVEF  and  Hb  concentration 
(Figure  1). 

The  RVD  group  also  demon- 
strated a significantly  lower 
LVEF  than  group  1,  with  a mean 
value  of  59.1  percent  versus  64.5 
percent  (Table  2).  The  Hb  and 
systemic  blood  pressure  (BP)  in 
the  two  groups  did  not  differ. 
Clinical  examination  and  elec- 
trocardiograms were  not  found  to 


be  helpful  in  determining  ventric- 
ular abnormality.15  Three  patients 
with  RVD  (15  percent)  de- 
monstrated LVD,  having  LVEF 
of  49  percent,  46  percent,  and  42 
percent,  respectively.  The 
systemic  BP  of  these  three  pa- 
tients was  similar  to  the  group 
mean. 

The  all-night  polysomnograms 
revealed  no  difference  in  AI  or 
A + HI  between  the  groups  (Table 
3).  However,  the  RVD  group 
tended  toward  a lower  SO,  nadir 
of  53.0  percent  versus  60.1  per- 
cent (Table  3)  attributable  in 
part  to  a longer  apnea  duration 
and  a lower  awake  supine  Pa^ 
than  the  group  1 patients  who“ 
however,  were  significantly  more 
somnolent  by  MSLT  (Table  3). 

No  difference  in  expiratory 
flow  rates  or  FVC  were  observed 
between  the  groups  (Table  4). 
Only  two  patients  in  the  RVD 
group  and  two  patients  in  group 
1 had  FEVj  diminished,  indicat- 
ing mild  obstructive  lung  disease. 
Examination  of  the  V/V  loops  re- 


vealed a greater  number  of  in- 
dicators of  upper  airway  obstruc- 
tion in  group  l.14  There  was  a 
tendency  for  a lower  P^q  in  the 
RVD  group  versus  group  1 (Table 
4).  All  but  two  patients  of  the 
RVD  group  (10  percent)  had  a 
Paa  less  than  73  mniHg,  while  10 
of  tlie  group  1 patients  (36  per- 
cent) had  an  awake  supine  PaC)2 
greater  than  73  mmHg  (Figure 
1C).  All  of  the  patients  with  RVD 
demonstrated  either  severe  OSA 
with  A + HI  indices  greater  than 
50  disordered  breathing  events 
(DBE)/hr  or  resting  wake  alveolar 
hypoventilation,  with  a Pa^ 
greater  than  45  mmHg  (Figure  2). 
Neither  the  DBE  indices  nor  the 
P&co2  correlated  closely  with  the 
RVEF  and  other  parameters  with 
better  correlates  showed  poor  in- 
dividual predictability. 

Nineteen  of  the  41  males  (46 
percent)  demonstrated  RVD  as 
compared  to  1 of  7 females  (14 
percent),  with  mean  RVEF 
(± SEM)  of  42.3  percent  (±1.7) 
and  49.1  percent  (±2.1),  respec- 
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Figure  2.  Relationship  of  severity  of  sleep  disordered  breathing  versus  effective  alveolar  ventilation  in  patients  with 
RVD  (group  2). 


80 

70 

60 

50 

40 

30 

20 


Percent 


(p<0.02) 


RVEF 


(p<0.02) 


LVEF 


MALES 


FEMALES 


Figure  3.  Comparison  between  gender  and  ventricular  function. 


tively  (Figure  3).  The  male  pa- 
tients also  had  a lower  mean 
LVEF  than  the  female  patients. 
The  female  patients  were  older 


(56.4  years)  than  the  male  patients 
(45.8  years)  (P<  0.05),  and  all 
were  postmenopausal.  There  was 
no  gender  difference  with  respect 


to  percent  IBW  or  DBE  indices; 
the  male  patients  did  have  a lower 
SQ  during  sleep  of  84.9  percent 
(±”1.3)  versus  92.3  percent  (±2.1) 
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Table  1.  Characteristics  of  the  patient  groups. 


Patients 

Total 

Group  1 

Group  2 

P* 

N 

48 

28 

20 

NS 

Age,  years 

47.4  (1.5) 

47.3  (1.6) 

47.5  (2.8) 

NS 

Male 

41 

22 

19 

NS 

Weight,  kg 

140.2  (6.7) 

140.5  (4.9) 

139.2  (7.8) 

NS 

IBW,  % predicted 

168.5  (8.0) 

168.9  (10.7) 

167.8  (12.2) 

NS 

Hb,  gm/dl 

15.4  (0.3) 

15.0  (0.4) 

16.0  (0.4) 

<.01 

‘Comparison  between  mean  values  of  normal  (group  1)  and  RVD  (group  2)  groups  (±  SEM). 
IBW  = Percent  predicted  ideal  body  weight. 

NS  = P>.  05. 

RVD  = Right  ventricular  dysfunction. 


Table  2.  Hemodynamic  data  of  patient  groups. 


Data 

Total 

Group  1 

Group  2 

P* 

Hour,  beats/min 

86.6  (1.8) 

85.9  (2.0) 

87.7  (3.5) 

NS 

SYS,  mmHg 

148.4  (3.0) 

148.6  (3.9) 

148.3  (4.6) 

NS 

DIAS,  mmHg 

96.3  (1.7) 

96.5  (2.1) 

96.0  (2.9) 

NS 

RVEF,  % 

43.3  (1.5) 

50.3  (1.2) 

33.6  (1.5) 

<.0001 

LVEF,  % 

62.2  (1.3) 

64.5  (1.5) 

59.1  (2.1) 

<.02 

‘Comparison  between  mean  values  of  normal  and  RVD  groups  (±  SEM). 
DIAS  = Diastolic  blood  pressure. 

HR  = Heart  rate. 

LVEF  = Left  ventricular  ejection  fraction. 

NS  = P>.  05. 

RVEF  = Right  ventricular  ejection  fraction. 

SYS  = Systolic  blood  pressure. 


{P<  0.05)  for  the  female  patients. 
This  was  related  to  the  lower 
awake  supine  PaG  in  the  male 
patients  of  64.8  mrhHg  (±1.7)  as 
compared  to  the  female  patients 
mean  P^o,  of  80.3  mmHg  (±4.5) 
(P<  0.00(55). 

DISCUSSION 

Repetitive  apneic  events  with 
concomitant  oxygen  desaturation 
gives  rise  to  paroxysms  of  pul- 
monary and  systemic  hyperten- 
sion that  may  become  fixed  with 
resultant  cor  pulmonale  and/or 
systemic  hypertension."1  19 
Neither  the  actual  incidence  of 
impaired  right  ventricular  func- 
tion in  OSA  nor  its  pathogenesis 
are  known.  Similarly,  elucidation 
of  the  significance  of  associated 


COPD  and  its  relationship  to  the 
severity  of  nocturnal  desaturation 
remains  elusive.  Patients  with 
RVD  in  this  study  did  not  have 
a lower  mean  nocturnal  $o2,  and 
these  patients  demonstrated  only 
a tendency  toward  a lower  awake 
P^o  than  those  patients  without 
RVD.  These  patients  did  not  have 
a significantly  higher  mean 
Paco  . Only  two  patients  in  each 
group  had  diminished  values  for 
expiratory  flow  rates  consistent 
with  obstructive  airway  disease. 
The  resting  arterial  hypoxemia 
while  awake  was  presumed  re- 
lated to  the  distortion  of  ventila- 
tion-perfusion relationships  as- 
sociated with  obesity.20  22 

The  present  study  differs  from 
others  in  that  the  RVD  was 


assessed  by  nuclear  ventricu- 
lography in  an  obese  population 
of  OSA  patients  without  apparent 
lung  disease  that  could  result  in 
pulmonary  hypertension  or  cor 
pulmonale.  Therefore,  the  greater 
incidence  of  RVD  observed  than 
previously  suggested  presumably 
reflects  the  sensitivity  of  nuclear 
scanning  in  the  detection  of 
ischemic  cardiomyopathy  as  well 
as  pressure  (after  load)  dysfunc- 
tion. RVD  was  demonstrated  in 
42  percent  of  the  patient  popula- 
tion on  MUGA  scanning  at  rest, 
similar  to  the  50  percent  inci- 
dence of  pulmonary  hypertension 
detected  by  right  heart  catheter- 
ization in  OSA  patients  with  ex- 
ercise.2 The  nocturnal  SQ  nadir 
tends  to  be  lower  in  patients  with 
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Table  3.  Sleep  parameters  and  architecture  in  patient  groups. 


Characteristics 

Total 

Group  1 

Group  2 

P* 

TST,  min 

301.5  (12.8) 

308  (17.5) 

292  (19.0) 

NS 

SL,  min 

26.9  (5.1) 

28.7  (8.1) 

24.4  (4.8) 

NS 

Al 

30.5  (3.5) 

32.0  (4.1) 

28.3  (6.2) 

NS 

A+HI 

62.4  (3.9) 

58.7  (5.0) 

67.6  (6.2) 

NS 

So,  % 

85.5  (1.3) 

86.6  (1.7) 

83.7  (1.7) 

NS 

S0  nadir  % 

u2 

57.2  (2.7) 

60.1  (3.5) 

53.0  (4.1) 

<.09 

Apnea  duration, 
(mean)  sec 

20.3  (0.7) 

19.5  (0.9) 

21.5  (1.1) 

NS 

Sleep  efficiency 

71.4  (2.8) 

72.0  (3.9) 

70.5  (4.2) 

NS 

Percent  awake 

23.9  (2.6) 

23.3  (3.3) 

24.8  (4.3) 

NS 

Non-REM  stage  1% 

14.1  (1.8) 

13.5  (2.1) 

15.0  (3.3) 

NS 

Non-REM  stage  2% 

50.0  (2.5) 

50.5  (3.6) 

49.2  (3.5) 

NS 

Non-REM  stage  3A% 

2.0  (1.1) 

2.6  (1.8) 

1.1  (0.6) 

NS 

REM,  % 

10.0  (1.1) 

9.6  (1.4) 

10.4  (1.8) 

NS 

MSLT,  min 

4.4  (0.6) 

3.5  (0.7) 

5.7  (0.9) 

<.05 

‘Comparison  between  mean  values  of  normal  (group  1)  and  RVD  (group  2)  groups  (±  SEM). 
Al  = Apnea  index  (apneas  per  hour  TST). 

A + HI  = Apnea  plus  hypopnea  index  (A  + HI  per  hour  TST). 

MSLT  = Mean  sleep  latency  test  of  four  to  five  naps. 

NS  = P>.  1. 

SL  = Sleep  latency  (min). 

S02  % = Mean  nocturnal  saturation. 

STG  1,  2,  3,  4 REM  = Percent  sleep  stages  of  TST. 

TST  = Total  sleep  time  (min). 


RVD  who  either  had  awake 
hypercapnia  or  an  A+HI  greater 
than  or  equal  to  50  DBE/hr 
(Figure  2).  Alveolar  hypoventila- 
tion, an  absolute  criteria  for  the 
Pickwickian  syndrome,23  also  was 
reported  in  the  majority  of  pa- 
tients with  RVD.  However, 
hypercapnia  alone  could  not  dis- 
tinguish the  two  groups  since  54 
percent  of  the  normal  group  1 
patients  had  awake  alveolar 
hypoventilation.  All  but  two  of  the 
RVD  patients  demonstrated  day- 
time hypoxemia.  One  patient  had 
severe  OS  A with  an  A + HI  of 
89.9  accompanied  by  severe  noc- 
turnal oxygen  desaturation  (SQ 
nadir  = 60  percent),  while  the 
other  patient  had  mild  obstructive 
lung  disease  with  only  moderate 
OSA  (A+HI  = 35.4  DBE/hr) 


also  with  severe  nocturnal  oxygen 
desaturation  (SQ  nadir  = 40  per- 
cent). The  higher  mean  Hb  con- 
centration in  the  RVD  group 
further  supports  the  significance 
of  the  greater  degree  of  diurnal 
hypoxia  in  this  group. 

The  RVD  group  also  was  found 
to  have  a significantly  lower 
LVEF  of  59  percent,  which  is 
similar  to  a previous  report  of  a 
mean  of  57.1  percent  in  a popula- 
tion of  patients  with  cor 
pulmonale.3  The  etiology  of  the 
left  ventricular  dysfunction  is  un- 
certain, but  has  been  reported  to 
be  invariably  present  in  the 
Pickwickian  syndrome11  and  may 
be  secondary  to  the  transient  rise 
in  systemic  resistance  during 
apneic  episodes  that  subsequently 
becomes  fixed.161'  19  24  Both  obesi- 


ty and  hypertension  have  been 
shown  to  affect  cardiac  structure 
and  function  independently.25  An 
alternative  explanation  for  the  ap- 
parent interdependence  of  the 
right  and  left  ventricles  as  sug- 
gested in  this  study  (Figure  ID) 
is  the  observation  reported  over 
50  years  ago  that  the  left  ventricu- 
lar free  wall  thickness  in 
emphysematous  patients  with  no 
left-sided  cardiac  disease  was  ab- 
normally increased.26  Others  have 
demonstrated  anatomical  and 
functional  evidence  as  well2829 
indicating  that  left  ventricular 
dysfunction  is  not  uncommon  in 
patients  with  chronic  right  ven- 
tricular pressure  overload.2"29 
This,  however,  remains  con- 
troversial.30 The  nocturnal  de- 
saturation documented  in  this  re- 
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Table  4.  Pulmonary  function  data  of  patient  groups. 


Data 

Total 

Group  1 

Group  2 

P* 

FVC,  L 

3.00  (0.22) 

2.98  (.020) 

3.03  (0.22) 

NS 

FEV,,  % FVC 

80.0  (1.2) 

81.0  (1.6) 

78.7  (5.7) 

NS 

Flow  >1 

U 

23/40 

16/22 

7/18 

0.02 

S 

24/41 

17/22 

7/19 

0.02 

Sawtoothing 

U 

9/40 

5/22 

4/18 

NS 

S 

4/41 

3/22 

1/19 

NS 

Flattening 

U 

25/40 

15/22 

10/18 

NS 

S 

25/41 

17/22 

8/19 

.01 

ALL  U 

57/120 

36/66 

21/54 

.05 

ALL  S 

53/123 

37/66 

16/57 

.001 

PaC02,  mmHg 

47.2  (1 .0) 

46.5  (1 .3) 

48.1  (1.7) 

NS 

Pa02,  mmHg 

67.1  (1.8) 

69.3  (2.4) 

63.7  (2.7) 

.06 

‘Comparison  between  mean  values  of  normal  and  RVD  groups  (±  SEM). 

ALL  = All  three  criteria  of  UAO. 

Flattening  = Abnormal  plateauing  of  the  inspiratory  limb  of  the  V/V  curve  with  decreased  inspiratory  flow  rates. 
Flow  >1  = MEFR50/MIFR50  >1. 

MEFRjq  = Expiratory  flow  rate  at  50  percent  forced  vital  capacity. 

MIFRjo  = Inspiratory  flow  rate  at  50  percent  inspiratory  vital  capacity. 

NS  = P>.05. 

S = Supine  posture. 

Sawtoothing  = Oscillations  in  inspiratory  or  expiratory  limb  of  V/V  curve. 

U = Upright  posture. 


port  in  obese  patients  with  OSA 
associated  with  systolic  dysfunc- 
tion also  may  be  related  to  the 
diastolic  dysfunction  and  sudden 
death  characterizing  the  cardio- 
pathy of  obesity.31,32  Such  a rela- 
tionship between  sleep  related 
breathing  disorders  and  ischemic 
heart  disease  previously  has  been 
reported.33  36 

Other  manifestations  of  cardiac 
dysfunction  possibly  reflecting 
nocturnal  hypoxic  pulses  are  the 
reported  high  incidence  of  non-Q 
wave  infarction  in  the  two-hour 
interval  from  0200  to  040037  and 
the  occurrence  of  approximately 
40  percent  of  known  episodes  of 
ventricular  tachycardia  during 
sleep  in  patients  with  hyper- 
trophic cardiomyopathy.38  These 
episodes  of  transient  myocardial 
ischemia  may  culminate  in  cryp- 
togenic myocardial  dysfunction  if 
not  infarction.  Moreover,  oxygen 


therapy  alone  is  neither  an  effec- 
tive mode  of  therapy  for  the 
apneas39  nor  their  associated 
changes  in  heart  rate.40  None  of 
the  patients  had  a documented 
arrhythmia  or  sudden  death.  Pa- 
tients with  OSA  and  RVD,  if 
identified  early,  can  potentially 
experience  reversal  by  aggressive 
long-term  definitive  treatment 
such  as  weight  loss  and  palliative 
short-term  correction  of  DBE 
with  nasal  continuous  positive  air- 
way pressure  or  a nasopharyngeal 
tube.  Eventual  weight  loss 
presumably  will  lead  to  resolution 
of  the  ventricular  dysfunction 
with  correction  of  nocturnal  and 
awake  arterial  desaturation  as  is 
seen  for  the  associated  alveolar 
hypoventilation  and  upper  airway 
abnormalities. 

CONCLUSION 

RVD  in  patients  with  OSA  syn- 


drome is  determined  by  a com- 
bination of  factors,  including  the 
presence  of  obesity,  a decrease  in 
the  awake  PaQ  and  elevation  of 
the  f>aco2  as  well  as  the  severity 
of  the  DBE  during  sleep.  Patients 
with  an  A + HI  less  than  50  and 
normal  Paco  appear  to  be 
protected  from  RVD  and 
although  it  cannot  be  predicted 
on  an  individual  basis,  the 
presence  of  hypoxemia  and 
hypercapnia  or  severe  apnea 
portends  a diminished  RVEF. 
Treatment  of  these  latter  patients 
hopefully  will  prevent  progres- 
sion to  the  clinical  syndrome  of 
fixed  eor  pulmonale.  H 
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DOCTORS’  NOTEBOOK 


TRUSTEES’  MINUTES 


A regular  meeting  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  May  1,  1993,  in  Atlantic 
City.  Detailed  minutes  are  on  file 
with  the  secretary  of  your  county 
society.  A summary  of  significant 
actions  follows: 

President’s  report.  Noted  that 
the  president  was  interviewed 
concerning  BlueCross  BlueShield 
of  New  Jersey  (BCBSNJ). 

Specialty  reports.  Received  re- 
ports from  the  University  of 
Medicine  and  Dentistry  of  New 
Jersey  and  from  the  MSNJ  Aux- 
iliary. 

Executive  director’s  report. 

1.  Seminar  on  managed  care/ 
managed  competition.  Noted  that 
William  E.  Ryan,  MD,  and 
Joseph  N.  Mieale,  MD,  have  been 
designated  as  MSNJ  spokesmen 
concerning  BCBSNJ. 

2.  Comprehensive  approach 
to  managed  care.  Accepted  an 
amended  version  of  the  21 -point 
program  entitled,  “Comprehen- 
sion Approach  to  Managed  Care. 
Distributed  the  report  to  the 
House  of  Delegates  for  informa- 
tional purposes. 

Committee  on  Biomedical 
Ethics.  Defeated  the  following 
recommendation: 

That  MSNJ  request  the  appointment 
of  individuals  to  the  Essential  Health 
Services  Commission  who  represent 
minorities,  preventive  and  primary 
health,  and  community  health. 

Unfinished  business.  Reported 
the  results  of  a survey/letter  per- 
taining to  the  establishment  of  a 
statewide  health  maintenance  or- 
ganization/individual practice  as- 
sociation (HMO/IPA)  sent  to  the 
membership  prior  to  the  Annual 
Meeting.  Voted  that  should  the 
House  of  Delegates  decide  to 
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proceed  with  a statewide  HMO/ 
IPA,  a feasibility  study  must  be 
performed.  Also,  noted  that  a let- 
ter will  be  sent  to  the  State  Board 
of  Medical  Examiners  protesting 
the  biennial  renewal  fee  increase. 

New  business.  Will  refer  to  the 
Council  on  Public  Relations  con- 
cerns about  salaries  being  paid  to 
the  nonphysician  individuals 
heading  U.S.  Healthcare  and 
whether  or  not  those  expen- 
ditures impact  on  premiums  on 
patient  care. 

Retiring  members  of  the 
Board.  Noted  the  retirement  of 
the  following  members:  Michael 
M.  Heeg,  MD;  Herbert  Langer, 
MD;  Carl  Restivo,  Jr,  MD;  Joseph 
A.  Riggs,  MD;  and  Judy  Forster. 
Also,  expressed  appreciation  to 
Dr.  Ryan  as  president  and  chair- 
man. □ 

The  reorganization  meeting  of 
the  Medical  Society  of  New 
Jersey  (MSNJ)  Board  of  Trustees 
was  held  on  May  5,  1993,  in  At- 
lantic City.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of 
significant  actions  follows: 

Reorganization. 

1.  Introductions.  Welcomed 

the  following  newly  elected  of- 
ficers: Fred  M.  Palace,  MD, 

president-elect;  Louis  J.  Keeler, 
MD,  first  vice-president;  and 
Anthony  P.  Caggiano,  Jr,  MD, 
second  vice-president.  Also,  wel- 
comed newly  elected  trustees: 
Giovanni  Lima,  MD;  Donald  J. 
Cinotti,  MD;  John  W.  Spurlock, 
MD;  Carlo  Porcaro,  MD.  (Unable 
to  attend  the  meeting  were 
Arnold  I.  Pallay,  MD,  and  Ron 
Drapkin.)  And,  welcomed  Joan 
M.  Gering,  MSNJ  Auxiliary  presi- 
dent, and  Dorothy  Espinola, 
MSNJ  Auxiliary  president-elect. 

2.  Board  meetings.  Noted  the 


following  meeting  dates:  July  18; 
September  19;  October  17;  Nov- 
ember 21;  December  19;  January 
16,  1994;  February  20,  1994; 
March  20,  1994;  and  dates  to  be 
announced  for  April  and  May. 

3.  Referrals  from  1993  House 
of  Delegates.  Noted  that  the 
following  were  referred  to  the 
House  of  Delegates;  for  detailed 
information  on  actions,  see  Trans- 
actions in  this  issue:  Resolution 
#4  (Review  New  Jersey  Regula- 
tions); Resolution  #6  (Medicare 
Part  A Reimbursement);  Resolu- 
tion #14  (Medicare  Patients 
Freedom  of  Choice);  Resolution 
#17  (Right  To  Collective  Bargain- 
ing); Resolution  #22  (Allegations 
and  Accusations  of  Misconduct 
Against  Physicians);  Resolution 
#36  (Advance  Directives);  Res- 
olution #41  (Washington,  DC  Ac- 
tion Items  in  American  Medical 
News);  Resolution  #43  (Health 
Care  Policy  Requirements  for 
Elected  Officials  and  Federal 
Employees);  Resolution  #47  (Op- 
position to  Managed  Competi- 
tion); Resolution  #48  (Support  for 
Health  IRAs);  Resolution  #49 
(Correct  Health  Insurance  In- 
come Tax  Inequity);  Resolution 
#50  (Federal  Health  Care  Re- 
form Task  Force);  Resolution  #51 
(Support  of  American  Association 
of  Physicians  and  Surgeons  Suit); 
Resolution  #55E  (Windfall  (Pro- 
vider/Physieian)  Tax);  Resolution 
#12  (1ICFA  1500  Claim  Form); 
Resolution  #13  (Annual  Meeting 
Sehedule/Location);  Resolution 
#28  (Survey  on  Kern  Augustine 
Conroy  & Schoppmann);  Resolu- 
tion #37  (Smoking  Cessation 
Counseling);  Resolution  #2 
(Medicaid  Claim  Form);  Resolu- 
tion #8  (Requirement  To  Offer 
Traditional  Health  Insurance  as 
an  Option);  Resolution  #9 
(Procedure  Code  Modification); 
Resolution  #10  (Proper  Notifica- 
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tion  of  Changes  in  Limiting 
Charges);  Resolution  #11 
(Guidelines  in  an  Office  Setting); 
Resolution  #18  (Managed  Care 
Resource  Advisory  Panel/Com- 
mittee); Resolution  #21  (Physi- 
cians’ HMO/IPA);  Resolution 
#38  (IPA/Hospital  Networks); 
Resolution  #45  (Communications 
Between  MSNJ-Endorsed  Pro- 
grams and  County  Medical 
Societies);  Resolution  #56E  (Re- 
bundling of  Physician  Services); 
Resolution  #59E  (Opposition  to 
the  Proposed  BCBSNJ  Network 
Plan);  Resolution  #3  (Block 
Caller  ID);  Resolution  #24 
(Privacy  of  Physicians’  Home 
Telephone  Numbers);  Resolution 
#7  (Tort  Reform);  Resolution 
#15  (Managed  Care  Program/ 
Physician  Open  Enrollment); 
Resolution  #32  (Access  to 
HMOs);  Resolution  #19  (Preser- 
vation of  Children’s  Referral 
Centers  in  New  Jersey);  Resolu- 
tion #20  (Free  Choice  of  Physi- 
cians by  Patients);  Resolution  #25 
(Public  Relations  Campaign);  Res- 
olution #26  (HMO  Regulation 


Reform);  Resolution  #27  (Patient 
Empowerment  — Freedom  of 
Choice);  Resolution  #31  (Truth  in 
Health  Care  Costs);  Resolution 
#33  (Physician  Input  Health 
Care  Reform);  Resolution  #40 
(Physician  Eligibility  Under 
Managed  Care);  Resolution  #42 
(MSNJ’s  Position  on  Certificate  of 
Need);  Resolution  #53E  (Health 
Care  Bill  of  Rights). 

Unfinished  business. 

1.  MSNJ  policy  manual. 

Noted  that  the  MSNJ  policy  com- 
pendium will  be  compiled  this 
summer. 

2.  Committee  on  Membership 
Services.  Approved  the  following: 

That  MSNJ  endorse  the  expansion  of 
the  Physician  Advocacy  Program  to 
include:  Department  of  Environmen- 
tal Protection  and  Energy  Legal  De- 
fense Program;  State  of  New  Jersey 
Department  of  Insurance  Fraud 
Legal  Defense  Program;  and  Occupa- 
tional Safety  Administration  Legal 
Defense  Program. 

JEMPAC/MedAC.  Applauded 
Harry  Carnes,  MD,  on  his  con- 


tinued efforts  as  JEMPAC  chair- 
man and  noted  Dr.  Carnes’  re- 
quest that  MedAC  contributions 
are  important  in  this  legislative 
year. 

Legislative  update.  Noted  that 
MSNJ  will  be  represented  at  the 
certificate  of  need  law  hearing. 

New  business.  Noted  the 
following  information  from  MSNJ 
President  Joseph  N.  Mieale,  MD, 
concerning  the  manner  of  con- 
ducting future  Board  meetings: 

Anyone  wishing  to  speak  should  be 
recognized  by  the  chairman.  To 
enable  the  chairman  to  move  the 
meeting  expeditiously,  no  cross  dis- 
cussion will  be  permitted. 

Items  for  discussion  are  to  be  sub- 
mitted in  advance,  so  that  they  can 
be  listed  on  the  agenda.  Exceptions 
will  be  permitted  for  issues  of  an 
emergent  nature.  Every  effort  will  be 
made  to  include  emergency  items  on 
the  revised  agenda. 

Motions  should  be  made  to  initiate 
meaningful  discussion  of  a given 
topic;  the  chairman  will  have  the 
prerogative  to  determine  whether  the 
discussion  is  in  order.  □ 


UMDNJ  NOTES 


UMDNJ  graduates  largest  conferred  professional  degrees  history — at  its  20th  annual  corn- 

class.  UMDNJ,  New  Jersey’s  uni-  and  certificates  on  more  than  960  mencement  ceremony  at  the 

versity  of  the  health  sciences,  students— the  largest  class  in  its  Garden  State  Arts  Center, 

Holmdel.  UMDNJ  presented 
honorary  degrees  to  Albert  W. 
Merck,  chairman  of  the  State 
Board  of  Higher  Education,  and 
to  Dr.  Charles  A.  McCallum, 
physician,  dentist,  and  president 
of  the  University  of  Alabama  at 
Birmingham.  The  University’s 
Medal  for  Distinguished  Leader- 
ship was  awarded  to  state  Senator 
Wynona  M.  Lipman,  champion  of 
improved  education,  health,  and 
human  rights  for  the  state’s 
citizens.  Kevin  P.  Walsh,  a 1978 
graduate  of  UMDNJ-Sehool  of 
Health  Related  Professions’  Phy- 
sician Assistant  Program,  received 
the  UMDNJ  Distinguished  Alum- 
nus Award. 

Program  counsels  juveniles 
charged  with  automobile  theft.  A 

new  program  that  offers  counsel- 
ing as  an  alternative  to  incarcera- 
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tion  for  thrill-seeking  juveniles 
charged  with  automobile  theft  is 
underway  at  UMDNJ-Communi- 
ty  Mental  Health  Center 
(CMHC),  Newark.  The  innovative 
program,  which  stresses  family- 
oriented  counseling,  is  an  alterna- 
tive to  the  case  being  heard 
before  the  Essex  County  Family 
Court.  It  is  based  on  a successful 
model  that  CMHC  has  developed 
for  helping  youths  with  serious 
behavior  problems.  The  goal  of 
this  program,  the  Juvenile  Early 
Intervention  Program  (JEIP),  is  to 
turn  these  youngsters  around 
before  they  advance  to  more 
dangerous  criminal  activity.  The 
focus  is  ou  redirecting  the  com- 


PLACEMENT FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
information  concerning  these 
physicians,  we  suggest  you  make 
inquiries  directly  to  them. 

Gastroenterology 

Jasmine  Jeffers,  MD,  945  Wewanna 
Avenue,  Union,  NJ  07083.  Columbia 
College  of  Physicians  and  Surgeons 
1990.  Board  certified  (IM).  Board 
eligible  (CASTRO).  Group.  Available. 

Internal  Medicine 

Gregory  E.  Broslawski,  DO,  57 


pulsive  desire  for  thrills  and  a 
sense  of  personal  power  and  con- 
trol that  underlies  car  stealing 
into  positive  activities. 

New  division  chiefs.  Two  new 
division  chiefs  have  been  ap- 
pointed at  UMDNJ-Robert  Wood 
Johnson  Medical  School,  Piscat- 
away/New  Brunswick.  Dr.  Greg- 
ory Borah  has  been  named  chief 
of  the  Division  of  Plastic  Surgery 
and  Dr.  Alan  Graham  has  been 
named  chief  of  the  Division  of 
Vascular  Surgery. 

UMDNJ-University  Hospital 
CEO  resigns.  Marc  H.  Lory  has 
resigned  as  vice-president  and 
chief  executive  officer  of 
UMDNJ-University  Hospital, 


Westchester  Terr.,  Annandale,  NJ 
08801.  UMDNJ  1989.  Board  eligible 
(IM).  Available. 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible 
(IM  and  PED).  Available  August 
1993. 

Paul  D.  Hieholzer,  DO,  4019 
Gilliam  St.,  Philadelphia,  PA  19135. 
Philadelphia  College  of  Osteopathy 
1990.  Board  certified  (IM).  Available. 
Inez  Teresa  Hubbard,  MD,  P.O. 
Box  489,  Orange,  NJ  07051.  UMDNJ 
1981.  Board  eligible  (IM).  Solo  or 
partnership.  Available. 

James  R.  Smith,  MD,  322  Claremont 
Ave.,  Montclair,  NJ  07042.  UMDNJ 


Newark.  Mr.  Lory,  whose  resig- 
nation took  effect  June  1,  ac- 
cepted a position  as  executive 
vice-president  and  chief  operating 
officer  of  The  Presbyterian 
Hospital,  Columbia- Presbyterian 
Medical  Center  in  New  York 
City.  Mr.  Lory  frequently  was 
called  upon  to  act  as  an  industry 
spokesperson  on  key  urban  health 
issues,  including  AIDS,  uncom- 
pensated care,  and  health  care  re- 
form. He  served  as  vice-chairman 
of  the  Board  of  University  Health 
System  of  New  Jersey,  a con- 
sortium of  UMDNJ  and  its  major 
teaching  affiliates.  □ Stanley  S. 
Bergen,  Jr,  MD,  President 


1989.  Group  or  hospital  based.  Avail- 
able. 

Nephrology 

Vinitha  Raghavan,  MD,  7 Over- 
brook Rd.,  Upper  Saddle  River,  NJ 
07458.  Guntur  Medical  College 
(India)  1981.  Board  certified  (IM). 
Group  or  partnership.  Available. 

Obstetrics  /Gynecology 
Slawomir  Magier,  MD,  260  Water- 
side Dr.,  Little  Ferry,  NJ  07643.  Uni- 
versity of  Bonn  (Germany)  1987. 
Board  eligible  (OB/GYN).  Available 
September  1993. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville,  NJ  08876. 
GOA  (India)  1968.  Board  certified 
(PATH).  Group.  Available. 

Pidmonary 

James  R.  Tierney,  MD,  1320  Quail 
Roost,  Pittsburgh,  PA  15237.  World 
University  School  of  Medicine  1986. 
Board  eligible  (PUL).  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

Surgery 

Mark  A.  Bartolozzi,  MD,  West- 
chester County  Medical  Center,  P.O. 
Box  17,  Valhalla,  NY  10595.  New 
York  Medical  College  1987.  Board 
eligible  (SURG).  Partnership.  Avail- 
able. 

Andrew  Dobradin,  MD,  17  Slater 
Ave.,  Providence,  RI  02906.  Medical 
Academy  (Poland)  1979.  Group  or 
partnership.  Available. 


MEETINGS  OF  THE 
BOARD  OF  TRUSTEES 
of  the  Medical  Society  of  New  Jersey 

July  18,  1993 
September  19,  1993 
October  17,  1993 
November  21,  1993 
December  19,  1993 
January  16,  1994 
February  20,  1984 
March  20,  1994 

Meetings  of  the  Board  of  Trustees  are  open 
to  all  physicians. 
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STATE-OF-THE-ART  IMAGING 


■ Magnetic  Resonance  Imaging  (MR) 

■ Computed  Axial  Tomography  (CT) 

■ Ultrasound  Imaging  (including  Color,  Carotid  & Venous  Doppler) 

■ Low  Dose  X-Rays  including  Fluoroscopy 

■ Low  Dose  Mammography  ( ACR  Accredited) 

SERVING  PHYSICIANS  AND  PATIENTS 

Radiologists  always  present  to 
monitor  all  examinations. 

MEDICAL  IMAGING,  PA 
(201)  933-0310 

69  Orient  Way,  Rutherford  NJ  07070 

(Just  one  mile  for  the  intersection  of  Routes  3 & 1 7) 


Written  reports  & ■ 
films  delivered  within  24  hours 


Joseph  F.  Inzinma,  M.D. 
Medical  Director 


Priorities  for  the  Primary  Care  Physician 

Friday  & Saturday,  October  1 & 2, 1993 

Bally’s  Park  Place  Casino  Hotel  & Tower,  Atlantic  City,  New  Jersey 

Cooper  Hospital/University  Medical  Center 
I UMDNJ/Robert  Wood  Johnson  Medical  School  at  Camden 
y American  Cancer  Society,  New  Jersey  Division,  Inc 
» J Cancer  Center  of  Southern  New  Jersey 
^ Cancer  Institute  of  New  Jersey 

Coriell  Institute  for  Medical  Research 


Site  specific  cancers:  • Breast  • Colorectal  • Gynecologic 
• Lung  • Prostate 

Workshops  include:  • Pain  Management  • Hands-on 
Screening  for  Breast,  Prostate,  Pelvic  and  ENT  Exams 


• Nutrition  • Tumor  Markers 

For  brochure: 

Department  of  CME 
Cooper  Hospital/ 

University  Medical  Center 

609.342.3260 

15  Category  1 AMA  Credits 


Chemoprevention 


MEi/f/ 

Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  in  The  Region 


IS  POOR  CASH  FLOW  A PROBLEM? 

The  solution  is: 
’The  System”  by  MEDIX 

INDUSTRY  "LEADER"  IN 
ELECTRONIC  CLAIMS  TECHNOLOGY 


McDui 

MANAGEMENT  SYSTEMS  :OR  HEALTH  CARE  PROFESSIONALS 

P.O.  Box  10079  • Newark,  N.J.  07101-3079 

Call  201-648-0008  Ext.  181 


#3 


8M  B a regetered  trademark  ot  the 
kitemational  Business  Macftnes  CoporaSon 
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IN  MEMORIAM 


GEORGE  A.  PAUL 


A 1929  graduate  of  Columbia 
University  College  of  Physicians 
and  Surgeons,  New  York,  George 
Armin  Paul,  MD,  passed  away  on 
December  23,  1992,  at  the  grand 
age  of  88.  Dr.  Paul  was  medical 
director  of  the  Hyatt  Roller  Bear- 
ing Division  of  General  Motors  in 
Harrison  and  in  Clark,  until  he 
retired  in  1968.  Prior  to  his  direc- 
torship, Dr.  Paul  was  a general 
practitioner  in  Irvington.  Dr.  Paul 
was  president  of  the  New  Jersey 


Occupational  Health  Society;  he 
was  a member  of  our  Essex  Coun- 
ty component,  of  the  American 
Medical  Association,  and  of  the 
Academy  of  Medicine  of  New 
Jersey.  Dr.  Paul  completed  an  in- 
ternship at  City  Hospital, 
Newark,  and  received  his  New 
Jersey  medical  license  in  1930. 
Born  on  May  15,  1904,  in 

Newark,  Dr.  Paul  resided  in 
Maplewood  and  Irvington,  and 
retired  to  Sun  City,  Arizona. 


JOSEPH  C.  HUMBERT 


ALLAN  W.  MACGREGOR 


FREDERICK  L.  MARX 


Bom  on  April  19,  1910,  in 
Hasbrouck  Heights,  Joseph  C. 
Humbert,  MD,  died  on  June  23, 
1991.  Dr.  Humbert  attended  the 
University  of  Pennsylvania  School 
of  Medicine,  Philadelphia,  in 
1935.  Two  years  later,  he  received 
his  New  Jersey  medical  license. 
Dr.  Humbert  completed  an  in- 
ternship at  The  Mountainside 
Hospital,  Montclair.  During  his 
career  as  a general  practitioner, 


At  the  grand  age  of  99,  Allan 
Wilson  MacGregor,  MD,  passed 
away  on  February  27,  1993; 

he  was  born  on  January  25, 
1894,  in  Bethel,  Connecticut.  Dr. 
MacGregor  was  chief  of  surgery 
at  Paterson  General  Hospital, 
Paterson,  for  40  years.  After  being 
awarded  a medical  degree  from 
the  University  of  Maryland 
School  of  Medicine,  Baltimore,  he 
completed  an  internship  at  Uni- 


Allergist Frederick  L.  Marx, 
MD,  died  on  November  10,  1992, 
at  the  age  of  92.  Dr.  Marx  was 
born  in  Wiesbaden,  Germany,  on 
May  1,  1899.  He  was  awarded  a 
medical  degree  from  Johann- 
Wolfgang-Goethe  University, 
Germany,  in  1922,  where  he  also 


Dr.  Humbert  was  a school  physi- 
cian for  Greenwich  Township; 
was  on  staff  at  Warren  Hospital, 
Phillipsburg;  was  a member  of  the 
American  Medical  Association 
and  of  our  Warren  County  com- 
ponent; and  was  a diplomate  of 
the  American  Board  of  Family 
Practice.  Dr.  Humbert  served  in 
the  United  States  Navy  during 
World  War  II. 


versity  Hospital,  Baltimore,  and  a 
residency  at  Paterson  General 
Hospital.  Dr.  MacGregor  main- 
tained a private  practice  in 
Paterson  for  many  years.  He  was 
a member  of  our  Passaic  County 
component  and  a fellow  of  the 
American  College  of  Surgeons. 
Dr.  MacGregor  resided  in 
Paterson  and  HoHoKus  before 
moving  to  Southbury,  Connecti- 
cut, 20  years  ago. 


completed  an  internship  and  a 
residency.  Dr.  Marx  maintained  a 
practice  in  Germany  from  1928  to 
1938.  After  emigrating  to  the 
United  States  in  1938,  Dr.  Marx 
practiced  in  New  York  City  and 
Irvington.  He  was  affiliated  with 
Englewood  Hospital,  Englewood. 
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Dr.  Marx  was  a member  of  the  Essex  County  components,  and  of 
Medical  Society  of  the  County  of  the  American  Medical  Associa- 
New  York,  of  our  Bergen  and  tion. 


ARMAND  M.  MILANESI 


A general  surgeon  in  North 
Bergen  for  over  50  years  and 
a Golden  Merit  Award  recipient, 
Armand  Mario  Milanesi,  MD, 
passed  away  on  January  27,  1993. 
Dr.  Milanesi  was  born  in  New 
York  City,  on  November  16,  1912. 
Dr.  Milanesi  was  affiliated  with 
Jersey  City  Medical  Center  and 
North  Hudson  Hospital;  he  was  a 
professor  at  Fairleigh  Dickinson 
University  Graduate  School.  Dr. 
Milanesi  was  a fellow  of  the  In- 
ternational College  of  Proctology 
and  of  the  International  College 


of  Surgeons,  and  a member  of  our 
Hudson  County  component.  Dr. 
Milanesi  was  graduated  from 
Loyola  University  School  of 
Medicine,  Chicago,  in  1938,  and 
completed  postgraduate  work  at 
Seton  Hall  University;  he  served 
an  internship  at  North  Hudson 
Hospital.  Dr.  Milanesi  was  a 
United  States  Army  Medical 
Corps  veteran  of  World  War  II, 
providing  general  surgical 
services  in  European  hospitals. 
Dr.  Milanesi  was  80  years  old  at 
the  time  of  his  death. 


WILLIAM  P.  MULFORD 


Seventy-nine-year-old  William 
Pinkerton  Mulford,  MD,  of 
Moorestown,  died  on  February 
10,  1993.  Bom  on  January  17, 
1914,  in  Burlington,  Dr.  Mulford 
was  a life-long  resident  of  Bur- 
lington County.  Dr.  Mulford  spe- 
cialized in  industrial  medicine 
and  orthopedics.  He  was  affiliated 
with  Memorial  Hospital  of  Bur- 
lington County,  Mount  Holly,  and 
Zurbrugg  Memorial  Hospital, 
Riverside  division.  During  his 
medical  career,  Dr.  Mulford  also 
was  an  attending  physician  for 
U.S.  Pipe  and  Foundry  Company, 
Hercules,  Inc.,  B.F.  Goodrich, 
and  H.K.  Porter;  was  the  medical 


director  for  Mulford/Daly  As- 
sociates, Beverly;  lectured  ex- 
tensively for  the  American  Cancer 
Society;  was  treasurer  of  our  Bur- 
lington County  component;  and 
was  a member  of  the  American 
Medical  Association.  During  his 
military  career,  Dr.  Mulford 
served  as  a Navy  physician;  he 
was  awarded  the  Bronze  Star  and 
the  Purple  Heart  of  Valor,  and 
was  a naval  flight  surgeon  aboard 
the  aircraft  carrier  USS 
Kearsarge.  Dr.  Mulford  was 
awarded  a medical  degree  from 
the  University  of  Virginia, 
Charlottesville,  in  1940. 
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EDITORIAL  CRITERIA 


CONTENT 


New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
Society  of  New  Jersey.  The  goals 
are  educational  and  informational. 
All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  of 
each  issue  appear  as  scientific 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  of  nonscien- 
tific  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contributors 
on  timely  and  relevant  subjects. 
The  Doctors’  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa- 
tion of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 

transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  NEW  JERSEY  MEDICINE 
must  contain  the  following 


language  and  must  be  signed  by 
all  authors. 

“In  consideration  of  NEW 
Jersey  Medicine  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns, 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  NEW 
Jersey  Medicine 


SPECIFICATIONS 


Submit  two  manuscripts  that 
must  be  typewritten  and  double 
spaced  on  8V2"  by  11"  paper. 
Statistical  methods  used  in 
articles  should  be  identified. 

The  title  page  should  include 
the  full  name,  degrees,  and  affilia- 
tions of  all  authors,  and  the  name 
and  address  of  the  author  to 
whom  reprint  requests  and  cor- 
respondence should  be  sent. 

The  author  should  submit  a 30- 
word  abstract  to  be  used  at  the 
beginning  of  the  article. 

Tables  must  be  typewritten  and 
double  spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and 
number.  Symbols  for  units  should 
be  confined  to  column  headings, 


and  abbreviations  should  be  kept 
to  a minimum. 

Illustrations  should  be  profes- 
sional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  When  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or 
publication  permission,  signed  by 
the  subject  or  responsible  person, 
must  be  included  with  the  photo- 
graph. Material  taken  from  other 
publications  must  give  credit  to 
the  source. 

Generic  names  should  be  used 
with  proprietary  names  indicated 


parenthetically  or  as  a footnote 
with  the  first  use  of  the  generic 
name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the 
registration  symbol — * . 

The  summary  of  the  article 
should  not  exceed  250  words;  it 
should  contain  essential  facts. 

References  should  not  exceed 
35  citations  except  in  review 
articles,  and  should  be  cited  con- 
secutively by  numbers  in 
parentheses  at  the  end  of  the 
sentence.  The  style  of  NEW 
Jersey  Medicine  is  that  of  Index 
Medicus: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  N J MED 
74:1050-1052,  1977. 


PUBLICATION  POLICY 


Receipt  of  each  manuscript  will 
be  acknowledged;  the  paper  will 
be  referred  to  the  Editorial 
Board.  Final  decision  is  reserved 


for  the  editor.  No  direct  contact 
between  the  reviewers  and  the 
authors  will  be  permitted. 

All  communications  should  be 


sent  to  NEW  JERSEY  MEDICINE, 
MSNJ,  2 Princess  Road, 
Lawrenceville,  NJ  08648.  D 
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Transactions 


Table  of  Contents 

Reference  Committee  on  Constitution  and  Bylaws /"A" 

President/Chairman  of  the  Board  of  Trustees  Tr  5 

Judicial  Council  Tr  8 

AMA  Delegation  Tr  9 

Committee  on  Long-Range  Planning  & Development  Tr  12 

Committee  on  Physicians’  Health  Tr  13 

Committee  on  Revision  of  Constitution  and  Bylaws  Tr  14 

Resolution  # 4:  Review  New  Jersey  Regulations  Tr  15 

Resolution  # 6:  Medicare  Part  A Reimbursement  Tr  15 

Resolution  #14:  Medicare  Patients  Freedom  of  Choice  Tr  16 

Resolution  #17:  Right  To  Collective  Bargaining  Tr  16 

Resolution  #22:  Allegations  and  Accusations  of  Misconduct  Against 

Physicians  Tr  17 

Resolution  #35:  Expert  Medical  Opinion  Tr  18 

Resolution  #36:  Advance  Directives  Tr  19 

Resolution  #41:  Washington,  DC  Action  Items  in  American  Medical  News  Tr  20 

Resolution  #43:  Health  Care  Policy  Requirements  for  Elected  Officials 

and  Federal  Employees  Tr  21 

Resolution  #44:  MSNJ  Board  of  Trustees  Representation  by  County 

Medical  Societies  Tr  21 

Resolution  #47:  Opposition  to  Managed  Competition  Tr  22 

Resolution  #48:  Support  for  Health  IRAs  Tr  23 

Resolution  #49:  Correct  Health  Insurance  Income  Tax  Inequity  Tr  24 

Resolution  #50:  Federal  Health  Care  Reform  Task  Force  Tr  24 

Resolution  #51:  Support  of  American  Association  of  Physicians  and 

Surgeons  Suit  Tr  25 

Resolution  #55E:  Windfall  (Provider/Physician)  Tax  Tr  26 

Members:  Kelly  M.  Reid,  MD,  chairman;  Robert  C.  Emery,  MD;  Joseph  W.  Kozielski, 

MD;  Frank  L.  Redo,  MD;  Om  P.  Sawhney,  MD;  and  Wayne  R.  Draesel,  MD,  alternate. 

Reference  Committee  "B" 

Board  Item:  Tuberculosis  Control  Activities  Tr  27 

Secretary  Tr  28 

Treasurer  Tr  30 

Committee  on  Finance  and  Budget  Tr  32 

Council  on  Mental  Health  Tr  35 

Council  on  Public  Health  Tr  36 

Supplemental  Report  Tr  37 

Committee  on  Annual  Meeting  Tr  39 

Nominations  for  Emeritus  Membership  Tr  40 

Supplemental  Reports  Tr  42 

Resolution  # 1:  Support  the  American  Health  Legal  Foundation  Tr  43 


Tr  2 


Resolution  #12:  HCFA  1500  Claim  Form  Tr  43 

Resolution  #13:  Annual  Meeting  Schedule/Location  Tr  44 

Resolution  #28:  Survey  on  Kern  Augustine  Conroy  & Schoppmann  Tr  44 

Resolution  #29:  Inhouse  Legal  Services  Department  Tr  45 

Resolution  #34:  Prepaid  Inhouse  Legal  Representation  Tr  45 

Resolution  #37:  Smoking  Cessation  Counseling  Tr  47 

Resolution  #46:  Pharmaceutical  Generic  Substitutions  Tr  48 

Members:  Rajendra  Prasad  Gupta,  MD,  chairman;  Giovanni  Lima,  MD; 

Luz  Morabe-Naval,  MD;  Joel  W.  Rosenberg,  MD;  Paul  J.  Schneider,  MD;  and 
Frank  Sparandero,  MD,  alternate. 

Reference  Committee  "C" 

Council  on  Medical  Services  Tr  49 

Supplemental  Report  Tr  50 

Resolution  # 2:  Medicaid  Claim  Form  Tr  52 

Resolution  # 8:  Requirement  To  Offer  Traditional  Health  Insurance  as 

an  Option  Tr  52 

Resolution  # 9:  Procedure  Code  Modification  Tr  53 

Resolution  #10:  Proper  Notification  of  Changes  in  Limiting  Charges  Tr  53 

Resolution  #11:  Guidelines  in  an  Office  Setting  Tr  54 

Resolution  #16:  MSNJ-Sponsored  Managed  Care  Tr  55 

Resolution  #18:  Managed  Care  Resource  Advisory  Panel/Committee  Tr  55 

Resolution  #21:  Physicians’  HMO/IPA  Tr  56 

Resolution  #23:  Prohibition  of  Hospitals  Granting  Discounts  Tr  57 

Resolution  #30:  Insurance  Accountability  Pilot  Project  Tr  58 

Resolution  #38:  IPA/Hospital  Networks  Tr  59 

Resolution  #39:  Managed  Care  Ombudsman  Tr  59 

Resolution  #45:  Communications  between  MSNJ-Endorsed  Programs  and 

County  Medical  Societies  Tr  60 

Resolution  #56E:  Rebundling  of  Physician  Services  Tr  60 

Resolution  #59E:  Opposition  to  the  Proposed  BCBSNJ  Network  Plan  Tr  61 

Resolution  #60E:  BCBSNJ  Managed  Care  Network  Tr  62 

Members:  William  J.  Dowling,  Jr,  MD,  chairman;  Andrew  Kunish,  MD;  Jeffrey  M. 

Solomon,  MD;  John  W.  Spurlock,  MD;  Mary  F.  Campagnolo,  MD,  alternate. 

(Louis  G.  Fares,  II,  MD,  was  excused.) 

Reference  Committee  "D" 

Council  on  Public  Relations  Tr  63 

Council  on  Legislation  Tr  66 

Supplemental  Report  Tr  78 

Resolution  # 3:  Block  Caller  ID  Tr  80 

Resolution  # 5:  Patients’  Freedom  To  Choose  Their  Own  Primary  Care 

Physician  Regardless  of  Insurance  Plan  Tr  81 


Tr  3 


Resolution  # 7:  Tort  Reform  Tr  82 

Resolution  #15:  Managed  Care  Program/Physician  Open  Enrollment  Tr  83 

Resolution  #19:  Preservation  of  Children’s  Referral  Centers  in  New  Jersey  ....  Tr  84 

Resolution  #20:  Free  Choice  of  Physicians  by  Patients  Tr  84 

Resolution  #24:  Privacy  of  Physicians’  Home  Telephone  Numbers  Tr  85 

Resolution  #25:  Public  Relations  Campaign  Tr  86 

Resolution  #26:  HMO  Regulation  Reform  Tr  86 

Resolution  #27:  Patient  Empowerment— Freedom  of  Choice  Tr  87 

Resolution  #31:  Truth  in  Health  Care  Costs  Tr  87 

Resolution  #32:  Open  Access  to  HMOs  Tr  88 

Resolution  #33:  Physician  Input  Health  Care  Reform  Tr  88 

Resolution  #40:  Physician  Eligibility  Under  Managed  Care  Tr  89 

Resolution  #42:  MSNJ’s  Position  on  Certificate  of  Need  Tr  90 

Resolution  #53E:  Health  Care  Bill  of  Rights  Tr  90 


Members:  Harold  R.  Reeve,  MD,  chairman;  Henriette  E.  Abel,  MD;  Dale  E.  Edlin,  MD; 
Gino  R.  Gonnella,  MD;  Francis  J.  Lumia,  MD;  and  Anthony  R.  Giorgio,  MD,  alternate. 


Additional  Materials 


Memorial  Resolution:  Joseph  P.  Donnelly,  MD  Tr  91 

Offices  Filled  by  Election  Tr  92 


1992  Transactions 

The  House  of  Delegates  approved  the  Transactions  of  the  1992  Annual  Meeting, 
as  published  in  New  Jersey  Medicine. 

Action  To  Limit  Debate 

The  House  of  Delegates  agreed,  upon  motion  duly  made  and  seconded,  that  no 
one  may  speak  more  than  once  on  any  given  subject  except  in  rebuttal  or  by  express 
permission  of  the  House  of  Delegates,  and  that  floor  time  in  each  instance  shall  be  limited 
to  four  minutes  unless  exception  is  made  by  the  House  of  Delegates. 

Reports  and  Resolutions 

Reports  and  resolutions  and  the  actions,  thereon,  are  included  under  the  Reference 
Committee  to  which  they  were  assigned.  The  House  of  Delegates  takes  action  only  on 
the  resolved  sections  of  a resolution. 


Presidential  Appointments 


Speaker  ......  Karl  T.  Franzoni,  MD,  Mercer 

Vice-Speaker  Walter  J.  Kahn,  MD,  Monmouth 

Chief  Sergeant-at-Arms  ..  Frank  L Redo,  MD,  Salem 

Sergeants-at-Arms  Louis  G.  Fares,  II,  MD,  Mercer 

Charles  M.  Moss,  MD,  Bergen 
Paul  R.  Megibow,  MD,  Bergen 


Chief  Teller  ....  George  T.  Hare,  MD,  Camden 

Chairman  of  Reference  Committee 
on  Credentials  . Donald  J.  Cinotti,  MD,  Hudson 


President/Chairman  of  the  board  of  Trustees 


William  E.  Ryan,  MD 

Reference  Committee  on  Constitution  and  Bylaws/“A” 


R A y year  as  President  of  the  Medical  Society  of 
IVl  New  Jersey  (MSNJ)  has  been  exhilarating  and 
disconcerting.  My  impression  that  medical  care  in  New 
Jersey  and  in  America  is  the  world’s  best  has  been 
reinforced.  Physicians  around  this  state  have  risen  to 
the  political  occasion  in  unexpected  numbers. 
However,  threatening  winds  of  change— nationally 
and  statewide— are  upon  us.  We  currently  are 
engaged  in  a great  struggle  as  to  whether  or  not 
private  practice,  as  we  know  it,  will  continue  to  exist. 
Our  chances  of  controlling  our  destiny  are  only  in 
proportion  to  the  effort  expended  in  the  political 
debate.  Let  me  review  the  key 
events  of  the  past  12  months. 

National  Events 

I.  National  health  initiatives 
under  the  Clinton  administration.  Not 

since  the  Medicare  law  was  initial- 
ly passed  in  1965  has  there  been 
such  a national  consensus  for  re- 
form of  health  care.  Polls  and  elec- 
tions show  the  public  is  for  reform. 

The  cost  of  health  care  benefits 
packages  has  been  a major  source 
of  concern  in  industry.  Legislators, 
such  as  Senator  Harris  Wofford  of 
Pennsylvania,  have  popularized 
Medicare  reform.  President  Clinton  has  decided  that 
health  care  reform  is  the  linchpin  of  his  economic 
recovery  program,  and  has  placed  Hillary  Clinton  in 
charge  of  developing  a national  health  insurance 
proposal.  Momentum  for  a health  care  reform 
package  is  unstoppable.  A health  care  task  force  has 
been  set  in  place  to  consider  various  alternative 
measures.  Organized  medicine  has  been  promised  a 
“seat  at  the  table”— but  I do  not  see  that  happening 
as  yet.  Unless  we  are  able  to  express  cogent  arguments 
and  are  extremely  vocal,  I do  not  see  organized 
medicine  playing  a role  in  developing  health  policy, 
but  merely  as  an  after-the-fact  critic  of  some  designed 
administrative  plan.  The  principal  issue  is  cost  contain- 
ment, and  how  that  will  be  effected.  Some  believe  that 
budget  caps  and  global  budgets  will  be  the  answer. 
Others  support  managed  competition  as  the  way  to 


go.  The  debate  is  unfolding.  Finding  a handle  on  cost 
through  the  venue  of  managed  care/managed  competi- 
tion now  has  surged  to  the  forefront  in  national  de- 
bate. Championed  by  Alain  Einthoven  and  the  “con- 
servative democratic  form,”  this  concept  holds  that 
significant  controls  on  medical  expenditures  can  be 
obtained  by  competitive  bidding  for  health  care 
services  on  the  part  of  organized  consumers  and  their 
agents.  While  largely  untried  and  still  developing  in 
terms  of  a firm  concept,  managed  care/managed  com- 
petition is  held  out  as  a wave  of  the  future. 

2.  RBRVS/Medicare.  In  my  opinion,  the  resource- 
based  relative  value  scale 
(RBRVS)  has  been  a failure  and 
has  not  accomplished  its  purpose. 
I know  of  virtually  no  one  in  New 
Jersey  who  has  received  more  for 
evaluation  management  services 
than  they  did  a year  ago  or  at  the 
start  of  the  program,  for  that  mat- 
ter. Surgeons  complain  of  severely 
sliced  fees.  Primary  care  income  is 
static.  More  ominously,  other 
third-party  payors  now  are  lining 
up  to  adopt  the  RBRVS  approach 
to  reimbursement.  Pay  close  atten- 
tion to  this  area  as  the  national 
debate  on  health  insurance  unfolds. 

State  Events 

1.  Stewart/Copeland  versus  Sullivan.  In  this  case,  five 
patients  and  their  physician,  Lois  Copeland,  MD, 
sought  the  right  to  contract  privately  outside  the 
Medicare  program  on  a case-by-case  basis. 

On  October  26,  1992,  District  Court  Judge 
Nicholas  Politan  decided  not  to  rule  on  the  legality 
of  the  prohibition,  because  the  policy  of  the  Depart- 
ment of  Health  and  Human  Services  was  unclear. 
Judge  Politan  further  concluded  that  the  case  was  not 
ripe.  While  many,  including  Dr.  Copeland,  feel  this 
decision  justifies  their  activity,  the  Health  Care 
Financing  Administration  (HCFA)  has  made  it  clear 
that  it  is  their  judgment  that  it  is  unlawful  to  attempt 
to  contract  for  private  care  outside  of  Medicare.  The 
Office  of  General  Counsel  of  the  American  Medical 
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Association  (AMA),  Kirk  Johnson,  and  Vincent 
Maressa,  MSNJ  executive  director/general  counsel, 
urge  extreme  care  in  interpreting  this  decision.  The 
AMA  has  developed  a bill  to  be  acted  upon  by  Con- 
gress that  will  allow  billing  outside  the  Medicare  pro- 
gram. It  will  be  introduced  shortly. 

The  problem,  as  I see  it,  is  that  by  the  time 
sponsors  are  found  and  the  bill  debated,  discussion 
will  be  shunted  aside  by  the  issue  of  national  health 
reform.  Continued  activity  in  the  press  is  desirable  to 
develop  a climate  for  this  change. 

2.  New  Jersey's  health  plan.  In  January  1992,  phase 
I of  the  State  Health  Plan  developed  by  the  executive 
branch  of  the  state  of  New  Jersey  was  introduced.  The 
product  of  bureaucrats  without  input  from  physicians 
or  hospitals,  it  was  roundly  criticized  and  hotly  de- 
bated. The  Plan  would  have  shut  six  hospitals,  closed 
2,000  hospital  beds,  and  shut  down  27  pediatric  units 
around  the  state.  Medicine  was  outraged. 

Assembly  Bill-1144  by  Stephen  A.  Mikulak  was 
passed  by  the  Legislature,  making  the  Plan  advisory. 
Governor  Florio  promptly  vetoed  the  measure,  and 
this  set  the  stage  for  a dramatic  override  by  the  As- 
semby  and  the  Senate.  Florio  tried  to  implement  the 
measure  anyway,  but  a challenge  from  the  New  Jersey 
Hospital  Association  was  sustained  in  court  just  re- 
cently. 

My  best  guess  is  that  the  Plan  will  be  revamped 
and  resubmitted.  Phase  II  of  the  Plan  is  much  more 
in  tune  with  conventional  medical  wisdom  and  is  less 
controversial.  Hopefully,  the  issue  will  be  resolved. 

3.  Health  Care  Reform  Act  of  1992.  The  issues  ad- 
dressed in  this  law  occupied  a considerable  amount 
of  my  time  during  my  term.  It  began  in  May  1992, 
when  Judge  Alfred  Wolin  held  that  self-funded 
pension  protected  health  insurance  plans  (ERISA)  are 
exempt  from  having  state-mandated  surcharges  added 
to  hospital  bills.  Hence,  the  collapse  of  the  Uncom- 
pensated Care  Trust  Fund.  This  Fund,  which  had 
dispensed  $800  million  to  hospitals  to  cover  the  care 
of  843,000  patients,  was  deemed  in  violation  of  federal 
statutes.  Discussions  as  to  alternatives  to  the  Fund 
escalated  into  considerations  of  the  entire  delivery  of 
health  care  in  New  Jersey. 


An  organization  known  as  the  New  Jersey 
Coalition  for  Health  Care  Reform  was  formed,  with 
invitees  being  MSNJ,  the  New  Jersey  Hospital  As- 
sociation, the  New  Jersey  State  Nurses  Association, 
the  Chamber  of  Commerce,  New  Jersey  Business  and 
Industry,  U.S.  Healthcare,  other  health  maintenance 
organizations  of  New  Jersey,  Blue  Cross  and  Blue 
Shield,  Prudential,  Aetna,  and  others.  This  organiza- 
tion, under  the  direction  of  a facilitator,  met  weekly 
through  the  summer  months  and  into  the  fall  of  1992, 
considering  a variety  of  issues.  Main  concerns 
included  financing  of  care  to  the  disadvantaged  and 
the  indigent. 

We  are  extremely  lucky  that  the  provider  tax, 
which  was  on  the  table  several  times,  was  finally  taken 
off  the  table  after  the  Coalition  agreed  to  the  argu- 
ment that  payment  for  charity  medical  care  was  really 
a societal  issue,  and  not  that  of  the  profession. 

No  one  was  privy  to  the  meetings  between  the 
governor’s  office  and  the  leadership  of  the  Assembly 
and  Senate  on  the  same  issues.  It  was  announced  on 
November  23,  1992,  that  there  would  be  a one-day 
hearing  on  the  Health  Care  Reform  Act  of  1992, 
which  was  hastily  printed  and  appeared  for  the  first 
time  on  Friday  afternoon,  November  20,  1992.  The 
bill,  which  had  the  sponsorship  of  virtually  all  the 
Republican  legislators,  was  devised  to  effect  a more 
privatized,  market-responsive,  physician-directed  pro- 
gram. It  promised  to  obtain  reimbursement  for  physi- 
cians not  previously  obtained  by  them  under  NEW 
JERSEY  SHIELD,  and  it  did  not  invoke  the  provider 
tax. 

I attended  the  Legislature  on  November  30, 
1992,  when  the  bill  was  debated  and  caucuses  were 
held.  However,  they  were  very  closely  controlled  and 
there  was  virtually  no  access  to  legislators.  Further, 
it  was  an  omnibus  bill,  with  no  ability  to  abstract  or 
add  any  amendments. 

Shortly  before  midnight,  the  bill  was  passed 
and  signed  by  Governor  Florio.  For  better  or  for 
worse,  it  represented  a dramatic  moment  in  medicine 
for  New  Jersey. 

Since  its  passage,  problems  with  the  bill  have 
come  to  light.  One  of  the  big  issues  was  the  interpreta- 
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tion  of  the  language  in  the  bill  having  to  do  with  caps 
and  hospital  charge  allowances.  The  New  Jersey  state 
commissioner  of  health  took  the  position  that  the  1992 
revenue  caps  should  be  strictly  enforced,  while  it  was 
the  interpretation  of  the  hospitals  and  other  legislators 
that  a more  liberal  stance  was  operative. 

Initially,  there  appeared  to  be  adequate  monies 
for  graduate  education.  Hospitals  were  free  to  set 
their  own  rates,  and  there  was  a $500  million  fund 
available  to  address  the  needs  of  inner-city  hospitals 
with  teaching  programs.  Since  true  charity  care  had 
been  deemed  to  be  about  $200  million  of  the  $800 
million  in  the  Uncompensated  Care  Trust  Fund,  it  was 
thought  that  this  was  adequate.  However,  the  universi- 
ty and  inner-city  hospitals  thought  this  was  not 
enough,  and  that  funds  for  graduate  medical  educa- 
tion had  been  severely  restricted.  Attempts  now  are 
being  made  to  redress  that  seeming  inequity. 

Finally,  the  chronic  renal  dialysis  program  was 
lifted  out  of  the  certificate  of  need  process  in  this 
legislation.  This  means  that  dialysis  centers  of 
established  inner-city  hospitals  and  teaching  programs 
no  longer  would  be  protected  against  competing 
peripheral  dialysis  units.  MSNJ  had  no  part  in  induc- 


ing this  legislation.  It  never  was  considered  by  the 
Coalition.  Some  of  the  nephrologists  have  sought  the 
passage  of  Assembly  Bill-1427,  which  places  chronic 
dialysis  units  back  under  the  certificate  of  need 
process.  MSNJ,  which  historically  has  opposed  the 
certificate  of  need  for  medical  services,  therefore,  is 
in  understandable  opposition  to  this  bill.  The  whole 
issue  has  caused  a great  deal  of  divisiveness.  Hopeful- 
ly, in  Atlantic  City  in  May,  the  issue  of  whether  or 
not  physicians’  services  are  subject  to  certificate  of 
need  or  not  will  be  thoroughly  aired  and  voted  up  or 
down. 

Special  thanks.  My  final  report  would  be  remiss 
if  I did  not  thank  all  those  at  MSNJ  and  the 
membership  who  have  worked  so  diligently  with  me 
during  the  current  year.  I particularly  want  to  thank 
Vincent  Maressa,  who  has  advised  me  on  the 
circuitous  legal  machinations  of  the  law;  Neil 
Weisfeld,  whose  keen  mind  was  very  much  respected 
at  the  Coalition  meetings;  Diana  Gore  and  her 
capable  staff  who  have  been  extremely  organized  and 
helpful;  and  all  the  MSNJ  staff  who  have  gone  out 
of  their  way  to  make  life  enjoyable  for  me  this  year. 
It  has  been  a pleasure.  Thank  you  very  much. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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judicial  Council 


Louis  G.  Fares,  MD,  Chairman 

Reference  Committee  on  Constitution  and  Bylaws/" A” 

The  Judicial  Council  presents  a summary  of  its  operations  and  those  of  county  judicial  committees  (Table)  for 
the  period  February  1992  through  January  1993. 

Referral  from  MSNJ/Board  of  Trustees  (May  6,  1992).  Resolution  #22—  Guidelines  /Standards  for  Physician  Advertising. 
The  Judicial  Council  deferred  action  on  Resolution  #22  pending  the  receipt  and  review  of  a response  from  the 
Federal  Trade  Commission  to  the  American  Medical  Association  regarding  advertising  guidelines. 


Table.  Summary  of  operations. 
Judicial  Committees 


Complaints  reported  as  disposed  of  95 

Alleging: 

Dissatisfaction  concerning  fees  20 

Dissatisfaction  concerning  medical  procedures  20 

Unprofessional  conduct  25 

Dissatisfaction  concerning  professional  ethics  30 


The  Reference  Committee  recommended  that  the 

House  Action:  The  report  was  filed. 


Judicial  Council 


Meetings  held  1 

Official  communications  acted  upon  125 

Appeal  hearings  requested  0 

Appeal  hearings  granted  0 

Formal  opinions  revised  0 


report  be  filed. 


Tr  8 


AMA  DELEGATION 


Joseph  A.  Riggs,  MD,  Chairman 

Reference  Committee  on  Constitution  and  Bylaws/“A' 


It  is  a pleasure  to  report  on  the  1992  activities 
of  the  American  Medical  Association  (AMA) 
delegation  of  MSNJ. 

A.  Meetings.  Two  meetings  were  held  during  the  year. 
The  first  meeting  was  held  in  Chicago,  Illinois,  on 
June  21  to  25,  1992,  and  the  second  meeting  was  held 
in  Nashville,  Tennessee,  on  December  6 to  9,  1992. 
The  forthcoming  annual  meeting  will  be  held  in  Chi- 
cago, Illinois,  on  June  13  to  17,  1993. 

B.  Highlights  of  AMA  Annual  Meeting. 

1.  Attendance.  The  1992 
Annual  Meeting  was  well  at- 
tended by  a full  complement  of 
the  New  Jersey  delegation. 

2.  Major  addresses.  John  J. 

Ring,  MD,  outgoing  president  of 
the  AMA,  gave  a stirring  speech 
indicating  that  we  must  maintain 
professionalism  despite  economic  and  governmental 
pressures.  John  L.  Clowe,  MD,  the  147th  president 
of  the  AMA,  pleaded  that  we  must  reach  out  to 
hardworking,  hassled  physicians  who  are  not  members 
of  the  AMA  and  of  state  societies,  and  get  them 
involved.  James  S.  Todd,  MD,  the  AMA  executive 
vice-president,  stressed  that  the  AMA  is  very  strong 
and  unified,  and  better  positioned  to  influence  the 
changes  in  health  care  reform  that  will  occur. 

3.  New  Jersey  resolutions.  New  Jersey  presented  13 
of  the  309  resolutions,  including: 

a.  Ethics  of  self-referral.  This  issue  was  of  great 
interest.  The  Council  on  Ethical  and  Judicial  Affairs 
had  stated  earlier  in  the  year  that,  with  certain  excep- 
tions, it  was  considered  unethical  to  refer  a patient 
to  a center  in  which  there  was  a significant  ownership 
interest.  The  New  Jersey  delegation,  with  instructions 
from  our  House  of  Delegates,  disagreed.  We  felt  that 
as  long  as  a test  is  medically  necessary,  at  a com- 
parable price,  with  full  disclosure  being  given,  and 
with  alternate  centers  named,  then  it  certainly  is 
ethical  to  refer.  The  AMA  House  of  Delegates 
overwhelmingly  supported  and  adopted  the  New 
Jersey  position. 


b.  Freedom  to  contract.  This  resolution,  con- 
cerning the  freedom  to  contract  initiated  by  Lois  J. 
Copeland,  MD,  was  referred  to  the  AMA  Board  of 
Trustees  for  action. 

4.  Board  of  Trustees  reports.  The  Board  of  Trustees 
took  action  in  many  arenas,  some  of  which  are 
highlighted  as  follows:  Utilization  review  is  the  prac- 
tice of  medicine.  Support  a single  conversion  factor 
for  the  resource-based  relative  value  scale  and 
eliminate  balance  billing  restrictions.  Restrict  the  use 
by  outsiders  of  National  Data  Bank  information.  Is- 
sued an  extensive  study  on  hepatitis  B virus  and 

human  immunodeficiency  virus, 
opposing  mandatory  testing  and 
encouraging  voluntary  physician 
testing.  Foster  programs  to  com- 
bat family  violence.  For  the  fifth 
straight  year,  proclaimed  no  dues 
increase  ($400  per  year).  Regard- 
ing Occupational  Safety  and 
Health  Administration  regulations:  seek  to  have  them 
fair  and  appropriate,  stop  surprise  office  inspections, 
reduce  30-year  record  holding  requirement,  and  adopt 
a 1-year  grace  period. 

5.  AMA  resolutions.  The  AMA  House  of  Del- 
egates acted  on  a total  of  309  resolutions,  some  of 
which  dealt  with  prohibiting  a physician  provider  tax, 
public  health  issues,  drug  regulations,  patient-con- 
trolled  analgesics,  impact  of  managed  care,  perinatal 
addiction,  and  smoking. 

6.  Other  items  of  interest.  The  international 
medical  graduates  honored  Palma  E.  Formica,  MD, 
at  a rousing  reception.  Leticia  V.  DeCastro,  MD,  also 
is  an  active  member  of  the  AMA  Committee  on  In- 
ternational Medical  Graduates.  Harry  M.  Carnes, 
MD,  represented  the  state  of  New  Jersey  as  a member 
of  the  Reference  Committee  on  Amendments  to  the 
Constitution  and  Bylaws.  Robert  J.  Weierman,  MD, 
was  selected  vice-chairman  of  the  AMA  Hospital 
Medical  Staff  Section. 

C.  Highlights  of  the  AMA  Interim  Meeting. 

1.  Attendance.  The  full  complement  of  the  New 
Jersey  delegation  was  present. 


The  New  Jersey  delegation 
appreciates  the  opportunity  that  the 
New  Jersey  House  of  Delegates  has 
given  them  to  serve.  They  are  strong, 
powerful,  and  united. 
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2.  Major  addresesses.  President  John  L.  Clowe, 
MD,  spoke  about  professionalism  and  unity.  Executive 
Vice-President  James  S.  Todd,  MD,  informed  the 
House  that  the  AMA  had  regular  meetings  with  the 
Clinton  transition  team,  informing  them  of  the  posi- 
tions of  the  AMA  regarding  health  care  reform.  (Dr. 
Todd  also  attended  the  New  Jersey  delegation  dinner 
and  expressed  his  feelings  and  respect  for  the  three 
retiring  members.) 

3.  New  Jersey  resolutions.  Of  the  231  resolutions 
presented  to  the  House,  2 resolutions  were  from  New 
Jersey,  and  2 resolutions  were  carried  over  from  the 
Annual  Meeting.  These  resolutions  are  highlighted: 

a.  The  position  on  the  ethics  of  self-referral 
won  by  the  New  Jersey  delegation  at  the  Annual 
Meeting  in  June  1992,  allowing  self-referral,  was  re- 
versed. Strong  opposition  by  New  Jersey  was  dis- 
regarded. Thus,  the  original  position  of  the  Council 
on  Ethical  and  Judicial  Affairs,  citing  self-referral  to 
be  unethical,  was  reinstituted. 

b.  The  resolution  on  the  freedom  to  contract 
still  is  under  consideration  by  the  Board  of  Trustees, 
with  action  due  back  in  June  1993. 

c.  The  resolution  on  long-term  use  of  in- 
travenous antibiotics  in  the  treatment  of  Lyme  disease 
was  referred  to  the  American  Academy  of  Pediatrics 
for  comparison  with  its  guidelines. 

d.  Continue  to  lobby  the  United  States  Senate 
leaders  against  national  medical  waste  legislation. 

4.  Board  of  Trustees  reports.  Fifty-three  Board  re- 
ports were  issued  with  the  greatest  concern  of  the 
AMA  being  “managed  care”  and  “managed  competi- 
tion.” The  AMA  is  concerned  about  protecting  the 
private  practice  of  medicine;  maintaining  fee-for- 
service;  global  budgets  leading  to  rationed  care; 
capitation  causing  a decrease  in  quality  of  care;  oppos- 
ing the  single  payor  system;  and  promoting  a revised 
version  of  Health  Access  America.  In  general,  the 
AMA  supports  many  aspects  of  managed  competition, 
as  long  as  there  is  a level  playing  field  and  a pluralistic 
system.  The  AMA  also  is  concerned  about  hospitals 
buying  out  individual  physicians  or  group  practices 
and  then  controlling  the  practice  of  medicine  in  that 
area. 


5.  Council  on  Ethical  and  Judicial  Affairs  report. 

Prohibits  physician  participation  in  state  executions. 
Outlines  ethical  guidelines  for  physician  consultants. 
Outlines  physician  responsibility  in  providing  charity 
care.  Discussed  prenatal  genetic  screening. 

6.  AMA  resolutions.  The  House  addressed  231  res- 
olutions, some  of  which  included  opposing  Medicare 
regulations  that  increased  administrative  burdens  to 
physicians,  addressing  the  problem  of  long-term  care, 
supporting  the  concept  of  prehospital  advance  direc- 
tives, increasing  Medicaid  payments  to  at  least  the 
level  of  Medicare  payments,  supporting  national  tort 
reform  legislation,  and  deciding  that  violence  in 
America  is  a major  public  health  crisis. 

7.  Other  items  of  interest. 

a.  An  excellent  forum  was  held  to  discuss 
physician-assisted  suicide  and  euthanasia. 

b.  A concerted  effort  is  being  made  by  the 
AMA-MD  (member  driven)-2000  program  to  in- 
crease membership  by  10,000  physicians  a year. 

c.  Karl  T.  Franzoni,  MD,  chaired  a special 
Reference  Committee  on  Rules  and  Credentials, 
which  reviewed  election  campaigning  procedures  and 
unification  of  AMA  meetings.  Henceforth,  attempts 
will  be  made  to  decrease  campaign  spending  and 
literature.  Also,  beginning  in  1994,  the  AMA 
Leadership  Conference,  usually  held  in  February  each 
year,  will  be  combined  with  the  Interim  Meeting,  held 
in  December  each  year. 

d.  A special  dinner  and  reception  was  held  by 
the  New  Jersey  delegation  honoring  the  retirement  of 
three  special  delegates:  Karl  T.  Franzoni,  MD,  for  17 
years  of  service;  Henry  J.  Mineur,  MD,  for  16  years 
of  service;  and  John  S.  Madara,  MD,  for  14  years  of 
service.  This  represents  collectively  47  years  of  service 
to  the  AMA  by  these  three  outstanding  New  Jersey 
delegates.  Richard  F.  Corlin,  MD,  vice-speaker  of  the 
AMA  House  of  Delegates,  and  Executive  Vice-Presi- 
dent James  S.  Todd,  MD,  were  present  to  help  with 
the  honors.  While  the  dedication,  experience,  and 
political  savvy  of  these  three  outstanding  delegates  will 
surely  be  missed,  it  is  encouraging  to  note  that  they 
will  be  replaced  by  four  enthusiastic  and  very  able  new 
alternate  delegates:  Angelo  S.  Agro,  MD,  Walter  J. 
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Kahn,  MD,  Leticia  V.  DeCastro,  MD,  and  Patricia  G. 
Klein,  MD. 

D.  Future  leaders.  In  1993,  MSNJ  again  is  sponsoring 
with  enthusiasm  the  candidacy  of  Palma  E.  Formica, 
MD,  in  her  bid  for  re-election  to  the  AMA  Board  of 
Trustees.  The  American  College  of  Obstetrics  and 
Gynecology  will  be  sponsoring,  with  the  additional 
endorsement  of  MSNJ,  the  candidacy  of  Joseph  A. 
Riggs,  MD,  for  the  Council  on  Scientific  Affairs. 

E.  Organization  of  State  Medical  Association  Presidents 


(OSMAP).  Edward  A.  Schauer,  MD,  was  elected  to  the 
steering  committee  of  OSMAP. 

F.  Conclusion.  Both  meetings  were  educational  and  in- 
formative. The  AMA  is  the  most  powerful  medical 
organization  and  its  accomplishments  on  behalf  of  all 
physicians  are  commendable.  Speaking  for  the  entire 
delegation,  we  appreciate  the  opportunity  that  the 
New  Jersey  House  of  Delegates  has  given  us  to  serve 
as  your  delegates.  Although  small  in  number,  the  New 
Jersey  delegation  has  become  very  strong  and 
powerful,  because  of  their  unity,  spirit,  and 
enthusiasm.  We  are  family. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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COMMITTEE  ON  LONG-RANGE  PLANNING  & DEVELOPMENT 


Edward  A.  SCHAUER,  MD,  Chairman 
Reference  Committee  on  Constitution  and  Bylaws/“A” 


The  Committee  on  Long-Range  Planning  and  De- 
velopment met  three  times  during  the  1992-1993 
year,  with  a fourth  meeting  planned.  The  Committee 
considered  all  of  the  items  that  were  referred  by  the 
House  of  Delegates  or  the  Board  of  Trustees.  During 
the  year,  the  strategic  plan  of  this  Committee  and  the 
mission  statement,  formulated  in  March  1990,  were 
reviewed  section  by  section.  In  addition,  the  Young 
Physicians  Committee  was  re-established  as  a subcom- 
mittee of  the  Committee  on  Long-Range  Planning  and 
Development. 

A retreat  for  the  Board  of  Trustees  and  the 
Committee  on  Long-Range  Planning  and  Develop- 
ment was  held  on  March  7,  1993. 

The  recommendations  of  the  Committee  that 
were  passed  by  the  Board  were: 

1.  A mandate  for  a re-evaluation  of  the 
strategic  plan  for  public  relations  for  MSNJ,  to  be 
conducted  by  the  Council  on  Public  Relations. 

The  Reference  Committee  recommended  that 

House  Action:  The  report  was  filed. 


2.  A recommendation  to  review  and  to  en- 
courage representation  by  county  medical  societies 
and  specialty  societies  at  Board  of  Trustees’  meetings 
and  at  the  Annual  Meeting. 

3.  A proposal  that  MSNJ  conduct  initial 
market  research  among  employed  physicians  to  de- 
termine what  issues  are  most  important  to  them,  and 
how  to  encourage  more  physicians  to  become 
members. 

Resolution  #20.  To  review  the  feasibility  of  alter- 
nating committee  meeting  dates  and  places  was  re- 
ferred to  this  Committee  by  the  House  of  Delegates. 
A survey  of  several  other  states  was  conducted  to  see 
how  the  other  states  handle  this  issue;  and  staff  also 
investigated  the  options  of  video-conferencing  and 
tele-conferencing.  At  the  present  time,  both  of  these 
options  were  found  to  be  too  costly.  Using  different 
locations  for  meetings  also  was  found  to  be  inefficient 
and  costly  at  this  time. 

report  be  filed. 


Tr  12 


Committee  on  physicians'  Health 


Glenn  Jacoby,  MD,  Chairman 

Reference  Committee  on  Constitution  and  Bylaws/“A” 


At  the  1983  Annual  Meeting  in  Atlantic  City,  David 
I.  Canavan,  MD,  was  criticized  by  an  attendee  at 
a reference  committee  meeting  for  writing  such 
“nasty”  things  in  New  Jersey  Medicine  about  our 
doctors.  The  complaining  physician  went  on  to  say, 
“I  have  practiced  medicine  in  New  Jersey  for  15  years 
and  I have  never  met  a single  impaired  physician.  I 
don’t  believe  there  are  any.  I believe  he  is  making 
these  numbers  up.”  Now,  ten  years  later,  the  statistical 
data  will  indicate  which  of  these  two  physicians  is 
correct  (Table). 

Since  September  1982,  the  Physicians’  Health 
Program  has  identified  and  evaluated  over  700  physi- 
cians who  fulfilled  the  diagnostic  criteria  for  the  vari- 
ous classes  of  illness  with  which  the  program  deals. 

It  was  significant  that  over  these  ten  years  the 
incidence  of  alcohol  as  the  primary  source  of  impair- 
ment runs  very  close  to  the  incidence  of  other  drugs 
of  abuse.  There  has  been  speculation  for  many  years 
about  the  incidence  of  drug  abuse  among  physicians. 
Since  we  have  solid  data  on  alcoholism,  i.e.  10  to  13 
percent  of  the  adult  population,  from  the  National 
Council  on  Alcoholism,  our  data  on  the  comparable 
incidence  of  cases  of  abuse  of  other  drugs  would 
suggest  10  percent  as  a reasonable  estimate  of  the 
incidence  of  this  illness  in  our  colleagues. 

The  three  essential  cornerstones  of  a successful 
physicians’  health  program  are  vigorous  support  of 


state  medical  society  leadership;  guaranteed  financial 
support;  and  a relationship  with  the  State  Board  of 
Medical  Examiners  (SBME)  that  encourages  physi- 
cians to  come  forward. 

In  ten  years,  we  have  been  fortunate  in  that 
MSNJ  has  been  vigorous  and  constant  in  its  support; 
our  funding  has  been  consistently  guaranteed  each 
year  in  advance  by  MSNJ,  the  New  Jersey  Association 
of  Osteopathic  Physicians  and  Surgeons,  the  New 
Jersey  Podiatric  Society,  and  two  major  medical 
malpractice  carriers— the  Medical  Inter-Insurance  Ex- 
change and  the  Princeton  Insurance  Company;  and 
the  relationship  with  SBME  has  continued  to  improve 
over  the  life  of  the  program.  Despite  some  differences 
in  goals  and  philosophical  orientation,  we  have  been 
able  to  work  together  in  a spirit  of  mutual  respect  and 
trust. 

Nationally,  the  program  continues  to  be  rec- 
ognized as  a leader  and  a model  in  the  field.  We 
continue  to  go  beyond  our  charge  in  developing  in- 
novative ways  to  raise  funds  to  provide  financial  aid 
to  our  sick  physicians  and  their  families.  The  food 
pantry,  the  Adopt-a-Family,  the  Grant  Fund,  and  the 
Treatment  Loan  Fund  are  successful  programs  that 
help  meet  these  purposes. 

Our  first  ten  years  have  been  eminently  suc- 
cessful. To  our  critic  of  ten  years  ago,  we  can  only 
say,  “We  told  you  so.” 


Table.  Cumulative  statistical  breakdown,  September  7,  1982-December  31,  1992. 


1982 

1983 

1984 

1985 

1986  1987 

1988 

1989 

1990 

1991 

1992 

Total 

Primary  Impairment 

Alcohol 

14 

40 

19 

31 

31 

18 

16 

22 

25 

25 

13 

254 

Drugs 

25 

16 

22 

24 

25 

20 

21 

24 

18 

16 

28 

239 

Psychiatric 

7 

18 

19 

19 

14 

15 

9 

18 

18 

11 

16 

164 

Senility 

1 

5 

3 

2 

— 

1 

1 

2 

— 

— 

15 

Personality  disorder 

1 

— 

— 

2 

1 

— 

2 

— 

2 

1 

9 

Other 

1 

1 

8 

7 

4 

3 

5 

13 

7 

11 

17 

72 

Annual  total 

48 

81 

71 

83 

76 

57 

52 

80 

65 

65 

75 

753 

The  Reference 

Committee 

recommended 

that 

the 

report  be 

filed. 

House  Action:  The  report  was  filed. 
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Committee  on  Revision  of  Constitution  and  Bylaws 


James  E.  George,  MD,  JD,  Chairman 

Reference  Committee  on  Constitution  and  Bylaws/“A” 

Proposed  amendment  to  the  Bylaws.  After  a review  of  MSNJ’s  present  policy  on  reduced  dues  for  members  in 
their  first  year  of  practice,  the  Ad  Hoc  Committee  on  Membership  and  the  Committee  on  Finance  and 
Budget  recommended  to  the  Board  of  Trustees  that,  as  an  incentive  for  promoting  membership  in  MSNJ,  the 
first  year  of  full  membership  be  assessed  at  the  rate  of  50  percent  of  regular  dues. 

The  Board  of  Trustees  supported  the  recommendation  and  directed  the  Committee  on  Revision  of 
Constitution  and  Bylaws  to  develop  a proposed  amendment  to  the  1993  House  of  Delegates  that  would  accomplish 
this  change. 

Bylaws 

Chapter  X— Finance 
Section  1— Annual  Dues 


Current 

(b)  Dues  shall  be  determined  by  the  House  of  Del- 
egates at  such  levels  as  it  deems  appropriate  at  the 
Annual  Meeting.  Dues  shall  apply  in  the  same  manner 
immediately  upon  the  admission  or  reinstatement  of 
members,  except  that  for  a member  entering  the  first 
year  of  postresidency  practice,  MSNJ  dues  shall  be  50 
percent  of  regular  dues.  For  a new  member  admitted 
after  September  first  of  any  calendar  year,  only  one- 
half  of  the  regular  per  capita  assessment  shall  be 
levied.  Every  dues-paying  member  is  entitled  to  re- 
ceive such  publications  as  may  be  issued  by  this  Socie- 
ty for  its  members. 


Proposed 

(b)  Dues  shall  be  determined  by  the  House  of  De- 
legates at  such  levels  as  it  deems  appropriate  at  the 
Annual  Meeting.  Dues  shall  apply  in  the  same  manner 
immediately  upon  the  admission  or  reinstatement  of 
members,  except  that  in  the  first  full  year  of  regular 
membership , dues  shall  be  50  percent  of  regular  dues. 
For  a new  member  admitted  after  September  first  of 
any  calendar  year,  only  one-half  of  the  regular  per 
capita  assessment  shall  be  levied.  Every  dues-paying 
member  is  entitled  to  receive  such  publications  as  may 
be  issued  by  this  Society  for  its  members. 


Recommendation 

The  Committee  on  Revision  of  Constitution  and  Bylaws  recommends  adoption  of  the  proposed  amend- 
ment. 


The  Reference  Committee  recommended  that  the  proposed  amendment  to  the  Bylaws  be  adopted. 

House  Action:  The  proposed  amendment  was  adopted. 

The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 


Tr  14 


RESOLUTION  #4 


Introduced  by:  Essex  County  Medical  Society 

Subject:  Review  New  Jersey  Regulations 

Referred  to:  Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  public  question  #3  on  the  New 
Jersey  ballot,  adopted  on  November  3,  1992,  said 
legislators  had  the  power  to  review  regulations 
established  by  state  agencies  to  see  if  the  regulations 
are  within  the  purview  of  the  law’s  intent;  and 

Whereas,  it  now  is  the  legal  responsibility  of 
the  Legislature  to  restrain  the  agencies  it  created  and 
to  prevent  the  usurpation  of  power  and  authority  by 
unelected  and  nonremovable  bureaucrats;  and 

Whereas,  there  are  many  regulations  pertinent 
to  medical  practice  established  by  state  agencies  under 
specific  statutes;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 


(MSNJ)  establish  a standing  committee  to  monitor  the 
state  agencies  that  have  an  impact  on  the  practice  of 
medicine,  and  to  report  to  the  Board  of  Trustees  any 
regulations  and  activities  that  appear  to  be  inap- 
propriate with  the  intent  of  the  law. 

Resolved,  that  MSNJ  establish  a mechanism  to 
monitor  the  state  agencies  that  have  an  impact  on  the 
practice  of  medicine,  and  to  report  to  the  Board  of 
Trustees  any  regulations  and  activities  that  appear  to 
be  inconsistent  with  the  intent  of  the  law;  and  that 
the  information  be  telefaxed  to  the  county  medical 
society  executives  for  appropriate  action. 

Fiscal  note:  The  cost  would  be  $20,000. 


The  Reference  Committee  recommended  that  Resolution  #4  be  adopted  as  amended. 

House  Action:  Resolution  #4  was  adopted  as  amended  by  the  Reference  Committee. 

RESOLUTION  #6 


Introduced  by: 
Subject: 
Referred  to: 


Paul  R.  Megibow,  MD,  Delegate,  Bergen  County 

Medicare  Part  A Reimbursement 

Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  the  Health  Care  Financing  Adminis- 
tration (HCFA)  has  mandated  hospital  reimburse- 
ment rates  that  are  discounted  below  their  actual  cost 
of  service;  and 

Whereas,  the  federal  district  court  in  New 
Jersey  has  declared  illegal  the  sickness  tax  of  19.1 
percent  on  hospital  bills  to  fund  the  Uncompensated 
Care  Trust  Fund  in  New  Jersey;  and 

Whereas,  the  shortfall  for  treating  Medicare 
Part  A recipients  must  be  made  up  by  increasing  the 
cost  of  hospitalization  to  the  remainder  of  the  non- 
Medicare  population;  now  therefore  be  it 


Resolved,  that  the  Board  of  Trustees  com- 
municate with  insurance  carriers  in  New  Jersey,  the 
AFL-CIO,  the  Business  and  Industry  Association,  and 
the  New  Jersey  Hospital  Association  with  the  goal 
being  the  funding  of  a federal  lawsuit  to  force  HCFA 
to  appropriately  finance  its  own  fair  share  of  hospital 
medical  care  for  the  elderly  and  disabled,  or  permit 
balance  -billing  by  hospitals'  for  the  shortfall. 

Fiscal  note:  No  significant  fiscal  impact. 


The  Reference  Committee  recommended  that  the  following  words  “or  permit  balance  billing  by  hospitals 
for  the  shortfall”  be  deleted. 

The  Reference  Committee  recommended  that  Resolution  #6  be  adopted  as  amended. 

House  Action:  Resolution  #6  was  adopted  as  amended  by  the  Reference  Committee. 
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RESOLUTION  #14 


Introduced  by: 
Subject: 
Referred  to: 


Bergen  County  Medical  Society 

Medicare  Patients  Freedom  of  Choice 

Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  prohibiting  Medicare  patients  to 
privately  contract  for  physicians’  services  outside  of 
Medicare  denies  freedom  of  choice;  and 

Whereas,  it  is  likely  that  the  government  will 
have  an  increasing  role  in  the  determination  of  health 
policy  and  control  of  payment  to  private  patients  as 
well;  now  therefore  be  it 

Resolved,  that  a priority  of  the  Medical  Society 


of  New  Jersey  shall  be  to  use  its  influence  with  the 
New  Jersey  congressional  delegation  to  provide  a 
legislative  solution  preserving  freedom  of  contractual 
choice  for  physicians  and  Medicare  patients;  and  be 
it  further 

Resolved,  that  the  American  Medical  Association 
delegation  be  instructed  to  continue  to  encourage  like 
activity  at  the  national  level. 


The  Reference  Committee  recommended  that  Resolution  #14  be  adopted. 

House  Action:  Resolution  #14  was  adopted. 


RESOLUTION  #17 


Introduced  by: 
Subject: 
Referred  to: 


Ocean  County  Medical  Society 
Right  To  Collective  Bargaining 
Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  managed  care  and  managed  competi- 
tion have  become  the  buzz  words  of  the  new  adminis- 
tration; and 

Whereas,  physicians  are  unprotected  and  at  a 
disadvantage  in  negotiations  with  third-party 
purveyors;  and 

Whereas,  even  in  Canada,  the  “home  of  the 
perfect  medical  system,”  the  Canadian  Medical  As- 
sociation is  empowered  to  bargain  collectively;  and 

Whereas,  it  is  essential  to  physicians’  survival 
that  they  are  allowed  to  participate  on  a level  playing 
field;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  vociferously  lobby  the  American  Medical  As 
sociation  (AMA)  to  fequest  Congress  to  establish  the 
right  to  collective  bargaining  for  physicians  in  private 

Substitute  Resolution 

Resolved,  that  MSNJ  direct  its  AMA  delegation 
to  submit  a resolution  to  the  AMA  requesting  that 
Congress  relieve  physicians  from  antitrust  regulations 
so  that  they  can  negotiate  under  fair  conditions. 


The  Reference  Committee  recommended  that  the  substitute  resolution  be  adopted. 

House  Action:  Substitute  Resolution  #17  was  adopted. 
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Resolution  #22 


Introduced  by: 
Subject: 
Referred  to: 


Passaic  County  Medical  Society 

Allegations  and  Accusations  of  Misconduct  Against  Physicians 
Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  a physician’s  reputation  is  crucial  to 
his  ability  to  practice  medicine;  and 

Whereas,  the  current  atmosphere  in  New 
Jersey  is  highly  charged  by  allegations  and  accusations 
about  physicians’  misconduct,  especially  in  the  physical 
examination  of  female  patients;  and 

Whereas,  allegations  and  accusations  of  such 
misconduct  that  might  be  totally  unfounded  in  and  of 
themselves,  certainly  will  diminish  or  even  destroy  an 
innocent  physician’s  reputation  and  ability  to  practice 
medicine;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  explore  appropriate  ways  to  assure  that-  al- 


legations and  accusations  of  physician  misconduct  will 
remain — confidential — until  such — time — as  verifiable 
probability  as  to  the  veracity  - of  such  charges  is 
established. 

Resolved,  that  MSNJ  explore  appropriate  ways  to 
assure  that  the  identity  of  physicians  accused  of  miscon- 
duct remains  confidential  until  -the  veracity -of  such 
charges  is  established. 

Substitute  Resolution 

Resolved,  that  MSNJ  explore  appropriate  ways 
to  assure  that  the  identity  of  physicians  alleged  to  have 
engaged  in  misconduct  remains  confidential  until  the 
indictment  is  a matter  of  public  record. 


The  Reference  Committee  recommended  that  Resolution  #22  be  adopted  as  amended  (italics  indicate 
amendment). 

House  Action:  Substitute  Resolution  #22  was  adopted. 
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Resolution  #35 


Introduced  by: 
Subject: 
Referred  to: 


Richard  H.  McShane,  MD,  Delegate,  Essex  County 
Expert  Medical  Opinion 

Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  legal  opinions  in  the  form  of  letters 
and  testimony  on  behalf  of  medical  plaintiffs,  as  well 
as  medical  defendants,  have  become  an  integral  part 
of  medical  life  and  are  an  inescapable  part  of  medical 
practice;  and 

Whereas,  ethical  and  legislative  guidelines  re- 
garding physician  conduct  when  giving  medicolegal 
opinion  and/or  testimony  were  defined  in  a resolution 
that  was  adopted  by  an  overwhelming  majority  of  the 
House  of  Delegates  at  the  1985  Annual  Meeting  of 
the  Medical  Society  of  New  Jersey  (MSNJ);  and 

Whereas,  this  resolution  stated  that  any 
member  of  MSNJ  asked  to  provide  an  expert  medical 
opinion  and/or  testimony  should  do  so  only  after  a 
complete  and  thorough  evaluation  of  all  pre-  and  post- 
incident records  including,  but  not  necessarily  limited 
to,  physician  office  records,  hospital  records,  records 
of  nonphysicians  involved  in  diagnosis  or  treatment, 
all  x-rays,  laboratory  data,  photographs,  and  any  other 
information  having  a bearing  on  the  case.  If  possible, 
the  physician  expert  should  examine  the  patient, 
pathology  specimens,  prostheses,  and  any  other 
medical  devices  involved  in  the  case;  and 

Whereas,  otherwise  talented  and  appropriately 
certified  physicians,  both  advertently  and  inadvertent- 
ly, provide  inappropriate  medical  opinions  that  are  a 
discredit  to  themselves  and  their  colleagues  by  failing 
to  follow  these  guidelines;  and 


Whereas,  talented  and  appropriately  certified 
medical  experts  can  arrive  at  inappropriate  con- 
clusions and  provide  attorneys  with  slanted  or  am- 
biguous letters  and  testimony  in  exchange  for  re- 
muneration (as  much  as  $5,000  to  $10,000  per  case); 
and 

Whereas,  no  administrative  body  or  medical 
peer  review  exists  to  evaluate  the  appropriateness  and 
accuracy  of  medicolegal  opinion  and  conduct;  and 
Whereas,  bizarre  and  ambiguous  medicolegal 
opinions  may  cost  the  plaintiff  s bar,  defendant’s  bar, 
and  the  health  care  industry  as  much  as  $80,000  to 
$100,000  per  case;  and 

Whereas,  this  added  pass-through  expense  re- 
sults in  diminished  services  and  diminished  quality  of 
care  for  the  lower  economic  and  needy  segment  of 
the  community;  now  therefore  be  it 

Resolved,  that  suspected  inappropriate 
professional  conduct  in  medicolegal  matters  undergo 
evaluation  by  the  Judicial  Council  of  MSNJ;  and  be 
it  further 

Resolved,  that  inappropriate  medical  conduct  in 
medicolegal  letters,  opinion,  and  testimony  be  re- 
ferred to  the  county  medical  society  judicial  commit- 
tee for  appropriate  censure  and  action. 

Fiscal  note:  There  would  be  no  significant  fiscal 
impact. 


The  Reference  Committee  noted  that  there  already  are  two  mechanisms  in  existence  for  evaluating  suspected 
inappropriate  professional  conduct  in  medicolegal  matters:  a physician  may  file  a complaint  with  the  State  Board 
of  Medical  Examiners  or  if  the  physician  is  a member  of  MSNJ,  a complaint  may  be  filed  with  the  judicial  committee 
of  the  county  medical  society. 

The  Reference  Committee  was  of  the  opinion  that  the  legal  definition  of  the  term  “medical  expert”  does 
need  further  clarification,  and  perhaps  should  be  addressed. 

The  Reference  Committee  recommended  that  Resolution  #35  be  rejected. 

House  Action:  Resolution  #35  was  rejected. 


Tr  18 


Resolution  #36 


Introduced  by: 
Subject: 
Referred  to: 


Essex  County  Medical  Society 
Advance  Directives 

Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  the  right  of  individuals  to  participate 
in  their  personal  health  care  decisions  is  protected 
under  federal  and  state  laws;  and 

Whereas,  advance  directives  are  recognized  as 
legal  documents  expressing  patients’  health  care 
preferences  and/or  identifying  health  care  proxies  in 
the  event  of  incapacity;  and 

Whereas,  patients  may  be  unaware  of  the 
procedures  for  assuring  their  rights  under  the  laws; 
and 

Whereas,  despite  good  faith  efforts  of  physi- 
cians to  educate  patients  in  this  regard,  many  remain 
uncertain  and,  therefore,  fail  to  express  their 
preferences  at  an  opportune  time;  and 

Whereas,  it  may  be  desirable  to  devise  a simple, 


straightforward  document  that  will  enable  patients 
clearly  to  communicate  their  preferences;  now  there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  explore  the  development  of  simple, 
unencumbered  standard  documents  that  can  be  used 
to  clarify  the  process  of  advance  directives  and 
facilitate  communication  among  health  care  workers 
and  patients,  and  be  it  further 

Resolved,  that  MSNJ  recognize  that  such  written 
advance  directives  serve  simply  as  an  expression  of  a 
patient’s  wishes  and  are-  net  intended  to  represent  a 
’‘menu”  of  complex  therapeutic  options  for  medical 
management. 


The  Reference  Committee  recommended  that  the  second  resolved  be  deleted. 

The  Reference  Committee  recommended  that  Resolution  #36  be  adopted  as  amended. 

House  Action:  Resolution  #36  was  adopted  as  amended  by  the  Reference  Committee. 


Tr  19 


Resolution  #41 


Introduced  by: 
Subject: 
Referred  to: 


Essex  County  Medical  Society 

Washington,  DC  Action  Items  in  American  Medical  News 
Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  American  Medical  News  is  doing  a 
splendid  job  reporting  important  happenings  in  the 
world  of  medicine;  and 

Whereas,  American  Medical  News  is  read  by 
medical  leaders,  members,  and  nonmembers,  plus 
nonmedical  leaders  interested  in  medical  affairs;  and 
Whereas,  American  Medical  News  has  not  car- 
ried official  American  Medical  Association  (AMA) 
legislative  policy  from  the  Washington,  DC  office;  and 
Whereas,  there  is  no  better  vehicle  to  keep  all 
of  medicine  informed  and  alerted  to  fast-moving 

The  Reference  Committee  recommended  that 

House  Action:  Resolution  #41  was  adopted. 


legislative  matters  that  will  decide  how  physicians 
practice  in  the  future;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  request  that  American  Medical  News  carry  a 
page,  box,  or  insert  dedicated  only  to  important 
legislative  matters  affecting  medicine  from  the  AMA 
Washington,  DC  office;  and  be  it  further 

Resolved,  that  this  section  be  designated  as  the 
voice  of  the  AMA  speaking  to  the  medical  community 
on  important  legislative  issues;  and  be  it  further 

Resolved,  that  MSNJ  request  the  AMA  to  adopt 
a similar  resolution. 

Resolution  #41  be  adopted. 


Tr  20 


Resolution  #43 


Introduced  by: 
Subject: 
Referred  to: 


Mercer  County  Medical  Society 

Health  Care  Policy  Requirements  for  Elected  Officials  and  Federal  Employees 
Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  Congress  is  in  the  process  of  drafting 
new  national  health  care  insurance  legislation  for  the 
American  people;  and 

Whereas,  the  legislative,  executive,  and  judicial 
branches  of  government  and  federal  employees  have 
had  different  health  care  arrangements  than  the 
general  public;  and 

Whereas,  “no  double  standard”  has  been 
promulgated  as  the  byword  of  the  Clinton  adminis- 
tration; now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  demand  that  any  new  national  health  care 


insurance  legislation  adopted  by  Congress  include  the 
proviso  that  the  executive,  legislative,  and  judicial 
branches  of  government  and  all  federal  employees  be 
enrolled  as  participants  in  the  program;  and  be  it 
further 

Resolved,  that  MSNJ  ask  the  American  Medical 
Association  (AMA)  to  adopt  a similar  policy;  and  be 
it  further 

Resolved,  that  AMA  enlist  other  organizations 
such  as  the  American  Association  of  Retired  Persons 
and  the  Chamber  of  Commerce  to  ensure  that  this 
action  is  attained. 


The  Reference  Committee  recommended  that  in  the  first  resolved,  the  word  “demand”  be  deleted  and 
the  word  “recommend”  be  inserted. 

The  Reference  Committee  recommended  that  Resolution  #43  be  adopted  as  amended. 

House  Action:  Resolution  #43  was  adopted  in  its  original  form. 


RESOLUTION  #44 


Introduced  by: 

Subject: 
Referred  to: 


Mercer  County  Medical  Society 

MSNJ  Board  of  Trustees  Representation  by  County  Medical  Societies 
Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  it  is  in  the  best  interest  of  the 
members  of  the  Medical  Society  of  New  Jersey 
(MSNJ)  to  take  an  active  role  in  the  development  of 
both  the  county  and  state  business  at  hand;  and 

Whereas,  the  concerns  of  membership  reten- 
tion, growth,  and  development  of  organized  medicine 
are  key  to  the  future  of  MSNJ  and  the  21  county 
medical  societies;  and 


Whereas,  representation  by  the  21  counties 
would  stimulate  participation  of  the  members 
statewide,  thus  enhancing  MSNJ,  the  oldest  medical 
society  in  the  nation;  now  therefore  be  it 

Resolved,  that  MSNJ  expand  the  representation 
by  the  counties  on  the  Board  of  Trustees  to  include 
at  least  one  representative  from  each  county  medical 
society. 


The  Reference  Committee  believed  that  it  would  be  extremely  cumbersome  and  unwieldy  to  increase  the 
size  and  composition  of  the  Board  of  Trustees  to  include  representation  from  each  of  the  21  county  medical  societies. 

The  Reference  Committee  noted  that  county  medical  society  presidents,  presidents-elect,  and  executives 
currently  are  invited  to  attend  and  participate  in  the  deliberations  of  the  monthly  meetings  of  the  Board  of  Trustees. 
The  Reference  Committee  recommended  that  Resolution  #44  be  rejected. 

House  Action:  Resolution  #44  was  rejected. 


Tr  21 


RESOLUTION  #47 


Introduced  by: 
Subject: 
Referred  to: 


Frank  J.  Primich,  MD,  Delegate,  Hudson  County 

Opposition  to  Managed  Competition 

Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  our  once  noble  and  world  envied 
non-system  of  health  care  provision,  based  upon  a 
direct  fee-for-service,  physician-patient  relationship, 
with  ample  consideration  of  ability  to  pay,  has  been 
all  but  destroyed;  and 

Whereas,  health  care  costs  are  becoming  in- 
creasingly unaffordable  as  a result  of  intervention  by 
third  parties,  particularly  government;  and 

Whereas,  insurance  normally  consists  of  pool- 
ing affordable  premiums  in  order  to  protect  against 
major  unexpected  losses;  and 

Whereas,  current  health  insurance  too  often 
amounts  to  overpriced  prepayment  for  routine  care; 
and 

Whereas,  government  is  notoriously  fiscally  ir- 
responsible; and 

Whereas,  managed  care  primarily  benefits  the 
managers;  and 

Whereas,  managed  competition  represents  ex- 
tension and  expansion  of  these  misdirected  efforts; 
now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New^  Jersey 
(MSNJ)  adopt  a policy  of  opposition  to  programs 
based  upon  managed  competition;  and  be  it  further 
Resolved,  that  the  American  Medical  Association 
(AMA)  be  urged  to  follow  MSNJ’s  lead;  and  be  it 
further 

Resolved,  that  this  policy  and  its  rationale  be 
communicated  to  the  general  public. 

Resolved,  that  MSNJ  vigorously  endorse  the 
principle  of  the  appropriateness  of  care;  and  be  it 
further 

Resolved,  that  MSNJ  adopt  a policy  of  opposi- 
tion to  programs  based  upon  managed  competition 
unless  they  provide  reasonable  options  and  alterna- 
tives among  their  proposals  and  afford  freedom  of 
choice  for  patients  and  physicians;  and  be  it  further 
Resolved,  that  the  AMA  be  urged  to  follow 
MSNJ’s  lead;  and  be  it  further 

Resolved,  that  this  policy  and  its  rationale  be 
communicated  to  the  general  public. 


The  Reference  Committee  agreed  that  Resolution  #47  is  not  viable. 

The  Reference  Committee  recommended  that  Resolution  #47  be  rejected. 

House  Action:  Resolution  #47  was  adopted  as  amended  by  the  House  of  Delegates. 


Tr  22 


Resolution  #48 


Introduced  by: 
Subject: 
Referred  to: 


Frank  J.  Primich,  NID,  Delegate,  Hudson  County 
Support  for  Health  IRAs 

Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  President  Clinton’s  task  force  on  na- 
tional health  reform  has  excluded  organized  medicine 
from  its  deliberations;  and 

Whereas,  secrecy  threatens  the  possible  dis- 
regarding of  more  valid  approaches  to  the  problem 
before  the  orchestrated  panic;  and 

Whereas,  the  press  and  media  focus  upon 
several  options  that  are  unlikely  to  improve  the  situa- 
tion; and 

Whereas,  it  is  the  duty  and  obligation  of  physi- 
cians to  patients  to  at  least  suggest  a more  logical 
change;  and 

Whereas,  the  health  individual  retirement  ac- 
count (IRA)  concept,  e.g.  Jacobs-Archer  bill,  already 
has  the  support  of  over  200  Washington,  DC 
legislators;  and 

Whereas,  wider  understanding  by  the  public, 
and  their  anticipated  support  could  alter  the  current 
tragic  course;  and 

Whereas,  the  special  interests  opposed  to 


health  IRAs  reads  like  a “who’s  who”  of  the  parasites 
who  now  feed  off  their  encroachment  into  the 
mechanics  of  health  care  provision;  and 

Whereas,  individual  responsibility  would  be- 
come a factor,  since  patients  would  be  spending  their 
own  money;  and 

Whereas,  the  insurance  policies  involved  would 
be  portable;  and 

Whereas,  it  is  imperative  that  the  Medical 
Society  of  New  Jersey  (MSNJ)  take  some  positive 
approach  to  the  solution  of  the  growing  health  care 
crisis;  now  therefore  be  it 

Resolved,  that  MSNJ  endorse  the  concept  of 
health  IRAs  and  support  proposals  for  implementa- 
tion thereof;  and  be  it  further 

Resolved,  that  this  endorsement  be  transmitted 
to  the  American  Medical  Association  for  its  action; 
and  be  it  further 

Resolved,  that,  to  the  extent  possible,  this  in- 
formation be  made  available  to  patients. 


The  Reference  Committee  recommended  that  Resolution  #48  be  adopted. 

House  Action:  Resolution  #48  was  adopted. 


5$ 


Tr  23 


resolution  #49 


Introduced  by: 
Subject: 
Referred  to: 


Frank  J.  Primich,  MD,  Delegate,  Hudson  County 
Correct  Health  Insurance  Income  Tax  Inequity 
Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  the  current  income  tax  code  permits 
employer-paid  health  benefits  to  be  nontaxable  to 
employees;  and 

Whereas,  this  encourages  wasteful  ex- 
travagance; and 

Whereas,  individual  buyers  of  health  insurance 
must  pay  with  after-tax  dollars;  and 

Whereas,  this  disparity  frequently  is  a major 
factor  in  the  growing  unaffordability  of  health  in- 
surance; and 

Whereas,  this  inequity  is  perpetuated  because 
of  the  advantage  to  both  labor  and  management;  and 


Whereas,  correction  of  this  unfair  consider- 
ation would  permit  more  people  to  obtain  reasonable 
coverage;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  support  a more  equitable  allowance  of  tax 
deductibility  for  nonemployee  taxpayers’  health  care 
costs;  and  be  it  further 

Resolved,  that  MSNJ  support  an  equitable  allow- 
ance of  tax  deductibility  for  nonemployee  taxpayers’ 
health  care  costs;  and  be  it  further 

Resolved,  that  the  American  Medical  Association 
be  urged  to  pursue  revision  of  the  tax  code. 


The  Reference  Committee  recommended  that  Resolution  #49  be  adopted  as  amended. 

House  Action:  Resolution  #49  was  adopted  as  amended  by  the  Reference  Committee. 

RESOLUTION  #50 


Introduced  by: 
Subject: 
Referred  to: 


Union  County  Medical  Society 

Federal  Health  Care  Reform  Task  Force 

Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  the  American  Medical  Association 
(AMA)  failed  to  join  the  American  Association  of 
Physicians  and  Surgeons  in  its  successful  suit  against 
Hillary  Rodham  Clinton;  and 

Whereas,  Hillary  Rodham  Clinton  still  may 
meet  behind  closed  doors  with  the  federal  leadership 
task  force  in  working  groups  to  revise  the  health  care 
system  of  the  nation;  and 

Whereas,  physicians  have  not  been  afforded  an 
opportunity  for  input  on  these  issues  that  directly  will 
involve  physicians  and  their  patients;  and 


Whereas,  secrecy  in  the  revision  of  the  system 
ultimately  will  work  to  the  disadvantage  of  patients, 
payors,  and  providers;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
urge  the  AMA  to  join  in  cooperation  with  the  Ameri- 
can Association  of  Physicians  and  Surgeons  through 
its  legal  foundation  to  have  free  access  to  the  health 
care  reform  task  force  working  documents  and  source 
materials  as  they  become  available  to  the  task  force 
and  its  subsidiary  working  groups. 


The  Reference  Committee  recommended  that  Resolution  #50  be  adopted. 

House  Action:  Resolution  #50  was  adopted. 


Tr  24 


RESOLUTION  #51 


Introduced  by: 
Subject: 
Referred  to: 


Union  County  Medical  Society 

Support  of  American  Association  of  Physicians  and  Surgeons  Suit 
Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  Hillary  Rodham  Clinton  is  meeting 
behind  closed  doors  with  federal  leadership  to  revise 
the  health  care  system  of  the  nation;  and 

Whereas,  physicians  have  not  been  afforded  an 
opportunity  for  input  on  these  issues  that  directly  will 
involve  physicians  and  their  patients;  and 

Whereas,  such  a manner  used  to  revise  the 
system  ultimately  will  work  to  the  disadvantage  of 


patients,  payors,  and  providers;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
urge  the  American  Medical  Association  to  join  the 
pending  suit  currently  sponsored  by  the  American 
Association  of  Physicians  and  Surgeons  that  would 
require  the  Clinton  administration  to  conduct  open 
meetings  on  health  reform. 


The  Reference  Committee  recommended  that  Resolution  #51  be  adopted. 

House  Action:  Resolution  #51  was  adopted. 


Tr  25 


RESOLUTION  #55E 


introduced  by: 
Subject: 
Referred  to: 


Hudson  County  Medical  Society 

Windfall  (Provider/Physician)  Tax 

Reference  Committee  on  Constitution  and  Bylaws/"A" 


Whereas,  the  Clinton  administration  is  con- 
sidering a “3  percent  windfall  (provider/physician)  tax 
on  physicians’  incomes”  as  a source  of  revenue  to 
cover  the  Clinton  health  plan  (The  New  York  Times, 
April  19,  1993);  and 

Whereas,  such  a “windfall”  is  purely  speculation 
and  never  may  come  to  be  while  the  increased  tax 
on  physicians’  incomes  will  be  real,  tangible,  painful, 
and  possibly  permanent;  and 

Whereas,  physicians’  fees  have  continued  to 
decline  while  government  projections  of  decreased 
income  to  certain  physician  groups  have  underesti- 
mated lost  income,  a projection  of  increased  income 
to  certain  physician  groups  has  overestimated  certain 
benefits;  and 

Whereas,  increased  access  by  our  citizens  to 
medical  care  may  increase  service  provided  by  physi- 
cians and  thus  increase  the  work  load  burden  and 
responsibility  (but  not  necessarily  the  income)  of 
physicians;  and 


Whereas,  it  is  unfair,  unjust,  illogical,  and  perhaps 
illegal  to  tax  physicians  as  a selected  group  to  pay  for 
the  very  services  that  these  same  physicians  provide; 
and 

Whereas,  income  taxes  for  many  physicians  are 
anticipated  to  rise  under  the  Clinton  economic  plan; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  strongly  and  formally  oppose  the  concept, 
creation,  and  implementation  of  a windfall  (provider/ 
physician)  tax  on  physicians  incomes;  and  be  it  further 
Resolved,  that  MSNJ  notify  state  and  federal 
legislators,  and  the  American  Medical  Association 
(AMA)  of  its  opposition  to  a windfall  (provider/physi- 
cian) tax;  and  be  it  further 

Resolved,  that  MSNJ  and  the  AMA  work  to  pre- 
vent realization  of  this  proposed  windfall  (provider/ 
physician)  tax  now,  while  it  is  still  a proposal,  through 
all  necessary  channels. 


The  Reference  Committee  recommended  that  Resolution  #55E  be  adopted. 

House  Action:  Resolution  #55E  was  adopted  with  editorial  changes  (noted  in  parentheses)  by  the  House 
of  Delegates. 


Tr  26 


BOARD  ITEM: 

P R E S I D E N T / C H A I R M A N OF  THE  BOARD  OF  TRUSTEES 


William  E.  Ryan,  MD 

Reference  Committee  “B” 


Tuberculosis  control  activities.  At  its  meeting  on  Resolved,  that  the  Medical  Society  of  New  Jersey 

Wednesday,  April  14,  1993,  the  Board  of  Trustees  call  on  the  governor  and  other  elected  officials  of  the 

adopted  the  following  resolution  on  tuberculosis:  state  to  focus  sufficient  attention  and  funding  on  tu- 

berculosis control  activities. 

The  Reference  Committee  recommended  that  the  House  of  Delegates  accept  the  action  taken  by  the  Board 
of  Trustees. 

House  Action:  The  action  was  adopted. 


Tr  27 


Secretary 


Bernard  Robins,  MD 

Reference  Committee  “B” 


The  office  of  the  Secretary  has  continued  its  usual 
routines,  primarily  involving  maintenance  of 
membership  records,  correspondence,  minutes  of 
Board  of  Trustees’  meetings,  telephone  inquiries,  and 
completion  of  numerous  questionnaires  originating 
from  various  sources. 

During  the  administrative  year,  the  secretary 
attended  the  meetings  of  the  Board  of  Trustees  and 
the  several  committees  of  which  he  is  chairman, 
member,  or  advisor. 

Membership,  as  of  December  31,  1992. 


Active  Paid  7,326 

Exempt  734 

Resident  Paid  108  8,168*** 

‘Associate  Paid  26 

“Affiliate  Paid  60 

State  emeritus  1,198 

Total  of  above  9,452 


Provisional  residents  (six  months)  8 

Student  members  100 

State  honorary  (living)  1 

New  and  reinstated  members 

Active  664 

Resident  28 

‘Associate  19 

Transfers  within  the  state  45 

Transfers  out-of-state  and  resignations  80 

Members  deceased  145 

Members  dropped  266 

Active: 

a.  Nonpayment  of  dues  203 

b.  Did  not  comply  with  bylaw 


requirements  regarding  continuing 
medical  education,  whose  credits 


were  due  in  1991  25 

c.  New  Jersey  license  suspended  1 

d.  New  Jersey  license  revoked  I 

Resident  (nonpayment  of  dues)  ...  23 

‘Associate  (nonpayment  of  dues)  ..  8 

“Affiliate  (nonpayment  of  dues)  5 


‘Associate  membership  (nonlicensed  in  New  Jersey)  de- 
signates interns  and  residents. 

“Affiliate  membership  designates  physicians  who  no  longer 
practice  in  New  Jersey. 

“‘Adjusted  for  transfers  out-of-state,  resignations,  and  de- 
aths. 

Credentials.  The  Committee  on  Credentials  re- 
viewed and  acted  upon  membership  applications  and 
their  supporting  credentials  as  submitted  through  the 


component  societies.  The  statistical  breakdown  in  the 
Table  reflects  the  Committee’s  activities  during  the 
period  February  1,  1992,  through  January  31,  1993. 

The  Committee  extends  appreciation  to  the 
directors  and  the  secretaries  of  component  societies, 
and  to  those  who  assist  them,  as  well  as  the  county 
credentials  committees,  for  their  cooperation  in 
processing  membership  applications.  It  especially 
would  be  helpful  to  the  MSNJ  Committee  on  Creden- 
tials if  those  who  process  credentials  in  the  component 
societies  would  call  specific  attention  to  any  deficien- 
cies or  questionable  data  being  submitted  on  the  appli- 
cation form.  This  procedure  will  help  insure  more 
accurate  and  speedy  evaluation  of  credentials.  The 
chairman  wishes  to  thank  his  Committee  members  for 
their  diligence  and  cooperation. 

A comparison  of  December  31,  1991,  to  De- 
cember 31,  1992,  by  county  shows  the  following  net 
changes  of  active  paid  membership: 


Atlantic  + 10 

Bergen  - 5 

Burlington  - 1 

Camden  + 12 

Cape  May  + 7 

Cumberland  + 4 

Essex  -27 

Gloucester  + 1 

Hudson  + 14 

Hunterdon  0 

Mercer  -11 

Middlesex  - 7 

Monmouth  - 4 

Morris  + 6 

Ocean  -19 

Passaic  - 9 

Salem  - 4 

Somerset  - 3 

Sussex  - 1 

Union  + 5 

Warren  - 3 


AMA  membership.  A total  of  9,297  New  Jersey 
licensed  physicians  maintain  active  membership  in  the 


Tr  28 


Table.  Membership  applications  and  supporting  credentials. 


Received: 

Provisional 

♦Associate 

Residents 

Licensed 

Active 

Total 

12 

24 

436 

472 

Reviewed  and  found: 

Provisional 

♦Associate 

Residents 

Licensed 

Active 

Total 

(A)  Satisfactory 

12 

23 

410 

445 

(B)  Unsatisfactory 

0 

0 

0 

0 

Pending: 

0 

1 

13 

14 

Withdrew: 

0 

0 

13 

13 

Grand  Total 

12 

24 

436 

472 

*Associate  membership  (nonlicensed  in  New  Jersey)  designates  interns  and  residents. 


AMA.  MSNJ’s  representation  in  the  AMA  House  of 
Delegates  stands  at  ten  delegates— one  for  each  thou- 
sand members,  or  fraction  thereof. 

Membership  Directory.  The  1993  edition  of  the 
Membership  Directory  has  been  completed  and  dis- 


tributed to  all  members.  Additional  copies  of  the 
Membership  Directory  are  available,  for  a fee,  by  con- 
tacting Joyce  Guest  at  MSNJ  headquarters.  There 
were  1,975  copies  of  the  1991  edition  sold  to 
nonmembers. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Treasurer 


Gerald  H.  Rozan,  MD 

Reference  Committee  “B” 

These  interim  financial  statements,  prepared  in  accordance  with  generally  accepted  accounting  principles,  reflect 
the  financial  position  and  results  of  operation  of  the  Medical  Society  of  New  Jersey  (MSNJ)  through  February 
28,  1993.  Since  they  are  interim  statements  (MSNJ’s  fiscal  year  is  June  1 to  May  31),  the  figures  are  unaudited. 
A complete  audit  will  be  conducted  of  the  books  of  MSNJ  as  of  May  31,  1993,  and  an  audited  report  prepared 
as  of  that  date.  A complete  audit  was  made,  and  copies  sent  to  all  county  medical  societies,  for  the  fiscal  year 
that  ended  May  31,  1992. 

Balance  Sheet 
February  28,  1993 
(Unaudited) 

ASSETS 

Cash 

Investment  in  money  market  fund 
Marketable  securities  (approximate  market) 

Accounts  receivable— member  assessments 
Medical  student  loans  (net  allowance 
for  doubtful  loans  of  $20,000) 

Property,  plant,  and  equipment 

Land  $ 150,000 

Building  and  improvements  5,462,879 


Furniture  and  fixtures  624,420 

6,237,299 

Less  allowance  for  depreciation  (1,562,627)  4,674,672 


Prepaid  expenses  75,496 

Other  assets  431,980 

Investment  in  New  Jersey  State  Medical  Underwriters,  Inc.  30,339 


$10,179,163 


LIABILITIES  AND  FUND  BALANCE 

Accounts  payable  and  accrued  expenses  $ 372,262 

Assessments  collected  for  AMA  35,790 

408,052 

Mortgage  payable  3,831,361 

Deferred  revenue  from  member  assessments  2,250,000 

Deferred  revenue— other  262,189 

Fund  balance  3,427,561 


$10,179,163 


$ 461,534 

2,170,463 
1,651,509 
477,281 

205,889 
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Statement  of  Revenue  and  Expenses 
9 months  ended  February  28,  1993 
(Unaudited) 


REVENUE 

Membership  dues 

Publication  sales  and  advertising  income 

Amortization  of  Physicians’  Health  Program 

Investment  income 

Royalty  income 

Rental  income 

Annual  Meeting 

Membership  Directory  sales 

Other  income 


EXPENSES 

Conferences  and  meetings 
Member  services 

General  and  administrative 

Interest 

Depreciation 

Excess  of  revenue  over  expenses  before 
federal  income  tax 

Provision  for  federal  income  tax 

Excess  of  revenue  over  expenses 

Fund  balance  at  June  1,  1992 

Fund  balance  at  February  28,  1993 

The  Reference  Committee  recommended  that 

House  Action:  The  report  was  filed. 


$1,832,661 

217,639 

209,737 

122,221 

180,344 

480,420 

34,809 

9,416 

55,619 

Total  Revenue  3,142,866 


248,329 

703,862 

952,191 

1,611,885 

263,527 

138,775 

Total  Expenses  2,966,378 
$ 176,488 

(42,600) 

133,888 

3,293,673 

$3,427,561 


report  be  filed. 
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Committee  on  Finance  and  Budget 


Matis  A.  Fermaglich,  MD,  Chairman 

Reference  Committee  “B” 


The  Committee  on  Finance  and  Budget  met  on 
Wednesday,  March  31,  1993,  for  the  purpose  of 
reviewing  the  proposed  budget  for  the  1993  to  1994 
fiscal  year.  The  proposed  budget  and  the  following 
recommendations  were  approved  by  the  Board  of 
Trustees  on  April  14,  1993,  and  are  submitted  to  the 
House  of  Delegates  for  approval. 

1.  That  the  budget  for  the  fiscal  year  beginning 
June  1,  1993,  and  ending  May  31,  1994,  in  the  amount 
of  $4,333,000  with  $2,765,000  to  be  raised  through 
member  assessments  and  $65,000  to  be  funded 
through  a charge  against  standing  reserves  of  the 
Society,  be  adopted. 

2.  That  the  1994  assessment  be  set  at  $375  per 


regular  dues-paying  member.  (No  change  from  prior 
year.) 

3.  That  the  1994  assessment  be  set  at  $60  per 
member  for  affiliate  members  (no  longer  practicing 
in  New  Jersey).  (No  change  from  prior  year.) 

4.  That  the  1994  assessment  for  associate 
members  (interns/residents  nonlicensed  in  New 
Jersey)  and  licensed  residents,  provided  the  individual 
is  in  a residency  program  entered  upon  within  a 
reasonable  time  after  graduation  from  medical  school, 
be  set  at  $25.  (No  change  from  prior  year.) 

5.  That  the  1993  assessment  be  set  at  $10  per 
student  for  medical  students.  (No  change  from  prior 
year.) 


The  Reference  Committee  recommended  the  approval  of  recommendations  1 through  5. 

House  Action:  The  recommendations  were  approved. 
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Statement  of  Revenue  and  Expenses 
Proposed  Budget 

Fiscal  year  ending  May  31,  1994 


Revenue  (other  than  member  assessments) 

Publication  sales  and  advertising  income  $ 219,000 

Amortization  of  Physicians’  Health  Program  296,000 

Investment  income  70,000 

Royalty  income  254,000 

Rental  income  633,000 

Annual  Meeting  20,000 

Membership  Directory  sales  36,000 

Other  income  40,000 

Total  Revenue  $1,568,000 

Expenses 

Conferences  and  meetings  471,000 

Member  services  667,000 

Publications  307,000 

Total  Program  Expenses  $1,445,000 

General  and  administrative  2,380,000 

Interest  338,000 

Depreciation  170,000 

Total  Expenses  $4,333,000 

Total  of  expenses  over  revenue  to  be  raised 
through  member  assessments  and  a charge  against 

standing  reserves  of  the  Society.  $2,765,000 


Revenue  from  member  assessments 
Fiscal  year  ending  May  31,  1993 

June  1,  1993,  through  May  3,  1994  @ $375  x 7,200  members  = $2,700,000 

Charge  against  standing  reserves  of  the  Society  65,000 

$2,765,000 
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Approved 

Estimate 

Proposed 

Proposed  Budget 

budget 

for  Y/E 

budget 

Fiscal  year  ending  May  31,  1994 

1992/1993 

5/31/93 

1993/1994 

Compensation 

Salaries 

$1,209,000 

$1,212,000 

$1,248,000 

Pension  plan 

128,000 

112,000 

122,000 

1,337,000 

1,324,000 

1,370,000 

Professional  Fees 

Audit 

28,000 

30,000 

30,000 

Legal 

125,000 

80,000 

125,000 

Actuarial 

6,000 

6,000 

6,000 

Special  consultants 

32,000 

7,000 

30,000 

191,000 

123,000 

191,000 

Councils  and  Committees 

Public  Relations 

200,000 

200,000 

200,000 

Legislation 

155,000 

160,000 

161,000 

President  and  presidential  officers 

75,000 

72,000 

75,000 

AMA  delegates 

90,000 

98,000 

140,000 

MSNJ  Auxiliary 

30,000 

30,000 

40,000 

Medical  Education 

32,000 

30,000 

12,000 

Board  of  Trustees 

121,000 

132,000 

130,000 

Judicial  Council 

1,000 

1,000 

1,000 

Reimbursement  of  representatives 

to  meetings 

2,000 

2,000 

2,000 

Other  Councils  and  Committees 

40,000 

30,000 

32,000 

Medical  Student  Association 

10,000 

5,000 

8,000 

Grant  Allocation  — MIIX 

(330,000) 

(330,000) 

(330,000) 

426,000 

430,000 

471,000 

Member  Services 

Physicians’  Health  Program 

413,000 

406,000 

434,000 

Annual  Meeting 

162,000 

152,000 

158,000 

Professional  Liability 

39,000 

51,000 

44,000 

Membership  Directory 

43,000 

34,000 

31,000 

657,000 

643,000 

667,000 

Publication 

New  Jersey  Medicine 

319,000 

298,000 

307,000 

General  Administrative  and 
Operating  Expenses 

Building  operations 

(including  depreciation) 

735,000 

739,000 

724,000 

Insurance 

217,000 

229,000 

219,000 

Payroll  taxes 

98,000 

98,000 

100,000 

Other  general  office  cost 

291,000 

259,000 

284,000 

1,341,000 

1,325,000 

1,327,000 

Total 

$4,271,000 

$4,143,000 

$4,333,000 

The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Council  on  mental  Health 


Thomas  R.  Houseknecht,  MD,  Chairman 

Reference  Committee  on  “B” 


The  Council  on  Mental  Health  met  with  represen- 
tatives of  Blue  Cross/Blue  Shield  (BC/BS)  and 
Green  Spring  (utilization  review  organization  used  by 
BC/BS  for  mental  health  benefits).  The  Council  be- 
lieved the  review  criteria  used  was  too  exclusive  for 
voluntary  admission  to  psychiatric  hospitals;  other 
medical  disciplines  experienced  similar  restrictive  re- 
view mechanisms  by  third-party  reviewers.  The  Coun- 
cil revised  model  legislation  that  would  provide 
protection  of  patients’  health,  mental  health,  and 
substance  abuse  made  available  through  utilization 
and  review  agents  and  managed  care  systems,  by  a 
certification  process,  and  by  public  disclosure  of 
criteria  used  for  review. 


The  Council  on  Medical  Services  supported  the 
proposal.  The  proposed  legislation  is  scheduled  to  be 
reviewed  by  the  Council  on  Legislation  and,  if  ap- 
proved, will  be  introduced  in  the  Legislature. 

The  Council  also  reviewed  MSNJ’s  response  to 
phase  II  of  the  State  Health  Plan  on  mental  health 
issues.  The  Council  is  tracking  developments  in 
hospital  reimbursement,  particularly  discontinuance  of 
diagnosis-related  groups  and  indigent  reimbursement, 
as  these  developments  impact  on  inpatient  psychiatric 
services. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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COUNCIL  ON  PUBLIC  HEALTH 


Glenn  P.  Lambert,  MD,  Chairman 

Reference  Committee  “B” 


Deliberations  of  Council  meetings  of  July  8 and 
October  28,  1992,  dealt  with  recommendations 
from  the  Committee  on  Environmental  Health  and  on 
Cancer  Control,  as  well  as  those  from  the  Special 
Committee  on  AIDS.  Productive  discussions  with 
representatives  from  the  New  Jersey  State  Depart- 


ment of  Health  (NJDOH)  have  largely  concerned  the 
State  Health  Plan.  The  Table  summarizes  the  status 
of  the  Council’s  activities. 

Topics  on  the  agenda  for  1993  include:  family 
violence,  immunization  practices,  AIDS,  smoking  and 
tobacco-related  problems,  and  NJDOH  cutbacks. 


Table.  Council  on  Public  Health  activities. 


Issue 

State  Health  Plan 


Smoking/Tobacco 


Federal/New  Jersey 
Department  of 
Environmental  Protection 
and  Energy 

AIDS 


Family  Violence— AMA 


Proposal  to  Council 

Phase  II  chapters  to  NJDOH 
coordinator 


Designation  of  smoking  areas 
in  public  facilities 
(Resolution  #27) 


Committee  on 
Environmental  Health 
endorsed  standards  on  auto- 
mobile emissions  and  other 
air  quality 

Support  legislation  to 
establish  mandatory  HIV 
testing  for  marriage  licenses. 
Resolution  #29;  Committee 
on  AIDS  opposition  to  this 

Develop  proactive  legislative 
initiative  and  work  with 
NJDOH  on  guidelines  for 
the  practice  of  HIV-positive 
physicians  (CDC 
requirements) 

Need  for  more  physician 
awareness  and  involvement 
in  prevention 


Council  Action 

Input/feedback  to  NJDOH 
decried  budget  cuts 


Seek  legislation  to  provide 
smoke-free  restaurants  and 
public  facilities  with 
proprietor  discretion  for 
smoking  areas.  Concurred 
with  House  of  Delegates 

Endorsement 


Opposed 


Special  Committee  on  AIDS 
organized  and  functioning, 
Lawrence  Frenkel,  MD, 
chairman 


Task  force  formed  to  develop 
plan  for  MSNJ  initiative  and 
support  of  AMA  campaign, 
Barry  Prystowsky,  MD, 
chairman 


Board  Action 

None  requested, 
communications  to  governor 
and  NJDOH  by  Dr.  Ryan 
and  Mr.  Weisfeld 

Approval 


Approval 


Endorsed  opposition 


None  requested 


None  requested 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 


Tr  36 


Council  on  public  Health: 
Supplemental  Report  #1 


Glenn  P.  Lambert,  MD,  Chairman 

Reference  Committee  “B” 


The  Council  on  Public  Health  met  on  February  3,  tee  on  AIDS  and  by  the  Committee  on  Cancer  Con- 

1993,  and  deliberated  a number  of  items  that  had  trol.  Those  recommendations  were  presented  to  the 

been  referred  to  the  Council  by  the  Special  Commit-  Board  of  Trustees  on  April  14,  1993. 

Table.  Council  on  Public  Health  activities. 


Issue 

Proposal  to  Council 

Council  Action 

Board  Action 

HIV/AIDS 

Endorse  reimbursement 
for  treatment  of  HIV/AIDS 
and  other  associated 
diseases,  such  as  MDRTB, 
as  part  of  publicly  sub- 
sidized health  care  in 
New  Jersey. 

Endorsement 

Approval 

AIDS 

needle 

exchange 

Support  a demonstration 
project  with  a strong 
evaluation  component,  for 
clean  needle  exchange; 
encourage  Legislature  to 
adopt  legislation  to  per- 
mit demonstration  project. 

Endorsement 

Approval 

NIOSH/ 
OSHA  gear 
for  use 
in  care  of 
MDRTB 

Proposed  NIOSH  and  OSHA 
regulations  for  personal 
protective  equipment  for 
use  with  MDRTB  patients  was 
found  to  be  cumbersome  and 
ineffectual.  MSNJ  should 
convey  this  to  NIOSH. 

Endorsement 

Approval 

AIDS 

chapter 

State 

Health 

Plan 

To  oppose  mandatory 
written  consent  for  HIV/AIDS 
testing,  endorse 
informed  documented 
consent. 

Endorsement 

Approval 

AIDS 

edu- 

cation 

To  encourage  AIDS 
education  through 
the  workplace;  and 
to  sponsor  a legis- 
lative seminar  on 
AIDS-related  issues. 

Endorsement 

Approval 
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Issue 

Proposal  to  Council 

Council  Action 

Board  Action 

A-1754: 
Permits 
physician 
to  pre- 
scribe AZT 
to  rape 
victims 

That  MSNJ  actively 
oppose  A-1754  as 
interference  with 
practice  of 
medicine. 

Endorsement 

Approval 

Resolution 

#27: 

Smoking 

areas  in 

public 

facilities 

MSNJ  should  endorse 
legislation  requiring 
restaurants  to  become 
smoke-free. 

Endorsement 

Approval 

Smoking 

legis- 

lation 

MSNJ  encourage  and 
facilitate  physician 
testimony  on  behalf  of 
any  anti-smoking  legis- 
lation that  is  deemed  appropriate. 

Endorsement 

Approval 

MDRTB:  Multiple-drug-resistant  tuberculosis 

NIOSH:  National  Institute  for  Occupational  Safety  and  Health 

OSHA:  Occupational  Safety  and  Health  Administration 

The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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COMMITTEE  ON  ANNUAL  MEETING 


Donald  J.  Holtzman,  MD,  Chairman 

Reference  Committee  “B” 


The  reorganizational  meeting  of  the  Committee  on 
Annual  Meeting  was  held  on  June  17,  1992,  at  the 
executive  offices  in  Lawrenceville. 

The  new  members  of  the  Committee  were  in- 
troduced and  it  was  noted  that  the  previous  minutes 
were  approved  by  mail  ballot.  Resolution  #10  dealing 
with  the  location  of  the  Annual  Meeting  was  dis- 
cussed. Resolution  #10  asked  that  the  Annual  Meet- 
ing be  rotated  among  various  regions  of  the  state 
where  feasible.  It  is  the  desire  of  the  Committee  to 
do  this  when  suitable  facilities  become  available  in  the 
north.  Based  upon  practicality  and  after  an  indepth 
discussion  of  the  matter,  it  was 
agreed  to  hold  the  Annual  Meet- 
ing at  the  Trump  Taj  Mahal 
Casino/Resort  in  Atlantic  City, 
from  Sunday,  May  2 through 
Wednesday,  May  5,  1993. 

The  truncation  of  the  An- 
nual Meeting  from  five  days  to 
four  days  also  was  discussed  and  its  ramifications  were 
considered;  the  final  question  was  sent  to  the  Board 
of  Trustees  for  its  resolution.  The  Board  of  Trustees 
decided  that  the  meeting  should  not  be  shortened  and 
those  who  desire  to  shorten  it  on  their  own  could  do 
so  by  adjusting  their  schedules. 

The  Board  of  Trustees  meeting  is  on  Saturday, 
May  1,  at  3:30  P.M.  Registration  for  the  general  meet- 
ing opens  on  Sunday,  May  2 at  8:00  A M.,  and  there 
is  an  educational  program,  “Managed  Care/Managed 
Competition,”  at  10:00  A.M.  The  exhibits  open  at  11:30 
a.m.  and  an  educational  lecture  is  scheduled  for  12:15 
P.M.  The  first  session  of  the  House  of  Delegates 
follows  at  2:00  P.M.  and  the  reference  committees  start 
that  day  at  3:30  P.M. 

On  Monday,  May  3,  a breakfast  meeting  at  7:30 
A M.,  is  on  “The  Ethics  of  Rationing  Health  Care,” 
and  the  House  of  Delegates  convenes  at  9:00  A.M. 


Elections  will  take  place  that  morning.  The  Golden 
Merit  Award  Ceremony  and  reception  are  scheduled 
for  12:30  P.M.  and  the  remaining  two  reference  com- 
mittees meet  at  2:30  P.M.  that  afternoon.  The  JEM- 
PAC  Political  Forum  is  scheduled  for  5:00  P.M.  with 
a wine-and-cheese  reception  to  follow.  At  7:00  P.M., 
a Mercer  County  Medical  Society  Reception  honors 
William  E.  Ryan,  MD,  president. 

On  Tuesday,  May  4,  the  House  of  Delegates 
convenes  at  9:00  A.M.  and  the  exhibits  close  at  2:00 
P.M.  The  inaugural  ceremony  begins  at  6:00  P.M.  for 
incoming  president,  Joseph  N.  Micale,  MD,  and  at 
7:00  P.M.  the  inaugural  reception 
and  dinner  follow. 

On  Wednesday,  May  5,  an 
educational  program  at  8:30  a.m. 
focuses  on  “Management 
Strategies  for  HIV  Infection:  The 
Second  Decade.”  Another 
educational  program,  “Medicare 
Cross-Fire  Discussion,”  begins  at  9:30  a.m.  The  Board 
of  Trustees  meets  at  1:00  P.M. 

We  hope  to  have  a room  for  delegates  and 
county  society  executives  to  meet,  particularly  when 
there  are  no  concurrent  Society  functions. 

The  Atlantic  County  Medical  Society  will  cover 
emergency  medical  care  situations  during  the  Annual 
Meeting.  The  staff  of  the  Emergency  Department  of 
the  Atlantic  City  Medical  Center  will  be  alerted  to 
provide  services  as  required.  In  case  of  an  emergency, 
contact  the  registration  desk  or  the  message  center, 
located  at  the  Trump  Taj  Mahal  Casino/Resort  con- 
vention center  on  the  second  floor. 

We  have  been  pleased  with  the  cooperation 
given  at  the  Trump  Taj  Mahal  Casino/Resort,  and 
look  forward  to  similar  cooperation  for  our  upcoming 
meeting  in  May  1993. 


We  have  been  pleased  with  the 
cooperation  given  at  the  Trump  Taj 
Mahal  Casino/Resort  and  look 
forward  to  similar  cooperation 
for  our  1993  Annual  Meeting. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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NOMINATIONS  FOR  EMERITUS  MEMBERSHIP 


Reference  Committee  “B” 

The  following  nominations  for  election  to  emeritus  membership  at  the  1993  Annual  Meeting  have  been  received 
from  the  component  societies.  Conforming  to  the  provisions  of  the  Bylaws,  Chapter  I— Membership  Section 
1— Composition  (d),  all  nominees  have  been  members  in  good  standing  of  a component  society  and  who  by  reason 
of  age  or  infirmity  have  retired  from  the  active  practice  of  medicine,  or  members  of  MSNJ  who  have  been  disabled 


by  reason  of  military  service. 

Atlantic  County 

Howell  E.  Cook,  MD,  Margate  City;  age  66 
Frederick  G.  Panico,  MD,  Atlantic  City;  age  69 

Bergen  County 

Alexander  F.  Bonacarti,  Jr,  MD,  Englewood;  age  67 
Carmelo  Caltabiano,  MD,  North  Palm  Beach,  FL 
(formerly  Westwood);  age  73 
Charles  E.  Clark,  MD,  Woodcliff  Lake;  age  76 
Sylvia  K.  Fried,  MD,  Tenafly;  age  71 
Kenneth  S.  Landauer,  MD,  Ramsey;  age  85 
Vladimir  J.  Nenoff,  MD,  Westwood;  age  71 
William  L.  Palazzo,  MD,  Teaneck;  age  78 
Almerindo  Portfolio,  MD,  Paramus;  age  70 
John  E.  Ross,  Jr,  MD,  Demarest;  age  72 
Melvin  Shrebnick,  MD,  Somers,  NY  (formerly 
Westwood);  age  70 

Bernard  H.  Sklar,  MD,  Fair  Lawn;  age  65 
Orlando  V.  Sosa,  MD,  Key  Biscayne,  FL  (formerly 
Emerson);  age  75 

Burlington  County 

Charles  J.  Landow,  MD,  Moorestown;  age  56 
Edmond  Preston,  III,  MD,  Moorestown;  age  73 
G.  Barry  Rothman,  MD,  Moorestown;  age  53 

Camden  County 

Pedro  V.  Adriano,  Jr,  MD,  Moorestown;  age  65 
Raphael  Caccese,  MD,  Berlin,  MD  (formerly 
Camden);  age  67 

Pik-Yu  Cheung,  MD,  Haddonfield;  age  57 
Salvatore  A.  Pennisi,  MD,  Ocean  City;  age  66 

Cumberland  County 

Irvin  Sussman,  MD,  Bridgeton;  age  75 


Essex  County 

Arthur  S.  Brenner,  MD,  Millburn;  age  60 
Elizabeth  A.  Dawson,  MD,  New  York,  NY  (formerly 
Newark);  age  67 

Raymond  A.  Delfino,  MD,  Bethlehem,  PA  (formerly 
Maplewood);  age  71 

Edward  Diamond,  MD,  Snowmass  Village,  CO 
(formerly  South  Orange);  age  65 
Morton  Epstein,  MD,  Maplewood;  age  68 
William  H.  Hover,  MD,  Roseland;  age  67 
J.  Walter  Kaye,  MD,  Highland  Beach,  FL  (formerly 
HoHoKus);  age  61 

John  E.  Kennedy,  MD,  Short  Hills,  age  64 
Jack  Kindler,  MD,  Upper  Montclair;  age  67 
Saverio  J.  Panzarino,  MD,  Summit;  age  63 
Carl  G.  Rollins,  MD,  Columbia,  SC  (formerly 
East  Orange);  age  67 

Bertram  J.  Shapiro,  MD,  Livingston;  age  63 
Edward  A.  Sturchio,  MD,  Short  Hills;  age  55 
Martin  H.  Wortzel,  MD,  West  Orange;  age  72 

Gloucester  County 

Faith  Walsh,  MD,  Brant  Beach;  age  69 

Hudson  County 

Patrick  J.  McGovern,  Sr,  MD,  Toms  River;  age  78 

Mercer  County 

Charles  W.  Burroughs,  MD,  Trenton;  age  73 
Thomas  L.  Evans,  MD,  Princeton;  age  65 

Middlesex  County 

Sara  Ann  Bunin,  MD,  Perth  Amboy;  age  66 
Gregory  Chudnovsky,  MD,  Colonia;  age  68 
Eugene  F.  De  Angelis,  MD,  Lavallette;  age  65 
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Paul  Drucker,  MD,  Boca  Raton,  FL  (formerly 
Edison);  age  64 

Joseph  A.  Pilecki,  MD,  South  River;  age  65 
Bernard  Sandler,  MD,  Metuchen;  age  73 
Daniel  P.  Schoicket,  MD,  East  Brunswick;  age  66 
Toru  A.  Uchida,  MD,  Cranbury;  age  66 

Monmouth  County 

Ann  P.  Gosling,  MD,  Interlaken;  age  68 
Enrique  T.  Pardon,  MD,  Spring  Lake;  age  67 
John  D.  Powers,  MD,  Fair  Haven;  age  70 
Louis  R.  Salmon,  MD,  Rumson;  age  66 

Morris  County 

John  J.  DeLaney,  MD,  Morristown;  age  66 
Sylvia  A.  Diehl,  MD,  Madison;  age  65 
Robert  G.  Faux,  MD,  Onacock,  VA  (formerly 
Mendham);  age  70 

Vito  D.  Ferrante,  MD,  Mountain  Lakes;  age  65 
Clement  A.  Furey,  Jr,  MD,  Morristown;  age  71 
Thomas  R.  Holland,  MD,  Basking  Ridge;  age  67 
Andrew  A.  Hudacek,  MD,  Basking  Ridge;  age  69 
Hormoz  M.  Minoui,  MD,  Dover;  age  66 
Frank  A.  Porfido;  MD,  Denville;  age  68 


Robert  B.  Rosen,  MD,  Mountain  Lakes;  age  64 
Aaron  Ruhalter,  MD,  Morristown;  age  66 
Nathan  Spiegel,  MD,  Chester;  age  64 
Esfandiar  Yazdan-Parasti,  MD,  Rockaway;  age  65 
Robert  Zufall,  MD,  Mountain  Lakes;  age  69 

Passaic  County 

C.  June  Cardullo,  MD,  Pompton  Plains;  age  66 
Hugo  Cardullo,  MD,  Pompton  Plains;  age  69 
Robert  Dunn,  MD,  Kinnelon;  age  72 
Edward  G.  Krall,  MD,  Fair  Lawn;  age  72 
Kun  Young  Lee,  MD,  Middlesex;  age  70 
Paul  B.  Shapiro,  MD,  Boynton  Beach,  FL  (formerly 
Elmwood  Park);  age  66 

Union  County 

Eleanor  Ball,  MD,  Summit;  age  59 
Paul  Kiell,  MD,  Plainfield;  age  70 
Frederic  W.  Lathrop,  Jr,  MD,  Plainfield;  age  67 
Herbert  Leonhardt,  MD,  Florham  Park;  age  67 

Warren  County 

Stanton  H.  Sykes,  MD,  Belvidere;  age  69 


The  Reference  Committee  recommended  that  the  nominations  be  approved. 

House  Action:  The  nominations  were  approved. 
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NOMINATIONS  FOR  EMERITUS  MEMBERSHIP: 
SUPPLEMENTAL  REPORT  #1 


Reference  Committee  “B” 

dditional  nominations  for  election  to  emeritus  membership  have  been  received  from  the  following  counties: 


Atlantic  County 

Melvin  M.  Marcus,  MD,  Linwood;  age  65 

Hudson  County 

Milton  Blum,  MD,  Fort  Lee;  age  84 
Francis  L.  Boyle,  MD,  Bayonne;  age  83 
Rosario  G.  Crincoli,  MD,  Jersey  City;  age  64 
John  J.  Crosby,  Jr,  MD,  Jersey  City;  age  70 
Walter  G.  Terwedow,  MD,  North  Bergen;  age  75 

Middlesex  County 

Ausma  V.  Oss-Gabliks,  MD,  Highland  Park;  age  73 

Monmouth  County 

Marvin  Brodie,  MD,  Long  Branch;  age  64 


Ocean  County 

O.  Herbert  Bricker,  MD,  Daytona  Beach,  FL 
(formerly  Toms  River);  age  75 
Frank  J.  Brown,  MD,  Brick;  age  76 
Jacob  M.  Goldstein,  MD,  Toms  River;  age  84 
George  J.  Nichols,  Winter  Park,  FL  (formerly 
Toms  River);  age  81 

Clinton  R.  Schneider,  MD,  Tuckerton;  age  81 
Edward  C.  Smith,  MD,  Lakewood;  age  84 
Emanuel  M.  Sickel,  MD,  Lakewood;  age  92 

Union  County 

Frank  C.  Dresdale,  MD,  Plainfield;  age  70 


The  Reference  Committee  recommended  that  the  nominations  be  approved. 

House  Action:  The  nominations  were  approved. 


NOMINATIONS  FOR  EMERITUS  MEMBERSHIP: 
SUPPLEMENTAL  REPORT  #2 


Reference  Committee  “B” 

dditional  nominations  for  election  to  emeritus  membership  have  been  received  from  the  following  county: 

Middlesex  County 

Man  Wah  Cheung,  MD,  Edison;  age  70 
Werner  J.  Edelmann,  MD,  New  Brunswick;  age  62 
Steven  A.  Frank,  MD,  Spotswood;  age  60 

The  Reference  Committee  recommended  that  the  nominations  be  approved. 

House  Action:  The  nominations  were  approved. 
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Resolution  # l 


Introduced  by: 
Subject: 
Referred  to: 


Paul  M.  DiLorenzo,  MD,  Delegate,  Monmouth  County 
Support  the  American  Health  Legal  Foundation 
Reference  Committee  "B" 


Whereas,  the  American  Health  Legal  Founda- 
tion. successfully  has  defended  physicians’  rights  of 
free  enterprise;  and 

Whereas,  the  American  Health  Legal  Founda- 
tion is  in  need  of  contributions  to  sustain  future  ef- 
forts; and 


Whereas,  these  contributions  are  tax  deduc- 
tible; now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  contribute  $1  per  member  in  1993  to  support 
the  American  Health  Legal  Foundation. 

Fiscal  note:  The  cost  would  be  $9,500. 


The  Reference  Committee  was  informed  that  MSNJ  dues  cannot  be  used  for  donations  to  other  organizations; 
however,  voluntary  contributions  may  be  made  by  members. 

The  Reference  Committee  recommended  that  Resolution  #1  be  rejected. 

House  Action:  Resolution  #1  was  rejected. 


RESOLUTION  #12 


Introduced  by:  Bergen  County  Medical  Society 

Subject:  HCFA  1500  Claim  Form 

Referred  to:  Reference  Committee  "B" 

Whereas,  the  Health  Care  Financing  Adminis- 
tration (HCFA)  and  Pennsylvania  Blue  Shield  con- 
tinue to  require  physicians  of  New  Jersey  to  use  the 
HCFA  1500  claim  form;  and 

Whereas,  this  form  is  not  available  unless 
purchased  from  the  Government  Printing  Office,  the 
American  Medical  Association  (AMA),  or  a medical 
entrepreneur  at  the  expense  of  the  physician;  and 
Whereas,  federal  law  requires  physicians  to 
complete  this  form  for  a patient  without  charging  the 
patient  for  this  service;  and 

Whereas,  previous  Medical  Society  of  New 
Jersey  resolutions  requesting  relief  for  physicians  by 
seeking  congressional  review  and  corrective  legislation 
have  gone  unheeded;  and 

Whereas,  a physician  advocate  group  in  New 
York  has  obtained  a legal  opinion  that  states  that  any 


required  form  must  be  supplied  by  the  federal  govern- 
ment at  no  charge;  now  therefore  be  it 

Resolved,  that  the  Board  of  Trustees  initiate— a- 
legal  action  to  force  HCFA  to  supply  the  HCFA  15QQ 
claim  forms  to  physicians  at  no  cost;  and  be  it  further 

Resolved,  that  the  Board  of  Trustees  be  directed 
to  budget  this  item  as  soon  as  possible;  and  be  4t 

Resolved,  that  the  executive  director  be  required 
to  contact  as  many  neighboring  medical  societies  in 
the  United  States  in  an  effort  to  ameliorate  the  cost 
ef  this  litigation. 

Resolved,  that  MSNJ  urge  the  AMA  to  initiate 
legal  action  and/or  legislation  to  force  HCFA  to  sup- 
ply the  HCFA  1500  claim  form  to  physicians  at  no 
cost. 

Fiscal  note:  The  cost  would  be  $65,000. 


The  Reference  Committee  agreed  that  the  issue  was  not  important  enough  to  warrant  litigation. 
The  Reference  Committee  recommended  that  Resolution  #12  be  rejected. 

House  Action:  Resolution  #12  was  adopted  as  amended  by  the  House  of  Delegates. 
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Resolution  #13 


Introduced  by: 
Subject: 
Referred  to: 


Bergen  County  Medical  Society 
Annual  Meeting  Schedule/Location 
Reference  Committee  "B" 


Whereas,  72  percent  (268)  of  the  county  de- 
legates to  the  Medical  Society  of  New  Jersey  are  from 
the  northern  half  of  the  state  (Districts  I,  II,  and  III), 
and  28  percent  (105)  of  the  county  delegates  are  from 
the  southern  half  of  the  state  (Districts  IV  and  V); 
and 

Whereas,  Atlantic  City  only  will  accommodate 
the  Annual  Meeting  on  a Sunday  to  Wednesday 
schedule  instead  of  a Thursday  to  Sunday  schedule; 
now  therefore  be  it 


Resolved,  that  t ve  Committee  on  Annual  Meet 
ing  schedule  two-thiras  of  the  annual  meetings  in  the 
northern  half  of  the  state  on  a Thursday  to  Sunday 
schedule. 

Substitute  Resolution 

Resolved,  that  the  Committee  on  Annual  Meet- 
ing be  instructed  to  continue  its  investigation  of 
alternative  sites,  including  the  new  Convention  Center 
in  Secaucus,  and  report  back  to  the  Board  of  Trustees 
on  the  appropriateness  of  each  site. 


The  Reference  Committee  felt  that  Resolution  #13  did  not  adequately  address  the  consideration  of  alternate 

sites. 

The  Reference  Committee  recommended  that  the  substitute  resolution  be  adopted. 

House  Action:  Substitute  Resolution  #13  was  adopted. 


RESOLUTION  #28 


Introduced  by:  Monmouth  County  Medical  Society 

Subject:  Survey  on  Kern  Augustine  Conroy  & 

Referred  to:  Reference  Committee  "B" 

Whereas,  prepaid  legal  services  endorsed  by 
the  Medical  Society  of  New  Jersey  (MSNJ)  provided 
by  Kern  Augustine  Conroy  & Schoppmann  sometimes 
have  seemed  (possibly  unfairly)  overpriced  by  some 
users;  and 

Whereas,  some  MSNJ  members  have  ex- 
pressed dissatisfaction  with  the  level  of  services 
provided  within  these  programs,  but  no  formal  in- 
formation has  been  obtained  from  the  entire  group 
of  MSNJ  subscribers;  and 

The  Reference  Committee  recommended  that  Ri 

House  Action:  Resolution  #28  was  adopted. 


Schoppmann 


Whereas,  physicians  well  know  the  pitfalls  of 
anecdotal  data;  now  therefore  be  it 

Resolved,  that  MSNJ  survey  its  membership  to 
ascertain  the  frequency  of  participation  in,  the  fre- 
quency of  use  of,  and  the  level  of  satisfaction  with 
the  prepaid  legal  services  programs  of  Kern  Augustine 
Conroy  & Schoppmann. 

Fiscal  note:  There  would  be  no  significant  fiscal 
impact. 

ution  #28  be  adopted. 
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RESOLUTION  #29 


Introduced  by:  Monmouth  County  Medical  Society 

Subject:  Inhouse  Legal  Services  Department 

Referred  to:  Reference  Committee  "B" 

Whereas,  Medical  Society  of  New  Jersey 
(MSNJ)  members  are  spending  an  increasing  amount 
purchasing  prepaid  legal  services  for  representation, 
if  needed,  before  The  Peer  Review  Organization  of 
New  Jersey,  Inc.  (The  PRO),  State  Board  of  Medical 
Examiners  (SBME),  and  other  regulatory  bodies;  and 

Whereas,  MSNJ  members  would  benefit  from 
legal  services  beyond  single-issue  packages  (such  as 
legality  of  county  society  interactions  with  other 
groups);  and 

Whereas,  MSNJ  members  have  asked  the  ex- 


ecutive director  to  provide  legal,  logistic,  political,  and 
ethical  advice,  sometimes  placing  an  unfair  burden  on 
one  individual;  now  therefore  be  it 

Resolved,  that  MSNJ  explore  the  development 
of  an  inhouse  legal  services  department  with  legal 
counsel  to  provide  representation  before  The  PRO, 
SBME,  and  other  regulatory  bodies  on  behalf  of  its 
members,  as  well  as  legal  counsel  for  other  purposes 
as  may  be  needed  by  the  membership  of  MSNJ. 

Fiscal  note:  There  would  be  no  significant  fiscal 
impact. 


The  Reference  Committee  believed  that  the  objectives  expressed  in  Resolution  #29  already  have  been 
accomplished. 

The  Reference  Committee  recommended  that  Resolution  #29  be  rejected. 

House  Action:  Resolution  #29  was  rejected. 


RESOLUTION  #34 


Introduced  by:  Bergen  County  Medical  Society 

Subject:  Prepaid  Inhouse  Legal  Representation 

Referred  to:  Reference  Committee  "B" 

Whereas,  Kern  Augustine  Conroy  & Schopp- 
mann  realize  $920,500  of  income  from  their  PRO  and 
State  Board  of  Medical  Examiners  (SBME)  programs 
(3,800  members  and  4,300  members,  respectively),  and 
at  a cost  to  each  participating  physician  of  $230  an- 
nually; and 

Whereas,  the  Medical  Society  of  New  Jersey 
(MSNJ)  has  been  unable  to  pursue  reasonable  av- 
enues of  legal  redress  against  government  agencies  for 
problems  of  the  membership  due  to  budgetary 
restraints;  and 

Whereas,  MSNJ’s  current  inhouse  counsel  also 
must  function  as  executive  director  and  each  of  these 
jobs  can  be  overwhelming,  and,  while  the  executive 
director  has  functioned  admirably  and  in  the 


membership’s  best  interests,  the  legal  ramifications 
and  demands  on  the  positions  have  been  increasing 
exponentially;  and 

Whereas,  the  executive  director  could  become 
more  effective  in  his  primary  function  with  ap- 
propriate and  competent  inhouse  counsel  and  staff  to 
assist  him  and  support  MSNJ  legal  business;  now 
therefore  be  it 

Resolved,  that  effective  in  1994,  the  Board  of 
Trustees  be  instructed  to  end  approval  of  Kern 
Augustine  Conroy  & Schoppmann’s  program  of 
prepaid  legal  representation,  and  then  increase  dues 
by  $150  annually  (Jess  than  it  costs  to  join  Kern’s  PRO 
program  alone),  and  those  funds  raised  ($1,125,000) 
be  expended  to  hire  permanent  inhouse  counsel  and 
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support  staff  whose  job  it  would  be  to  supply  legal 
representation  before  SBME  and  The  Peer  Review 
Organization  of  New  Jersey,  Inc.  (The  PRO)  for 
member  physicians  and  to  assist  the  executive  director 
as  necessary;  and  be  it  further 

Resolved,  that  any  monies  not  used  for  these 
purposes  be  placed  in  a legal  reserve  fund  to  finance 
appropriate  legal  action  as  approved  by  the  Board  of 
Trustees  or  the  House  of  Delegates;  and  be  it  further 
Resolved,  that  should  it  be  determined  through 
independent  legal  opinion  that  MSNJ  is  not  permitted 
through  the  law  to  hire  inhouse  counsel  to  represent 
its  members,  then  monies  designated  under  the  first 
Resolved  be  expended  to  engage  a law  firm  to 
represent  MSNJ’s  individual  members  against  admin- 
istrative activities  of  SBME  and  The  PRO. 


Fiscal  note:  The  estimated  cost  to  implement 
this  proposal  as  a benefit  for  all  regular  members  is 
$1.8  million  annually  assuming  use  of  salaried  at- 
torneys. If  placed  out  to  bid  and  expected  to  cover 
all  members  (9,500),  the  projected  cost  is  at  least  $2.3 
million  annually. 

The  resolution  is  incorrect  regarding  the 
number  of  participants  in  the  current  voluntary  pro- 
gram. Those  numbers  are  3,333  in  SBME  portion  and 
2,375  in  The  PRO.  Aggregated  revenues  are  $598,940 
and  not  the  $920,500  asserted  in  the  first  “Whereas.” 
Further,  the  MSNJ  dues  base  is  7,200  members,  which 
multiplied  against  the  $150  projected  in  the  first  “Re- 
solved” would  produce  $1,080,000,  and  not  the  $1,125 
million  asserted. 

A detailed  memo  was  supplied  to  the  reference 
committee. 


Four  major  criticisms  emerged  during  discussion  of  Resolution  #34:  dues  increase  requirement;  inevitable 
conflicts  of  interest;  involuntary  participation  by  physicians  not  in  need  of  legal  services;  and  excessive  costs  required 
to  implement  a program  of  prepaid  inhouse  legal  representation. 

The  Reference  Committee  recommended  that  Resolution  #34  be  rejected. 

House  Action:  Resolution  #34  was  rejected. 
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Resolution  #37 


Introduced  by: 
Subject: 
Referred  to: 


Essex  County  Medical  Society 
Smoking  Cessation  Counseling 
Reference  Committee  "B" 


Whereas,  more  than  1,500,000  New  Jersey  resi- 
dents use  tobacco  regularly,  causing  an  estimated 
12,000  deaths  annually  in  this  state;  and 

Whereas,  a stated  public  policy  goal  is  to  re- 
duce the  burden  of  smoking-related  diseases,  especial- 
ly lung  cancer,  heart  disease,  and  chronic  obstructive 
lung  disease;  and 

Whereas,  nationally  supported  collaborative 
projects  exist  to  facilitate  the  objective  to  reduce 
smoking  prevalence  in  the  population;  and 

Whereas,  it  has  been  shown  that  application  of 
physician-centered  interventions,  including  counsel- 
ing, provision  of  assistive  and  motivational  materials 
and  policy  development,  can  result  in  effective 
elimination  of  patients’  smoking  practices;  and 


Whereas,  such  efforts  depend  in  part  on  suc- 
cessful recruitment  of  office-based  medical  practi- 
tioners; now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  encourage  and  actively  support  a physician 
office-based  smoking  cessation  intervention  program 
as  a major  public  health  effort;  and  be  it  further 
Resolved,  that  MSNJ  call  upon  licensing,  stan- 
dards, credentialing,  and  accrediting  agencies,  teach- 
ing institutions,  and  health  care  insurers  to  assist  in 
implementing  such  programs  and  influencing  health 
care  provider  physician  behavior  in  this  regard. 

Fiscal  note:  To  develop,  distribute,  and  main- 
tain materials  to  the  membership  to  support  the  of- 
fice-based program,  the  cost  would  be  $50,000. 


The  Reference  Committee  heard  testimony  that  no  expense  to  MSNJ  would  be  incurred  in  the  development 
and  distribution  of  materials  required  to  support  such  a program,  due  to  a federal  grant  through  the  New  Jersey 
State  Department  of  Health. 

The  Reference  Committee  recommended  that,  in  the  second  resolved,  the  words  “health  care  provider” 
be  deleted  and  the  word  “physician”  be  substituted. 

The  Reference  Committee  recommended  that  Resolution  #37  be  adopted  as  amended. 

House  Action:  Resolution  #37  was  adopted  as  amended  by  the  Reference  Committee. 
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Resolution  #46 


Introduced  by:  Javier  G.  Taboada,  MD,  Delegate,  Mercer  County 

Subject:  Pharmaceutical  Generic  Substitutions 

Referred  to:  Reference  Committee  "B" 


Whereas,  due  to  the  high  cost  of 
pharmaceuticals,  the  reasonable  way  to  reduce  the 
cost  of  medical  care  is  to  encourage  the  use  of  generic 
substitutions;  and 

Whereas,  patients  on  Medicare  and  other  in- 
surance plans  that  do  not  cover  medications  frequently 
request  from  their  physicians  generic  substitutions  ver- 
sus the  high  cost  of  brand  names;  and 

Whereas,  the  original  intention  of  the  use  of 
generic  substitutions  to  make  medications  affordable 

The  Reference  Committee  recommended  that 

House  Action:  Resolution  #46  was  rejected. 


to  the  larger  segments  of  the  population  has  been 
completely  distorted;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
recommend  the  greater  use  of  generic  substitutions 
for  patients  with  limited  resources  and  that  those  who 
insist  on  using  brand-name  drugs  should  be 
responsible  for  paying  the  cost  differential  between 
the  brand-name  drug  and  the  cost  of  the  generic 
product. 

Resolution  #46  be  rejected. 
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Council  on  Medical  Services 


Richard  H.  Sharrett,  MD,  Chairman 

Reference  Committee  “C” 


AA  anaged  care  criteria.  The  Council  reviewed  the 
IVI  impact  of  managed  care  criteria  on  psychiatric 
practices  referred  by  the  Board  of  Trustees.  Since 
managed  care  criteria  might  be  significant  in  all  sec- 
tors of  medicine,  the  Council  recommended  that 
MSNJ  support  legislation  regarding  utilization  review 
and  managed  care.  The  Board  of  Trustees  referred 
this  to  the  Council  on  Legislation  for  their  review. 

Shortage  of  physical  therapists.  The  current 
shortage  of  physical  therapists  in  New  Jersey  was 
reviewed.  It  was  recommended  by  the  Council  and 
approved  by  the  Board  of  Trustees  that  MSNJ  support 
programs  to  increase  enrollment  and  graduates  from 
instate  facilities  adequate  to  train  physical  therapists. 
The  Council  also  recommended  that  MSNJ  support 
the  proposal  that  registered  nurses  and  other  trained 
professionals,  e.g.  exercise  physiologists,  be  allowed  to 
perform  treatments  such  as  diathermy,  ultrasound, 
whirlpool,  and  exercises,  under  appropriate 
supervision.  No  action  was  taken  by  the  Board  since 
it  is  existing  MSNJ  policy.  AJso,  it  was  recommended 
that  MSNJ  support  the  proposal  that  MDs,  DOs,  and 
DPMs  be  allowed  to  hire  and  direct  physical  therapy 
assistants.  This  also  is  existing  MSNJ  policy.  The 
Council  also  recommended  that  MSNJ  support  the 
elimination  of  specific  general  education  requirements 
for  the  licensing  of  foreign  and  out-of-state  graduates. 
Based  on  the  premise  that  education  requirements  are 


being  used  to  exclude  foreign  and  out-of-state  physical 
therapy  graduates,  the  recommendation  was  referred 
to  the  New  Jersey  Orthopaedic  Society  and  the  New 
Jersey  Society  of  Physical  Medicine  and  Rehabilitation 
for  their  opinion  and  comment. 

Anesthesia  monitoring  and  standardization  of  free- 
standing facilities.  Pursuant  to  a referral  from  the  Coun- 
cil on  Legislation,  this  Council  considered  the  issue 
of  anesthesia  monitoring  and  standards  to  be  imposed 
on  the  administration  of  anesthesia  in  physicians’  of- 
fices. The  Council  recommended  that  MSNJ  embark 
on  a program  to  certify  anesthesia  standards  for  free- 
standing surgical  and  procedural  facilities  in  New 
Jersey  and  that  the  certification  of  free-standing 
surgical  and  procedural  facilities  in  New  Jersey  be 
conducted  in  cooperation  with  appropriate  specialty 
societies  and  other  resources.  These  recommendations 
were  defeated  by  the  Board  since  several  physicians 
questioned  whether  the  drafting  of  practice 
parameters  belongs  within  the  purview  of  MSNJ. 

The  Board  referred  the  following  Resolutions 
from  the  House  of  Delegates:  Resolution  #5— Unnec- 
essary Insurance  Regulations;  Resolution  #16— Chil- 
dren and  Pre-existing  Conditions;  and  Resolution 
#18— Alternatives  to  National  Health  Insurance. 
These  resolutions  are  under  consideration  and  will  be 
reported  in  a supplemental  report  to  the  House  of 
Delegates,  with  any  other  items  from  the  Council. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Council  on  Medical  Services: 
Supplemental  Report  # l 


Richard  H.  Sharrett,  MD,  Chairman 

Reference  Committee  “C” 


The  items  in  this  supplemental  report  were  dis- 
cussed at  the  April  7,  1993,  meeting  of  the  Council 
on  Medical  Services  and  presented  to  the  Board  of 
Trustees  on  April  14,  1993. 

Any  willing  provider.  The  Board  referred  the  “con- 
cept of  any  willing  provider”  to  the  Council.  This 
discussion  centered  around  the  current  legislation 
drafted  by  pharmacists  and  other  bills  on  this  subject. 
A representative  of  the  New  Jersey  Academy  of  Fami- 
ly Physicians  took  part  in  this  review.  The  Council 
recommended  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  support  the  concept  of  “any  willing  provider” 
legislation,  and  direct  its  efforts  toward  having  such 
legislation  sponsored.  This  recommendation  was 
postponed  by  the  Board  until  the  July  meeting. 

Statewide  HMO/IPA/ADS.  The  report  of  the  sub- 
committee established  by  the  chairman  was  reviewed. 
It  was  the  purpose  of  the  subcommittee  to  measure 
the  success  of  health  maintenance  organizations 
(HMOs)  established  in  Connecticut  and  Kansas,  and 
the  possible  development  by  MSNJ  of  a physician- 
sponsored  HMO. 

The  Council  also  reviewed  comments  by 
members  attending  the  presentation  by  “MD  Health 
Plan”  sponsored  by  the  Connecticut  State  Medical 
Society.  The  Council  indicated  that  a statewide  plan 
will  allow  physicians  to  negotiate  fees  through  the 
organization.  The  plan  should  be  opened  to  all  physi- 
cians, subject  to  credentialling  proceedings.  It  was 
pointed  out  that  a physician-sponsored  HMO/in- 
dividual  practice  association  (IPA)  was  a major  busi- 
ness venture.  The  necessity  of  a feasibility  study  was 
stressed.  The  cost  of  such  a study  is  estimated  to  be 
between  $100,000  and  $150,000.  The  study  is 
estimated  to  take  four  to  five  months  to  complete.  It 
was  agreed  that  organized  medicine  must  take  action 
in  dealing  with  the  health  care  crisis. 

The  Council  recommended  that  MSNJ  conduct 
a feasibility  study  for  the  formation  of  a statewide 
HMO/IPA/alternative  delivery  system  (ADS).  The 
Council  also  recommended  that  the  study  include:  the 
percentage  of  primary  care  representation  at  each 
level;  the  feasibility  of  utilization,  quality  assurance, 
and  credentials  into  a county-by-county  IPA  setup; 


business  necessity  to  exclude  a certain  percentage  of 
providers  in  a specific  area  be  explored;  and  that  the 
question  of  whether  primary  care  physicians  be 
capitated  be  explored.  The  Board  referred  this  item 
to  the  appropriate  reference  committee  of  the  House 
of  Delegates. 

Also,  the  Council  recommended,  and  the 
Board  approved,  that  MSNJ  formulate  a list  and  con- 
vene a meeting  of  officers  of  all  IPAs  in  New  Jersey 
for  the  purpose  of  discussing  any  statewide  concerns. 

Definition  of  the  practice  of  medicine.  The  com- 
parison of  the  existing  statutory  definition  and  the 
definition  proposed  by  John  Capelli,  MD,  was  re- 
viewed. The  Council  recommended  that  MSNJ  re- 
quest that  the  Board  of  Trustees  support  passage  of 
legislation  that  would  redefine  the  practice  of 
medicine,  as  outlined  by  Dr.  Capelli.  The  Board  did 
not  approve  this  recommendation. 

AMA  report— guidelines  for  conduct  of  managed  care. 
The  Council  recommended  and  the  Board  approved 
the  following  recommendation  that  MSNJ  request  the 
AMA  to  revise  page  6,  paragraph  6,  to  read: 

Physician  decision  making/due  process 

(a)  Plan  responsibilities 

Health  benefit  plans  that  contractually  obligate 
physicians  with  respect  to  quality  and  utilization  re- 
view requirements  and  criteria,  referral  options,  case 
management  responsibility,  and/or  payment  arrange- 
ments (should)  must  have  organizational  structures 
that: 

• Allow  participating  physicians  meaningful  in- 
volvement in  the  establishment  or  modification  of 
utilization  review  criteria  and  procedures  and  other 
policies  affecting  medical  responsibility  used  by  the 
plan. 

• Encourage  peer  assistance  and  education  for 
all  physicians,  particularly  those  who  exhibit  quality  or 
utilization  problems. 

• Provide  for  fair  and  effective  grievance 
resolution  for  physicians  and  enrollees. 

(b)  Physician  responsibilities 

Physicians  should  take  the  initiative  to 
participate  in  health  plan  activities  designed  to  im- 
prove the  quality  of  care. 
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The  original  version  of  6(a)  included  the  word 
“should.”  The  Council  agreed  that  this  should  be 
changed  to  “must.” 

Subcommittee  on  alternative  health  care,  concerning  the 
proposed  establishment  of  a private  practice  managed  care 
program.  The  Council  reviewed  the  findings  of  the 
Subcommittee  and  correspondence  received  concern- 
ing managed  care  programs.  The  Council  recom- 
mended, and  the  Board  approved,  that  MSNJ  write 
a letter  of  complaint  to  the  commissioner  of  insurance 
in  regard  to  the  practices  of  PruCare  in  contracting 
physicians  and  soliciting  subscribers. 

Resolution  #5— Unnecessary  insurance  regulations. 
This  was  referred  to  the  Council  by  the  Board  for 
report  and  recommendation.  No  specific  action  was 
taken  since  this  concept  was  reaffirmed  as  existing 
AMA  policy. 

Resolution  #16— Children  and  pre-existing  conditions. 

The  Council  reviewed  statutes  from  the  California 
Medical  Association  regarding  pre-existing  conditions. 
The  Council  recommended  that  the  Board  approve 
and  refer  Resolution  #16— Children  and  Pre-existing 
Conditions  to  the  Council  on  Legislation  for  review 
and  comment.  This  was  approved  by  the  Board. 

Resolution  #18— Alternatives  to  national  health  in- 
surance. The  subcommittee,  with  the  Council,  reviewed 


the  summary  of  the  analysis  on  alternatives  to  national 
health  insurance.  The  Council  recommended  and  the 
Board  approved  that  MSNJ  adopt  the  following  five 
general  principles  with  regard  to  health  care  reform: 

1.  Agree,  that  while  providing  at  its  best  the 
best  care  in  the  world,  the  current  system  of  health 
care  carries  certain  disadvantages  in  its  costs, 
particularly  administrative  costs. 

2.  Propose  that  any  new  system  provide  for 
universal  access  and  relieve  physicians  of  the  necessity 
of  choosing  between  their  livelihoods  and  the  need 
to  provide  uncompensated  care  rather  than  none  at 
all. 

3.  Relieve  patients  and  physicians  alike  of  dis- 
tant, at  times  unqualified,  and  unfeeling  control  of  the 
delivery  of  health  care  by  untrained  nonprofessionals. 

4.  Forthrightly  state  and  justify  any  limits  or 
“rationing”  of  care  that  might  become  necessary, 
working  to  minimize  the  effects  of  such  limits  rather 
than  deny  they  exist. 

5.  Provide  compensation  appropriate  to  the 
qualifications,  training,  time,  and  responsibilities  of 
the  health  professionals  who  bear  the  primary  burden 
of  caring  for  the  health  and  lives  of  the  people  of  the 
nation. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Resolution  #2 


Introduced  by:  Essex  County  Medical  Society 

Subject:  Medicaid  Claim  Form 

Referred  to:  Reference  Committee  "C" 

Whereas,  physicians  caring  for  Medicaid  pa- 
tients, especially  children  enrolled  in  Health  Start,  are 
burdened  by  cumbersome  claim  forms;  now  therefore 
be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
petition  Medicaid  to  accept  a universal  claim  form  for 
reimbursement  on  all  visits,  including  Health  Start. 


The  Reference  Committee  recommended  that  Resolution  #2  be  adopted. 

House  Action:  Resolution  #2  was  adopted. 

RESOLUTION  #8 


Introduced  by: 
Subject: 
Referred  to: 


Union  County  Medical  Society 

Requirement  To  Offer  Traditional  Health  Insurance  as  an  Option 
Reference  Committee  "C" 


Whereas,  some  employers  are  providing  health 
insurance  benefits  to  their  employees  only  through  a 
managed  care  system;  and 

Whereas,  the  result  of  this  limited  health 
provider  option  is  that  those  employees  frequently  will 
have  to  switch  to  new  physicians  whom  they  do  not 
know  and  perhaps  of  whom  they  never  had  heard;  and 
Whereas,  to  continue  with  their  traditional 
physicians  in  this  setting  may  require  an  extraordinary 
sacrifice  because  the  physician  and  hospital  fees  may 
be  covered  by  the  managed  care  insurance;  and 


Whereas,  all  employees  desire  a voice  in  the 
selection  of  the  type  of  health  insurance  coverage  that 
they  will  utilize  for  health  care;  now  therefore  be  it 
Resolved,  that  all  employers  in  New  Jersey  be 
required  to  offer  the  option  of  traditional  indemnity 
health  insurance,  whereby  the  patient  has  free  choice 
of  physicians,  whether  or  not  other  health  insurance 
alternatives  are  offered;  and  be  it  further 

Resolved,  that  a similar  resolution  be  presented 
to  the  American  Medical  Association  covering  all 
employees  in  the  United  States. 


The  Reference  Committee  recommended  that  Resolution  #8  be  adopted. 

House  Action:  Resolution  #8  was  adopted. 
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RESOLUTION  #9 


Introduced  by:  Union  County  Medical  Society 

Subject:  Procedure  Code  Modification 

Referred  to:  Reference  Committee  "C" 

Whereas,  the  cognitive  aspects  of  medical  and 
surgical  services  are  not  identical  when  performed  by 
physicians  and  nonphysicians;  and 

Whereas,  the  payors  have  a financial  interest 
in  equating  services,  performed  by  physicians  and 
nonphysicians;  and 

Whereas,  differences  in  educational  experience 
between  physicians  and  nonphysicians  are  reflected  in 
licensing  requirements;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 


(MSNJ)  support  the  modification  of  procedure  codefr 
to  indicate-  when  a service  usually  performed  by  a 
physician  is  performed  by  a nonphysician;  and  be  it 
further 

Resolved,  that  MSNJ  support  a procedure  code 
modifier  to  indicate  when  a service  is  performed  by 
a nonphysician;  and  be  it  further 

Resolved,  that  a similar  resolution  be  sent  to  the 
American  Medical  Association  so  that  it  can  effect  a 
change  in  the  procedure  codes  on  a national  level. 


The  Reference  Committee  recommended  that  the  first  resolved  be  deleted  and  a new  first  resolved  be  added. 
The  Reference  Committee  recommended  that  Resolution  #9  be  adopted  as  amended. 

House  Action:  Resolution  #9  was  adopted  as  amended  by  the  Reference  Committee. 


RESOLUTION  #10 


Introduced  by:  Union  County  Medical  Society 

Subject:  Proper  Notification  of  Changes  in  Limiting  Charges 

Referred  to:  Reference  Committee  "C" 


Whereas,  Pennsylvania  Blue  Shield  (PBS), 
mandated  by  the  Health  Care  Financing  Adminis- 
tration (HCFA),  instituted  changes  in  the  limiting 
charges  for  Medicare  patients  for  multiple  surgeries 
without  notifying  the  affected  physicians,  or  the  re- 
mainder of  the  physicians  in  New  Jersey;  and 

Whereas,  PBS  was  devious  in  purposely  elect- 
ing not  to  notify  New  Jersey  physicians  when  HCFA 
did  not  prevent  the  notification  of  New  Jersey  physi- 
cians; and 

Whereas,  physicians  who  had  charged  their 
1992  limiting  charges,  as  advised  in  writing  by  PBS 
at  the  beginning  of  1992,  were  notified  that  they  had 
overcharged,  and  were  to  refund  money  to  patients; 
and 

Whereas,  patients  were  notified  that  their 
physicians  had  overcharged  them;  and 


Whereas,  such  notification  severely  damages 
the  physician-patient  relationship;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  petition  the  American  Medical  Association 
(AMA)  to  seek  legislation  that  requires  Medicare 
intermediaries  to  disclose  any  and  all  changes  in  limit- 
ing charges  to  physicians  in  writing  with  adequate 
notice,  prior  to  instituting  such  fee  changes;  and  be 
it  further 

Resolved,  that  MSNJ  condemn  PBS’s  actions, 
especially  in  notifying  patients,  when  in  fact  PBS  was 
devious  slow  to  react  when  it  chose  not  to  notify  the 
New  Jersey  physicians  in  advance;  and  be  it  further 
Resolved,  that  MSNJ  insist  that  PBS  send  to 
those  physicians  a letter  of  explanation  and  apology 
that  can  be  copied  and  sent  to  their  patients  seeking 
refunds;  and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  sent 
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to  each  member  of  MSNJ  for  posting  in  the  waiting  members  of  the  New  Jersey  Congressional  delegation 

room.  for  their  information,  and  to  HCFA. 

Resolved,  that  this  resolution  be  forwarded  to 

The  Reference  Committee  recommended  that  in  the  second  resolved  the  word  “devious”  be  deleted  and 
the  words  “slow  to  react”  be  substituted. 

The  Reference  Committee  recommended  the  addition  of  a resolved  after  the  fourth  resolved. 

The  Reference  Committee  recommended  that  Resolution  #10  be  adopted  as  amended. 

House  Action:  Resolution  #10  was  adopted  as  amended  by  the  Reference  Committee  with  editorial  changes 
(in  italics)  by  the  House  of  Delegates. 


RESOLUTION  #11 


Introduced  by:  Union  County  Medical  Society 

Subject:  Guidelines  in  an  Office  Setting 

Referred  to:  Reference  Committee  "C" 

Whereas,  modern  medicine  places  increasing 
emphasis  on  office  practice;  and 

Whereas,  there  has  been  an  increasing  use  of 
intravenous  sedation  in  office  settings  and  increased 
complexity  in  office  procedures;  and 

Whereas,  physicians  are  vitally  interested  in  the 
safety  and  protection  of  all  patients;  and 

Whereas,  there  is  an  increased  awareness  of 
potential  transmission  of  viral  diseases;  and 

Whereas,  physicians  now  are,  always  have  been, 
and  always  will  be  the  best  authority  as  to  what  con- 
stitutes and  does  not  constitute  the  practice  of  good 
medicine;  and 

This  issue  currently  is  being  addressed  by  the  State  Board  of  Medical  Examiners;  the  Reference  Committee 
concluded,  therefore,  that  Resolution  #11  was  unnecessary. 

The  Reference  Committee  recommended  that  Resolution  #11  be  rejected. 

House  Action:  Resolution  #11  was  referred  to  the  Board  of  Trustees. 


Whereas,  physicians  must  accept  the 
responsibility  of  establishing  guidelines  and  standards 
for  proper  medical  care  in  the  office  setting;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
initiate  a feasibility  study  for  establishing  guidelines 
in  the  office  setting  for  the  safety  and  well-being  of 
patients  undergoing  invasive  diagnostic  and  surgical 
procedures  in  New  Jersey. 

Fiscal  note:  No  significant  fiscal  impact. 
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Resolution  #16 


Introduced  by:  Ocean  County  Medical  Society 

Subject:  MSNJ-Sponsored  Managed  Care 

Referred  to:  Reference  Committee  "C" 

Whereas,  managed  care  and  managed  competi- 
tion have  become  the  buzz  words  of  the  new  adminis- 
tration; and 

Whereas,  nonphysicians  are  determining  the 
availability  and  allocation  of  medical  services  within 
the  managed  care  system;  and 

Whereas,  physicians  thereby  are  losing  control 
of  health  care  decisions  in  the  managed  care  environ- 
ment; and 

Whereas,  large  physician  managed  care  pro- 
grams in  other  states,  e.g.  Connecticut,  are  successful; 
and 

Whereas,  it  is  vital  to  cost-effective,  quality, 
affordable  medical  care  that  physicians’  input  must 


remain  paramount  in  health  delivery  planning  in  the 
managed  care  environment;  and 

Whereas,  it  is  essential  to  physicians’  survival 
in  this  era  of  health  care  reform  that  they  have  a 
managed  care  vehicle;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
investigate  and  establish  a statewide  managed  care 
organization  of  the  appropriate  health  maintenance 
organization,  individual  practice  association,  or 
preferred  provider  organization  variant. 

Fiscal  note:  The  estimated  cost  of  a feasibility 
study  would  be  $150,000. 


Following  discussion,  the  Reference  Committee  concluded  that  the  subject  was  more  adequately  addressed 
by  Resolution  #21. 

The  Reference  Committee  recommended  that  Resolution  #16  be  rejected. 

House  Action:  Resolution  #16  was  rejected. 


Resolution  #18 


Introduced  by: 
Subject: 
Referred  to: 


Ocean  County  Medical  Society 

Managed  Care  Resource  Advisory  Panel/Committee 

Reference  Committee  "C" 


Whereas,  individual  physicians  have  no  ad- 
visory resources  for  their  protection  in  negotiations 
with  third-party  purveyors  of  health  care;  and 

Whereas,  physicians  have  no  legal  support  in 
these  negotiations  except  for  what  is  provided  at  their 
own  expense;  now  therefore  be  it 

The  Reference  Committee  recommended  that 

House  Action:  Resolution  #18  was  adopted. 


Resolved,  that  the  Medical  Society  of  New  Jersey 
establish  a managed  care  resource  advisory  panel/ 
committee. 

Fiscal  note:  There  is  no  significant  fiscal  im- 
pact. 


Resolution  #18  be  adopted. 


Tr  55 


Resolution  #21 


Introduced  by:  Passaic  County  Medical  Society 

Subject:  Physicians'  HMO/IPA 

Referred  to:  Reference  Committee  "C" 

Whereas,  the  concepts  of  managed  care  and 
managed  competition  appear  to  be  the  linchpin  in  the 
evolving,  proposed  reforms  of  health  care  delivery 
both  nationally  and  in  New  Jersey;  and 

Whereas,  managed  care  plans  are  based  on 
restrictive  contracts  that  severely  limit  patients’ 
choices  of  physicians  and  providers  of  care  as  well  as 
settings  for  care;  and 

Whereas,  restrictive  contracting  arbitrarily  ex- 
cludes significant  numbers  of  physicians  from 
managed  care  plans  and  reduces  the  ability  of  physi- 
cians to  compete  freely  and  fairly  in  an  open  market 
setting;  and 

Whereas,  physicians  can  best  compete  with 
managed  care  plans  by  means  of  a physician-owned 


health  maintenance  organization/individual  practice 
association  (HMO/IPA);  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  work  cooperatively  with-  the  New  Jersey  As- 
sociation of  Osteopathic  Physicians  and  Surgeons  and 
with  all  independent  physicians  in  the  state  to  im 
mediately  form  a physicians’  HMO/IPA  in  New  Jersey. 

Substitute  Resolution 

Resolved,  that  MSNJ  support  a physicians’ 
HMO/IPA  concept,  but  assume  no  responsibility  for 
its  feasibility  study,  funding,  or  management. 

Fiscal  note:  A feasibility  study  would  cost 
$150,000;  the  implementation  cost  would  be  $1 
million. 


During  the  discussion,  there  was  a sense  of  support  for  the  physicians’  HMO/IPA  concept,  but  considerable 
concern  was  expressed  regarding  the  financial  risks.  In  addition,  it  was  felt  that  the  cost  for  a feasibility  study 
should  be  borne  by  interested  physicians,  and  that  any  resulting  HMO/IPA  should  not  be  managed  by  MSNJ. 
The  Reference  Committee  recommended  that  the  substitute  resolution  be  adopted. 

House  Action:  Substitute  Resolution  #21  was  adopted. 
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RESOLUTION  #23 


Introduced  by: 
Subject: 
Referred  to: 


Union  County  Medical  Society 
Prohibition  of  Hospitals  Granting  Discounts 
Reference  Committee  "C" 


Whereas,  with  managed  care  and  managed 
competition,  hospitals  have  granted  discounts  to  cer- 
tain health  care  insurers;  and 

Whereas,  such  discounts  have  resulted  in  cost 
shifting  whereby  there  are  increased  charges  to  pa- 
tients with  traditional  indemnity  insurance,  who  have 
opted  to  have  free  choice  of  physicians;  and 

Whereas,  in  many  cases  hospital  discounts  have 
resulted  in  a shortage  of  funds  for  medical  education; 
and 

Whereas,  hospital  discounts  have  resulted  in 
inadequate  revenue  to  cover  “non-pay”  and  “poor- 
pay”  patients;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  vigorously  support  the  private  practice  of 
medicine,  and  the  use  of  traditional  indemnity  in- 
surance whereby  patients  have  free  choice  of  physi- 
cians; and  be  it  further 

Resolved,  that  MSNJ  strongly  support  full  equali- 
ty for  the  patient  with  indemnity  insurance  relative  to 
the  managed  care  patient  by  the  introduction  of 
legislation  requiring  that  each  hospital  make  the  same 
charges  to  all  of  its  patients  no  matter  what  type  of 
insurance;  and  be  it  further 

Resolved,  that  a similar  resolution  be  submitted 
to  the  American  Medical  Association. 


It  was  the  consensus  that  MSNJ  should  not  dictate  hospital  policy. 

The  Reference  Committee  recommended  that  Resolution  #23  be  rejected. 

House  Action:  Resolution  #23  was  rejected. 
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Resolution  #30 


Introduced  by:  Monmouth  County  Medical  Society 

Subject:  Insurance  Accountability  Pilot  Project 


Referred  to:  Reference  Committee  "C" 

Whereas,  Medical  Society  of  New  Jersey 
(MSNJ)  members  often  fight  bureaucratic  red  tape  of 
several  different  insurance  carriers  within  each 
member’s  office;  and 

Whereas,  insurance  carriers  frequently  violate 
rules  of  the  New  Jersey  State  Department  of  In- 
surance with  relative  impunity  because  of  the  logistical 
difficulty  for  any  office  to  follow  through  with  a formal 
complaint  to  the  New  Jersey  State  Department  of 
Insurance;  and 

Whereas,  a combined  effort  collecting  unpaid 
claims  after  60  days  for  all  physicians  (perhaps 
grouped  by  county)  would  provide  a number  of  claims 
for  each  delinquent  carrier  and  also  expose  a pattern 
of  noncompliance  with  regulations;  and 


Whereas,  there  continues  to  be  power  in 
numbers;  now  therefore  be  it 

Resolved,  that  MSNJ  fund  a pilot  project  in  one 
county  whereby  all  claims  to  insurance  companies  that 
are  not  paid  within  60  days  of  submission  would  be 
collected  and  processed  by  a single  agent  that  would 
be  prepared  to  provide  legal  redress  when  there  are 
patterns  of  abuse  of  regulations;  and  be  it  further 
Resolved,  that  this  project  be  expanded  statewide 
if  it  proves  successful  in  speeding  the  processing  of 
claims,  regardless  of  the  need  for  litigation. 

Note:  The  program  and  pilot  project  were  ap- 
proved by  the  Board  of  Trustees  in  November  1992, 
and  are  in  the  process  of  being  implemented  in  Union 
County. 


During  discussion,  it  was  announced  that  the  program  and  pilot  program  were  approved  by  the  Board  of 
Trustees  in  November  1992,  and  are  in  the  process  of  being  implemented  in  Union  County,  making  Resolution 
#30  unnecessary. 

The  Reference  Committee  recommended  that  Resolution  #30  be  rejected. 

House  Action:  Resolution  #30  was  rejected. 
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RESOLUTION  #38 


Introduced  by: 
Subject: 
Referred  to: 


Essex  County  Medical  Society 
IPA/Hospital  Networks 
Reference  Committee  "C" 


Whereas,  many  hospital  medical  staffs  have 
formed  local  individual  practice  associations  (IPAs) 
that  provide  medical  care  under  contract  to  health 
maintenance  organizations  (HMOs)  and  other 
managed  care  entities;  and 

Whereas,  there  are  advantages  to  these  IPAs 
networking  with  each  other  to  provide  broader  physi- 


cian coverage;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
contact  medical  staffs  throughout  the  state  to  en- 
courage networking  of  their  IPAs;  and  be  it  further 
Resolved,  that  the  formation  of  a health  care 
cooperative,  to  include  the  IPA  network  and  its  af- 
filiated hospitals,  be  explored. 


The  Reference  Committee  recommended  that  Resolution  #38  be  adopted. 

House  Action:  Resolution  #38  was  adopted  as  amended  by  the  House  of  Delegates  (addition  of  second 
resolved). 


RESOLUTION  #39 


Introduced  by:  Essex  County  Medical  Society 

Subject:  Managed  Care  Ombudsman 

Referred  to:  Reference  Committee  “ C " 


Whereas,  health  maintenance  organizations 
(HMOs),  preferred  provider  organizations  (PPOs), 
and  related  managed  care  organizations  propose  to 
control  the  cost  of  medical  care  and  maintain  quality; 
and 

Whereas,  the  activities  to  achieve  these  goals 
often  include  denial  of  certain  medical  benefits,  limita- 
tion of  choice  concerning  physicians,  facilities,  and 
treatment  alternatives,  and  restrictions  on  payments 
to  professionals  and  facilities;  and 

Whereas,  these  activities,  by  their  nature, 
generate  controversies  among  consumers,  physicians. 


facilities,  and  such  managed  care  entities;  and 

Whereas,  the  nature  of  these  controversies  in- 
volves substantive  issues  of  medical  care,  beyond  the 
traditional  benefit  determination  procedures  used  by 
the  state  commissioner  of  insurance;  now  therefore  be 
it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
propose  legislation  to  establish  a state  regulatory 
board  or  commission  to  serve  as  an  ombudsman,  to 
resolve  issues  among  consumers  or  providers  and 
HMOs,  PPOs,  and  similar  managed  care  organiza- 
tions. 

to  establish  a 


The  issues  currently  are  addressed  by  existing  governmental  agencies;  therefore,  legislation 
state  regulatory  board  or  commission  to  serve  as  an  ombudsman  is  not  necessary. 

The  Reference  Committee  recommended  that  Resolution  #39  be  rejected. 

House  Action:  Resolution  #39  was  rejected. 
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Resolution  #45 


Introduced  by:  Mercer  County  Medical  Society 

Subject:  Communciations  Between  MSNJ-Endorsed 

Referred  to:  Reference  Committee  "C" 

Whereas,  it  is  in  the  best  interest  of  the 
members  of  the  Medical  Society  of  New  Jersey 
(MSNJ)  to  receive  prompt  notification  of  rules,  re- 
gulations, and  pertinent  information  that  affects  their 
medical  practice;  and 

Whereas,  the  offices  of  the  21  county  medical 
societies  do  not  receive  important  information  from 
the  endorsed  programs  that  relates  to  the  members; 
and 


Programs  and  County  Medical  Societies 


Whereas,  MSNJ  and  its  members  rely  on  the 
county  medical  society  offices  to  expedite  information 
in  a timely  manner;  now  therefore  be  it 

Resolved,  that  MSNJ  require  that  all  endorsed 
programs  include  the  21  county  medical  societies  on 
their  mailing  lists  and  that  all  information  mailed  to 
the  members  be  mailed  to  the  county  medical 
societies. 


The  Reference  Committee  recommended  that  Resolution  #45  be  adopted. 

House  Action:  Resolution  #45  was  adopted. 

RESOLUTION  # 5 6 E 


Introduced  by:  Burlington  County  Medical  Society 

Subject:  Rebundling  of  Physician  Services 

Referred  to:  Reference  Committee  " C " 

Whereas,  physicians  are  and  desire  to  remain 
independent  practitioners;  and 

Whereas,  insurers  and  health  maintenance  or- 
ganizations desire  to  contract  with  hospitals  for  a 
bundled  fee  to  include  the  professional  service;  and 

Whereas,  such  an  arrangement  is  expressly 
prohibited  under  Medicare  law  for  Medicare  patients; 
and 

The  Reference  Committee  recommended  that 

House  Action:  Resolution  #56E  was  adopted. 


Whereas,  physicians  may  be  unduly  coerced 
under  this  arrangement  to  become  hospital 
employees;  now  therefore  be  it 

Resolved,  that  Medical  Society  of  New  Jersey  ac- 
tively oppose  any  rebundling  efforts  by  insurers  and 
hospitals. 


Resolution  #56E  be  adopted. 
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Resolution  #59E 


Introduced  by: 
Subject: 
Referred  to: 


James  Q.  Atkinson,  MD,  Delegate,  Burlington  County 
Opposition  to  the  Proposed  BCBSNJ  Network  Plan 
Reference  Committee  "C" 


Whereas,  BlueCross  BlueShield  of  New  Jersey 
(BCBSNJ)  was  established  to  allow  everyone  to 
purchase  indemnity  health  insurance  and  to  be  able 
to  choose  their  own  hospital  and  physician;  and 

Whereas,  many  members  of  the  Medical  Socie- 
ty of  New  Jersey  (MSNJ)  promoted  BCBSNJ  for  these 
reasons;  and 

Whereas,  BCBSNJ  announced  on  April  26, 
1993,  a “network”  of  hospitals  excluding  29  hospitals 
and  their  physicians;  and 

Whereas,  BCBSNJ  apparently  chose  those 
hospitals  that  would  consent  to  drastic  rate  cuts  re- 
gardless of  quality  or  access  considerations;  and 
Whereas,  BCBSNJ  also  plans  to  transfer  most 
of  their  indemnity  subscribers  to  their  health 
maintenance  organization  or  managed  care  network; 
and 

Whereas,  some  subscribers  (patients)  would 
either  have  to  leave  BCBSNJ  or  change  hospitals  and 
physicians;  and 

Whereas,  some  of  these  patients  may  have  no 
other  choice  of  health  insurance  due  to  circumstances 
beyond  their  control;  and 


Whereas,  some  of  these  patients  would  have 
to  travel  over  one  hour  farther  than  their  previous 
provider  to  the  nearest  network  provider;  and 

Whereas,  partly  disabled  veterans  living  near 
Fort  Dix  and  senior  citizens  in  rural  New  Jersey  would 
be  particularly  burdened  by  the  choice  of  network 
hospitals;  now  therefore  be  it 

Resolved,  that  MSNJ  petition  the  state  of  New 
Jersey  to  delay  or  modify  the  BCBSNJ  network  plan 
until  all  BCBSNJ  subscribers  have  reasonable  access 
to  health  care  or  until  state  or  federal  health  care 
reform  provides  a reasonable  “safety  net”  health  in- 
surance alternative. 

Resolved,  that  MSNJ  petition  the  state  of  New 
Jersey  to  delay  or  modify  the  BCBSNJ  network  plan 
until  all  BCBSNJ  subscribers  have  reasonable  access 
to  health  care  or  until  state  or  federal  health  care 
reform  provides  a reasonable  safety  net  health  in- 
surance alternative;  and  be  it  further 

Resolved,  that  the  Board  of  Trustees  consider 
revocation  of  MSNJ’s  endorsement  of  BCBSNJ  as  the 
health  insurance  carrier  for  MSNJ. 


The  Reference  Committee  recommended  that  Resolution  #59E  be  adopted. 

House  Action:  Resolution  #59E  was  adopted  as  amended  by  the  House  of  Delegates. 
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RESOLUTION  #60E 


Introduced  by: 
Subject: 
Referred  to: 


William  R.  Nadel,  MD,  Delegate,  Union  County 
BCBSNJ  Managed  Care  Network 
Reference  Committee  "C" 


Whereas,  BlueCross  BlueShield  of  New  Jersey 
(BCBSNJ)  recently  has  organized  a select  hospital 
network,  excluding  one-third  of  the  acute  care  general 
hospitals  in  the  state;  and 

Whereas,  this  has  arbitrarily  limited  the  choice 
of  patients  in  regard  to  hospitals  and  physicians;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  oppose  the  process  of  BCBSNJ’s  develop- 
ment of  a preferred  hospital  network;  and  be  it  further 
Resolved,  that  MSNJ  pursue  whatever  legal  re- 


medies may  be  available  to  physicians  and  patients  to 
establish  their  freedom  of  choice  under  BCBSNJ;  and 
be  it  further 

Resolved,  that  MSNJ  request  the  commissioner 
of  insurance  to  remove  the  tax-exempt  status  from 
BCBSNJ;  and  be  it  further 

Resolved,  that  MSNJ  request  the  Legislature  to 
remove  this  tax-exempt  status  from  BCBSNJ  if  the 
insurance  commissioner  does  not;  and  be  it  further 
Resolved,  that  MSNJ  oppose  any  state  gov- 
ernmental subsidy  or  privilege  for  BCBSNJ. 


The  Reference  Committee  indicated  that  the  issue  was  suitably  addressed  in  Resolution  #59E. 
The  Reference  Committee  recommended  that  Resolution  #60E  be  rejected. 

House  Action:  Resolution  #60E  was  rejected. 
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Council  on  Public  relations 


Andrew  Coronato,  MD,  Chairman 

Reference  Committee  “D” 


During  the  past  12  months,  the  Council  on  Public 
Relations  has  refocused  MSNJ’s  communications 
program  away  from  paid  advertising  and  toward  the 
use  of  media  relations— editorial  coverage  of  MSNJ’s 
positions  and  activities  in  newspapers  and  other 
publications  and  on  radio  and  television.  The  Council 
concluded  that  public  relations  is  more  cost  effective 
than  paid  advertising  in  delivering  MSNJ’s  messages 
to  the  public.  Unlike  advertising,  public  relations 
provides  media  coverage  that  is  objective  and  highly 
credible. 

The  change  was  actualized  by  the  retention  of 
MWW/Strategic  Communica- 
tions (MWW/SC)  in  mid- 

September.  Working  with 

MWW/SC,  the  Council  has  al- 
lowed MSNJ  to  effectively  con- 
vey its  position  on  issues  such  as 
the  Health  Care  Reform  Act  of 
1992,  the  State  Health  Plan,  im- 
paired physicians,  and  a host  of  medical  treatment  and 
regulatory/legal  matters.  This  comes  at  a time  when 
the  state’s  health  care  delivery  system  is  undergoing 
several  major  changes,  underscoring  the  importance 
of  these  issues. 

As  a result,  MSNJ  has  strengthened  its  media 
presence  and  has  become  a more  integral  part  of  the 
ongoing  dialogue  on  health  reform.  Depending  on  the 
issue,  some  of  MSNJ’s  officers  have  served  as 
spokespersons,  including  Dr.  Ryan,  president;  Dr. 
Micale,  president-elect;  Dr.  Coronato,  chairman  of  the 
Council  on  Public  Relations;  Dr.  Riggs,  immediate 
past-president;  and  others  specializing  in  various  fields 
of  medicine. 

MSNJ’s  media  exposure  has  included  news 
articles,  features,  editorials,  and  op-ed  columns  in 
New  Jersey’s  daily  and  weekly  newspapers  and  radio 
and  television  segments.  Moreover,  MSNJ  spokes- 
persons appeared  on  two  nationally  broadcast  televi- 
sion shows— CBS  Evening  News  and  the  Wall  Street 
Journal  Report— and  were  quoted  in  national  medical 
publications.  Such  widespread  visibility  highlights 
MSNJ’s  critical  role  in  shaping  the  future  of  medicine 
in  New  Jersey  and,  perhaps,  the  nation. 


Because  the  media  is  viewed  as  an  objective 
third-party  source,  this  coverage  also  enhances  the 
image  of  MSNJ  as  a respected  authority  on  medical 
issues  and  fosters  respect  for  MSNJ’s  positions  by  the 
general  public,  the  administration,  the  Legislature, 
and  other  decision  makers.  In  addition,  MSNJ  is  in 
a better  position  to  promulgate  its  legislative  and 
regulatory  initiatives.  This  can  best  be  illustrated  by 
the  editorial  board  meeting  with  The  Times  on  im- 
paired physicians,  resulting  in  an  editorial  touting  the 
success  of  the  Physicians’  Health  Program  and  sup- 
porting MSNJ’s  effort  to  maintain  confidentiality  for 
participants  in  the  program.  This 
editorial,  by  an  influential 
newspaper,  created  a better  en- 
vironment for  MSNJ’s  ongoing 
effort  to  prevent  the  State  Board 
of  Medical  Examiners  (SBME) 
from  requiring  disclosure  of  the 
names  of  the  participants. 

In  addition  to  the  ongoing  media  placement 
effort,  the  Council  on  Public  Relations,  working  with 
the  Council  on  Public  Health’s  newly  established  Task 
Force  on  Violence,  is  developing  an  advertising  cam- 
paign scheduled  for  release  in  May  to  raise  awareness 
of  domestic  violence,  in  accordance  with  Resolution 
#12.  The  program  addresses  child,  spouse,  and  elder 
abuse,  featuring  print  advertisements  in  the  state’s 
largest  daily  newspapers,  as  well  as  radio  and  televi- 
sion public  service  announcements.  The  advertise- 
ments encourage  people  to  contact  their  physician  or 
one  of  the  social  service  agencies  given  through  an 
800  number.  Through  this  campaign,  which  will  be 
supplemented  by  a comprehensive  media  relations 
program,  the  public  will  see  that  New  Jersey’s  doctors 
are  concerned  about  this  problem  and  are  playing  an 
active  role  to  alleviate  it. 

We  also  are  creating  a new  Senior  Medical 
Courtesy  brochure  to  demonstrate  MSNJ’s  commit- 
ment to  the  rights  of  senior  citizens.  The  development 
of  this  brochure  reflects  the  Council  on  Public  Rela- 
tions’ sustained  interest  in  enhancing  relations  with 
seniors. 

Due  to  a reduction  in  the  public  relations 


The  Council  concluded  that  public 
relations  is  more  cost  effective  than 
paid  advertising  in  delivering  MSNJ's 
messages.  Public  relations  provides 
objective  media  coverage. 
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budget,  the  Council  was  unable  to  develop  a campaign 
addressing  other  issues,  such  as  Medicare  fees  as 
suggested  by  Resolution  #35. 

Health  care  reform.  Over  the  past  several  months, 
as  New  Jersey’s  leaders  have  taken  the  first  steps  to 
reshape  the  state’s  health  care  delivery  system,  MSNJ 
has  played  a vital  role  in  the  decision-making 
process— as  a member  of  the  New  Jersey  Coalition 
for  Health  Care  Reform— and  in  the  dissemination  of 
information  to  the  public.  While  MSNJ,  for  the  most 
part,  has  supported  the  Health  Care  Reform  Act  of 
1992,  MSNJ’s  messages  to  the  public  have  stressed 
what  MSNJ  believes  to  be  essential  ingredients  to  a 
successful  health  care  delivery  system.  These  include 
societal  responsibility  for  charity  care  of  hospital 
patients  and  the  freedom  to  choose  health  care 
providers. 

Through  hard-hitting  news  releases,  press 
statements,  and  interviews  (that  include  preparation 
of  MSNJ  spokespersons  and  followup),  MSNJ  has 
been  able  to  convey  its  position  on  this  issue.  As  a 
result,  the  public  has  acquired  a better  understanding 
of  what  MSNJ  believes  to  be  the  critical  aspects  of 
this  ongoing  debate. 

Among  the  specific  concerns  that  have  com- 
prised MSNJ’s  messages  on  this  issue  are:  broad-based 
funding  of  charity  care  without  taxing  health  care 
providers;  transition  to  a less-regulated  health  care 
system;  preserving  the  viability  of  inner-city  hospitals 
during  the  transition;  adequate  funding  of  graduate 
medical  education;  reform  of  medical  malpractice 
liability;  subsidized  insurance  for  those  with  limited 
income;  providing  reimbursement  to  physicians  as  well 
as  to  hospitals;  protection  of  consumer  choice  within 
a system  of  managed  competition;  and  medical 
representation  on  state  decision-making  bodies. 

The  following  is  a summary  of  the  placements 
secured  on  various  aspects  of  this  issue. 

Newspapers.  Over  40  articles  appeared  in  daily 
and  weekly  newspapers,  including  The  Star-Ledger, 
The  Times,  the  Asbury  Park  Press,  the  Philadelphia 
Inquirer,  and  the  Camden  Courier-Post,  featuring  com- 
ments by  MSNJ  spokespersons.  Many  of  these  were 
front-page  stories.  Among  those  quoted  were  Drs. 


Ryan,  Micale,  and  Coronato.  Dr.  Ryan’s  comments 
also  were  reported  in  an  editorial  in  the  Bergen 
Record. 

Television.  Dr.  Coronato’s  30-second  “View- 
point” address  on  managed  competition  aired  several 
times  on  WWOR-TV,  and  Mr.  Weisfeld  appeared  on 
New  Jersey  network’s  Front-Page:  New  Jersey  to  discuss 
hospital  deregulation. 

Radio.  Dr.  Ryan  was  interviewed  by  several 
radio  stations,  including  WOR  and  WHWH. 

State  health  plan.  As  new  versions  of  the  State 
Health  Plan  were  drafted,  it  was  crucial  that  MSNJ 
voice  its  opinion  on  the  plan’s  positive  and  negative 
aspects,  and,  thus,  help  to  influence  the  end  result. 
To  help  accomplish  this,  an  op-ed  article  authored  by 
Dr.  Ryan  was  developed,  outlining  MSNJ’s  recom- 
mendations for  improving  upon  the  plan.  The  article 
was  published  in  12  daily  and  weekly  newspapers, 
including  the  Woodbridge  News-Tribune,  the  North 
Jersey  Herald  & News,  the  Bridgewater  Courier-News, 
the  Camden  Courier-Post,  and  the  Princeton  Packet. 

Impaired  physicians.  During  a period  of  negotia- 
tion with  SBME  regarding  impaired  physicians, 
MWW/SC  arranged  an  editorial  board  meeting  for  Dr. 
Canavan,  Mr.  Maressa,  and  Mr.  Weisfeld  with  The 
Times.  In  prior  years,  MSNJ  had  experienced  great 
difficulty  getting  The  Times  to  understand  its  position. 
Less  than  two  weeks  after  the  meeting,  The  Times 
published  an  editorial  in  its  Sunday  newspaper  sup- 
porting MSNJ’s  position.  Such  support  could  prove  to 
be  critical  in  influencing  SBME  and  other  decision 
makers  on  this  matter. 

On  a related  issue,  when  the  charges  of  sexual 
assault  against  three  New  Jersey  doctors  were  an- 
nounced, interviews  were  arranged  for  MSNJ 
spokespersons  with  several  newspapers  including  the 
Bergen  Record. 

Physician  assistants/nurse  practitioners.  Because  New 
Jersey  recently  became  one  of  the  last  states  to  allow 
physician  assistants  to  practice,  two  major  national 
television  programs,  CBS  Evening  News  and  the  Wall 
Street  Journal  Report,  sought  MSNJ’s  position  on  this 
issue  as  well  as  the  increased  use  of  nurse  practi- 
tioners. For  each  program,  spokespersons— Dr.  Klein 
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(CBS  Evening  News ) and  Dr.  Caggiano  (Wall  Street 
Journal  Report)— were  assisted  in  preparing  for  their 
interviews  to  assure  that  MSNJ’s  position  was  effec- 
tively conveyed.  Both  doctors  succeeded  in  conveying 
MSNJ’s  message  that  utilization  of  mid-level 
professionals  requires  sufficient  safeguards  to  protect 
quality  of  care.  They  also  demonstrated  to  a na- 
tionwide audience  that  doctors  are  concerned  about 
a patient’s  right  to  affordable,  high-quality  care. 

General  media  contact.  Interviews  also  were  ar- 
ranged for  MSNJ  spokespersons,  resulting  in  place- 
ments, on  a number  of  other  topics,  ranging  from 
medical  options  to  various  regulatory/legal  issues. 
Such  diverse  exposure  is  invaluable  in  demonstrating 
to  the  public  that  MSNJ  is  playing  a key  role  in  these 
different  areas.  The  following  is  a list  of  some  of  the 
topics  for  which  placements  were  secured:  abortion/ 
menopause:  Dr.  Riggs  was  quoted  in  articles  in  the 
New  Jersey  Herald  and  the  Princeton  Packet;  doctor- 
assisted  suicide:  a Bergen  Record  feature  article  quoted 
Dr.  Pickens,  chairman  of  MSNJ  Committee  on 
Biomedical  Ethics,  who  stated  MSNJ’s  position,  while 
a sidebar  outlined  MSNJ’s  code  of  ethics  on  this  issue; 
malpractice:  Dr.  Ryan  and  Mr.  Maressa  were  quoted 
in  The  Times  addressing  the  effect  of  malpractice  suits 
on  the  cost  of  health  care;  pediatric  care:  a Sunday 
Star-Ledger  feature  on  baby  walkers  quoted  Dr. 
Lambert,  chairman  of  the  MSNJ  Council  on  Public 
Health;  Dr.  Suter  feature:  on  his  90th  birthday.  Dr. 
Suter  was  featured  in  a front-page  story  and  photo- 
graph in  the  Salem  Sunbeam,  helping  to  convey  that 
New  Jersey  doctors  are  committed  to  helping  the 
public;  eye  screenings:  coverage  in  newspapers  includ- 
ing The  Star-Ledger  and  public  service  announcements 
on  19  radio  stations  highlighted  MSNJ’s  participation 
in  September’s  Eye  Health  Week;  and  sports  medicine 
seminar:  coverage  of  MSNJ’s  seminar  and  the  issues 
was  featured  in  the  Camden  Courier-Post  and  in  the 
Jersey  Journal  and  on  WHWH  radio. 


Other  projects.  Among  the  other  accomplish- 
ments the  Council  on  Public  Relations  achieved  over 
the  past  12  months  are:  substantial  publicity  on 
MSNJ’s  nomination  of  the  winner  of  the  Governor’s 
1992  Nursing  Merit  Award;  public  service  an- 
nouncements on  various  health  issues  televised  during 
the  1992  Olympic  Games;  promotional  recognition  for 
MSNJ  from  New  Jersey  Network  for  MSNJ’s  support 
of  coverage  of  the  1992  Democratic  and  Republican 
national  conventions;  coordination  of  the  Golden 
Merit  Award  presentations  for  50-year  physicians  dur- 
ing the  MSNJ  Annual  Meeting;  speakers  for  various 
health  care  topics  arranged  for  different  forums 
statewide;  and  an  exploratory  program  developed  on 
physician-patient  communications. 

The  future.  The  Council  on  Public  Relations  will 
maintain  its  strong,  proactive  media  placement  cam- 
paign, working  with  MWW/SC  who  will  continue  to 
serve  as  the  “gatekeeper”  for  all  media  inquiries. 
Under  the  guidance  of  the  executive  committee,  the 
Council  will  direct  MSNJ’s  effort  to  address  such 
issues  as  the  ongoing  debate  over  health  reform,  the 
State  Health  Plan,  impaired  physicians,  and  other  is- 
sues. Coverage  also  will  be  sought  on  emerging 
medical  topics  such  as  AIDS,  tuberculosis,  and 
women’s  medicine  (including  the  seminar  held  on 
March  10,  1993). 

As  the  domestic  violence  advertising  campaign 
reaches  the  media,  a public  relations  program  will  be 
implemented  that  will  enhance  MSNJ’s  ability  to  con- 
vey its  message  on  this  issue. 

We  also  will  be  prepared  to  seek  publicity  for 
other  public  health  issues  and  the  interests  of  other 
leading  members  of  the  state’s  physician  community, 
on  request.  Moreover,  under  the  direction  of  MSNJ’s 
Board  of  Trustees,  we  can  implement  other  com- 
munications programs  such  as  the  development  of 
additional  collateral  materials. 


The  Reference  Committee  recommended  that  the  report  be  filed. 

House  Action:  The  report  was  filed. 
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Council  on  legislation 


Bessie  M.  Sullivan,  MD,  Chairman 

Reference  Committee  “D” 


At  12  NOON,  January  14,  1992,  the  Senate  and 
General  Assembly  met  for  the  organization  of  the 
First  Annual  Session  of  the  205th  New  Jersey  State 
Legislature.  As  the  Legislature  presently  is  consti- 
tuted, the  Senate  has  40  members  consisting  of  27 
Republicans  and  13  Democrats.  The  Assembly  has 
80  members  consisting  of  58  Republicans  and  22 
Democrats. 

This  report  presents  a summary  of  the  ultimate 
status  of  legislative  measures  of  the  first  half  of  the 
205th  Legislature.  The  Council’s  operations,  together 
with  a cumulative  report  of  MSNJ’s  official  positions 
on  current  legislation,  are 
reflected  regularly  in  items 
published  in  New  JERSEY 
Medicine,  the  journal  of  MSNJ. 

The  Council  on  Legisla- 
tion continues  to  invite  an  official 
representative  from  each  special- 
ty society  to  all  Council  meetings. 

A notice  announcing  the  date  of  each  of  the  Council’s 
meetings  also  is  sent  to  all  MSNJ  official  in- 
termediaries with  New  Jersey  specialty  societies. 

The  Council  urges  more  representatives  to  at- 
tend its  meetings  so  that  it  may  have  the  benefit  of 
the  timely  thinking  of  specialty  societies  concerning 
proposed  legislation  affecting  the  specialty  fields. 

The  Council  also  invites  the  chairman  or 
representatives  of  each  council  and  standing  commit- 
tee to  attend  the  legislative  meetings.  Bylaws  amend- 
ments make  it  possible  for  one  Auxiliary  member,  one 
resident  member,  and  one  student  member  appointed 
by  the  president,  to  serve  on  the  administrative  coun- 
cils and  committees  for  a one-year  term  to  be  full 
voting  members  of  the  representative  council  and 
committees. 

MSNJ  has  adopted  the  following  regular  range 
of  official  positions  concerning  proposed  legislation: 
Active  support:  All-out  support  for  the  measure. 
Active  opposition:  All-out  opposition  for  the 
measure. 

Support  with  amendment:  To  indicate  that  the  ap- 
proval of  MSNJ  is  subject  to  the  revision  of  the 
specified  unsatisfactory  elements  of  the  bill. 


No  position:  Considered,  but  not  regarded  as 
significant  or  relevant  to  the  proper  interest  of  MSNJ. 

The  following  is  a list  of  bills  of  the  1992  to 
1993  Legislature  that  were  reviewed  after  the  meeting 
of  the  1992  House  of  Delegates. 

Senate/Assembly 

(Active) 

S-10-Bassano  (R).  The  Health  Care  Reform 
Act  of  1992  (same  as  A-2100— Law  c.160,  P.L.  1992). 

S-37-Rand  (D).  Requires  the  certification  of 
dialysis  technicians  by  the  New  Jersey  State  Board  of 
Nursing.  Active  support. 

S-98-Ewing  (R).  Requires 
persons  being  tested  for  venereal 
disease  also  to  submit  to  testing 
for  acquired  immunodeficiency 
syndrome  (AIDS),  and  requires 
applicants  for  marriage  licenses 
to  be  tested  for  AIDS.  Active 

opposition. 

S-149-Bassano  (R).  Permits  Legislature  to  dis- 
approve imposition  of  moratorium  on  issuance  of 
certificates  of  need.  Active  support. 

S-I50-Bassano  (R).  Eliminates  $225  million 
annual  cap  on  hospital  capital  construction  costs  for 
1992  through  1994.  Active  support. 

S-151-Bassano  (R).  Restores  exemption  of 
physicians  from  certificate  of  need  law.  Active  support. 

S-182-Zane  (D).  Requires  applicants  for  mar- 
riage licenses  to  be  tested  for  AIDS.  Active  opposition. 

S-276-Ewing  (R).  Changes  qualifications  for 
commissioner  of  health  and  prescribes  qualifications 
for  deputy  commissioner  of  health.  Active  opposition, 
because  the  health  care  needs  of  our  population  re- 
quire that  a licensed  physician  serve  in  the  position 
of  commissioner  of  health.  There  are  many  qualified 
candidates.  It  is  not  advisable  to  dilute  the  require- 
ments at  a time  when  the  nation  and  New  Jersey,  in 
particular,  face  a major  public  health  crisis  caused  by 
drug  addiction,  AIDS,  environmental  diseases,  and 
other  causes. 

S-291-Bassano  (R).  Requires  certain  seat 
height  and  seatbelts  on  school  buses;  requires  use  of 
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seatbelts  on  school  buses.  Active  support  (Law  c.92, 
P.L.  1992). 

S-350-Bassano  (R).  Provides  for  the  licensure 
and  regulation  of  physician  assistants  by  the  State 
Board  of  Medical  Examiners  (SBME).  Active  support 
(same  as  A-906— Law,  c.906,  P.L.  1992). 

S-413-Schluter  (R).  Adds  four  legislators  as 
members  to  State  Health  Planning  Board.  Active  sup- 
port. 

S-425-Codey  (D).  Changes  standard  of  proof 
for  disciplinary  proceedings  against  physicians  and 
podiatrists.  Active  support. 

S-450-Sinagra  (R).  Requires  that  the  Health 
Care  Administration  Board  include  a representative 
of  long-term  health  care  facilities  or  services.  Support 
with  amendment,  including  a member  of  MSNJ  on  the 
Board. 

S-499-Bassano  (R).  Eliminates  limitation  on 
dispensing  of  drugs  and  medicines  by  physicians.  Ac- 
tive support. 

S-599-Cardinale  (R).  Excludes  certain  medical 
malpractice  insurance  premiums  from  JUA  debt 
assessments  under  the  FAIR  Act.  Active  support 
(same  as  A-1117— Law  c.191,  P.L.  1992). 

S-610-Scott  (R).  Delays  effective  date  of  State 
Health  Plan  until  January  1,  1993.  Active  support 
(same  as  A-1144— Law  c.31,  P.L.  1992). 

S-611-Dorsey  (R).  Provides  that  the  chairman 
of  the  Health  Care  Administration  Board  shall  be 
appointed  by  the  governor.  Active  support. 

S-635-Bassano  (R).  Permits  psychologists  to 
provide  therapeutic  services  to  their  patients  in 
hospitals  under  certain  circumstances.  Active  support. 

S-676-Dorsey  (R).  Permits  physicians  to  dis- 
pense up  to  14-day  supply  of  drugs  and  increases 
allowable  administrative  costs.  Support  with  amend- 
ment, that  the  limitation  on  administrative  costs  be 
deleted. 

S-695-Cardinale  (R).  Provides  that  SBME, 
rather  than  the  State  Board  of  Optometrists,  will 
certify  optometrists  to  use  or  to  prescribe  certain 
medications.  Active  support. 

S-720-Matheussen  (R).  Terminates  mora- 
torium on  issuing  certificates  of  need.  Active  support. 


S-722-Dorsey  (R).  Specifies  that  prompt  pay- 
ment provisions  in  Health  Care  Cost  Reduction  Act 
pertain  to  hospital  services  claims.  Active  opposition, 
because  requirement  to  provide  prompt  payment  of 
claims  is  reduced  to  apply  only  to  hospitals. 

S-723-Dorsey  (R).  Repeals  section  37  of  P.L. 
1991,  c.187  to  permit  any  certificate  of  need  appli- 
cation to  be  forwarded  to  the  State  Health  Planning 
Board  and  commissioner  of  health.  Active  support. 

S-868-Dorsey  (R).  Revises  prompt  payment 
provisions  in  Health  Care  Cost  Reduction  Act  to 
require  payment  in  30  days.  Active  support. 

S-874-Bassano  (R).  Allows  insurers  to  establish 
preferred  provider  arrangements.  Active  opposition, 
insurance  companies  should  not  be  deciding  on  quality 
care  or  negotiating  fees  for  care. 

S-876-Sinagra  (R).  Prohibits  the  advertising  of 
tobacco  and  related  products  on  public  properties. 
Active  support. 

S-1023-Bassano  (R).  Requires  all  health  in- 
surers to  have  open  enrollment  for  individual  health 
benefits  coverage  on  a community  rated  basis.  Support 
with  amendment,  to  change  the  number  of  represen- 
tatives on  the  New  Jersey  Individual  Health  Coverage 
Program  board  to  12  members,  3 of  whom  are  to  be 
physicians  nominated  by  MSNJ  (same  as  A-1654— Law 
c.162,  P.L.  1992). 

S-1085-Codey  (D).  Updates  premedical  educa- 
tion requirements  for  practice  of  medicine  and 
surgery.  Support  with  amendment,  deleting  the  re- 
quirement of  one  three-credit  course  each  in 
chemistry,  physics,  and  biology. 

S-1265-LaRossa  (R).  Provides  for  Medicaid 
payment  of  certain  Medicare  part  B premiums  (same 
as  A-1895— Law  c.208,  P.L.  1992). 

SR-41-Matheussen  (R).  Memorializes  United 
States  Congress  and  secretary  of  Health  and  Human 
Services  to  restore  New  Jersey  Medicare  diagnosis- 
related  group  (DRG)  waiver  and  share  hospital  un- 
compensated care  payments.  Active  support. 

SR-47-Brown  (R).  Urges  commissioner  of  De- 
partment of  Human  Services  to  simplify  Medicaid 
application  and  eligibility  determination  procedures. 
Active  support. 
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SCR-52-Bassano  (R).  Establishes  New  Jersey 
Legislative  Commission  on  Health  Care  Financing. 
Support  with  amendment,  that  MSNJ  and  New  Jersey 
Association  of  Osteopathic  Physicians  and  Surgeons 
provide  the  Legislature  with  the  names  of  physicians 
who  are  recommended  to  be  appointed  to  the  Com- 
mission. 

A-ll-Wright  (R).  Continues  New  Jersey 
Health  Care  Trust  Fund  (Law  c.25,  P.L.  1992). 

A-12-Frelinghuysen  (R).  Terminates 
moratorium  on  issuing  certificates  of  need.  Active 
support. 

A-13-Mikulak  (R).  Specifies  that  prompt  pay- 
ment provisions  in  Health  Care  Cost  Reduction  Act 
pertain  to  hospital  services  claims.  Active  opposition, 
because  the  requirement  to  provide  prompt  payment 
of  all  provider  claims  is  reduced  to  apply  only  to 
hospitals. 

A-15-Franks  (R).  Repeals  section  37  of  P.L. 
1991,  c.187  to  permit  any  certificate  of  need  appli- 
cation to  be  forwarded  to  State  Health  Planning  Board 
and  commissioner  of  health.  Active  support. 

A-175-Kavanaugh  (R).  Changes  qualifications 
for  commissioner  of  health  and  prescribes  qualifica- 
tions for  deputy  commissioner  of  health.  Active  op- 
position, because  the  health  care  needs  of  our  popula- 
tion require  that  a licensed  physician  serve  in  the 
position  of  commissioner  of  health.  There  are  many 
qualified  candidates.  It  is  not  advisable  to  dilute  the 
requirements  at  a time  when  the  nation  and  New 
Jersey,  in  particular,  face  a major  public  health  crisis 
caused  by  drug  addiction,  AIDS,  and  environmental 
diseases. 

A-178-Kavanaugh  (R).  Requires  official  state 
prescription  for  dispensing  of  certain  drugs.  Active 
opposition,  these  systems  have  been  attempted 
elsewhere  and  are  not  regulatory  effective  nor  effi- 
cient. 

A-217-Colburn  (R).  Permits  the  Legislature  to 
disapprove  imposition  of  moratorium  on  issuance  of 
certificates  of  need.  Active  support. 

A-283-Penn  (R).  Provides  for  use  of  certain 
health  care  facilities  and  appropriate  privileges  for 
licensed  psychologists.  Support  with  amendment, 


permitting  psychologists  to  provide  therapeutic 
services  to  their  patients  in  hospitals  under  certain 
circumstances. 

A-480-Bryant  (D).  Provides  for  referral  of 
physical  therapy  patients  to  health  care  practitioners 
under  certain  circumstances.  Active  opposition,  this 
legislation  is  an  incursion  into  the  practice  of  medicine 
and  would  allow  physical  therapists  to  examine  and 
treat  patients  without  physician  direction  and  would 
expose  patients  to  delays  in  diagnosis,  misdiagnosis, 
and  iatrogenic  injuries. 

A-588-Impreveduto  (D).  Changes  standard  of 
proof  for  disciplinary  proceedings  against  physicians 
and  podiatrists.  Active  support. 

A-748-Shinn  (R).  Imposes  limitations  on  an- 
nual Department  of  Environmental  Protection  (DEP) 
fees  for  medical  waste  generators.  Support  with 
amendment,  exempting  generators  that  produce  under 
200  pounds  of  regulated  medical  waste. 

A-844-Frelinghuysen  (R).  Eliminates  $225 
million  annual  cap  on  hospital  capital  construction 
costs  for  1992  through  1994.  Active  support. 

A-906-Felice  (R).  Provides  for  the  licensure 
and  regulation  of  physician  assistants  by  SBME.  Active 
support  (Law  c.102,  P.L.  1992). 

A-919-Colburn  (R).  Adds  four  legislators  as 
members  to  State  Health  Planning  Board.  Active  sup- 
port. 

A-923-Bush  (D).  Requires  physicians  who 
agree  to  treat  Medicare  patients  to  accept  what  the 
program  pays  without  balance  billing.  Active  opposi- 
tion, there  is  a successful  voluntary  effort  to  assure 
care  to  the  poor.  This  legislation  interferes  with  the 
constitutional  rights  of  doctors  and  patients. 

A-924-Bush  (D).  Makes  various  changes  in 
AIDS  reporting  and  testing  requirements.  Active  sup- 
port. 

A-926-Bush  (D).  Requires  physicians  who 
agree  to  treat  Medicare  patients  to  accept  what  the 
program  pays  without  balance  billing  for  certain 
eligible  patients.  Active  opposition,  unnecessarily 
favors  wealthy  seniors  to  the  disadvantage  of  the  mid- 
dle class  and  the  poor  and  is  unfairly  discriminatory 
against  physicians. 
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A-934-Franks  (R).  Establishes  the  Office  of 
Regulatory  Services  and  revises  the  Administrative 
Procedure  Act;  appropriates  $200,000.  Active  support. 

A-956-Roma  (R).  Eliminates  joint  and  several 
liability;  allows  recovery  of  attorney  fees  and  costs  in 
negligence  actions.  Active  support. 

A-1027-Impreveduto  (D).  Requires  applicants 
for  marriage  licenses  to  be  tested  for  AIDS.  Active 
opposition. 

A-1028-Impreveduto  (D).  Requires  persons 
being  tested  for  venereal  disease  also  to  submit  to 
testing  for  AIDS,  and  requires  applicants  for  marriage 
licenses  to  be  tested  for  AIDS.  Active  opposition. 

A-1117-Franks  (R).  Excludes  certain  medical 
malpractice  insurance  premiums  from  JUA  debt 
assessments  under  the  FAIR  Act.  Active  support  (Law 
c.191,  P.L.  1992). 

A-1144-Sosa  (R).  Delays  effective  date  of  State 
Health  Plan  until  January  1, 1993.  Active  support  (Law 
c.31,  P.L.  1992). 

A-1150-Mikulak  (R).  Provides  that  chairman  of 
Health  Care  Administration  Board  shall  be  appointed 
by  the  governor.  Active  support. 

A-1211-Russo  (R).  Prohibits  the  advertising  of 
tobacco  products  on  billboards.  Active  support. 

A-1326-Arnone  (R).  Provides  that  SBME, 
rather  than  the  State  Board  of  Optometrists,  will 
certify  optometrists  to  use  or  prescribe  certain  medica- 
tions. Active  support. 

A-1329-Mikulak  (R).  Requires  physicians  who 
treat  Medicare  patients  to  inform  their  patients  of 
their  Medicare  assignment  policies.  Active  opposition, 
there  is  no  objection  to  informing  patients  of  a physi- 
cian’s Medicare  policy,  but  the  posting  of  a sign  in 
the  office  is  not  necessary;  fines  for  noncompliance 
are  unreasonable  and  excessive. 

A-1355-Singer  (R).  Provides  that  licensed 
clinical  social  workers  are  eligible  for  reimbursement 
under  certain  health  insurance  policies.  Active  opposi- 
tion. 

A-136I-Catania  (D).  Changes  prescription 
forms  to  facilitate  use  of  generic  drugs.  Active  opposi- 
tion, liberalization  of  the  generic  law  is  not  indicated 
at  this  time  and  presents  risks  to  patients. 


A-14I3-Rocco  (R).  Requires  the  certification  of 
dialysis  technicians  by  the  New  Jersey  State  Board  of 
Nursing.  Active  support. 

A-1449-Impreveduto  (D).  Eliminates  DRG 
hospital  reimbursement  system.  Support  with  amend- 
ment, deleting  the  direction  of  the  commissioner  of 
health  to  adopt  regulations  to  implement  an  alterna- 
tive hospital  reimbursement  system. 

A-I503-Colburn  (R).  Establishes  county  health 
planning  committees.  Active  support. 

A-1570-J.  Smith  (R).  Requires  certain  seat 
height  and  seatbelts  on  school  buses;  requires  use  of 
seatbelts  on  school  buses  (same  as  S-291  — Law  c.92, 
P.L.  1992). 

A-1574-Vandervalk  (R).  Establishes  the  Volun- 
teer Physicians  Program  in  New  Jersey  State  Depart- 
ment of  Health  (NJDOH).  Active  support. 

A- 1 644- Fran ks  (R).  Changes  qualifications  for 
commissioner  of  health.  Active  opposition,  because 
the  health  care  needs  of  our  population  require  that 
a licensed  physician  serve  in  the  position  of  com- 
missioner of  health.  There  are  many  qualified  can- 
didates. It  is  not  advisable  to  dilute  the  requirements 
at  a time  when  the  nation  and  New  Jersey,  in 
particular,  face  a major  public  health  crisis  caused  by 
drug  addiction,  AIDS,  and  environmental  diseases. 

A-1654-Felice  (R).  Requires  all  health  insurers 
to  have  open  enrollment  for  individual  health  benefits 
coverage  on  a community  rated  basis.  Support  with 
amendment,  to  change  the  number  of  representatives 
on  the  New  Jersey  Individual  Health  Coverage  Pro- 
gram board  to  12  members,  3 of  whom  are  to  be 
physicians  nominated  by  MSNJ  (Law  c.162,  P.L. 
1992). 

A-1895-Hartmann  (R).  Provides  for  Medicaid 
payment  of  certain  Medicare  part  B premiums  (Law 
c.208,  P.L.  1992). 

A-2100-Colburn  (R).  The  Health  Care  Reform 
Act  of  1992  (Law  c.160,  P.L.  1992). 

AR-17-Colburn  (R).  Memorializes  United 
States  Congress  and  secretary  of  Health  and  Human 
Services  to  restore  New  Jersey  Medicare  DRG  waiver 
and  share  hospital  uncompensated  care  payments.  Ac- 
tive support. 


Tr  69 


ACR-74-Felice  (R).  Establishes  New  Jersey 
Legislative  Commission  on  Health  Care  Financing. 
Support  with  amendment,  that  MSNJ  and  New  Jersey 
Association  of  Osteopathic  Physicians  and  Surgeons 
provide  the  Legislature  with  the  names  of  physicians 
who  are  recommended  to  be  appointed  to  the  Com- 
mission. 

Senate/Assembly 

(Monitor) 

S-81-Bubba  (R).  Revises  eligibility  standards 
and  reduces  copayments  for  certain  pharmaceutical 
assistance  programs. 

S-99-Ewing  (R).  Requires  posting  of  warnings 
on  the  dangers  of  drinking  during  pregnancy. 

S-101-Ewing  (R).  Reduces  blood  alcohol  level 
at  which  a person  is  considered  to  be  guilty  of  drunken 
driving,  from  0.10  percent  to  0.08  percent. 

S-107-Cardinale  (R).  Requires  public  eating 
places  to  give  notice  of  the  use  of  monosodium 
glutamate  in  food. 

S-113-Cardinale  (R).  The  AIDS  Prevention 
Act  of  1992. 

S-146-Bassano  (R).  Classifies  anabolic  steroids 
as  controlled  dangerous  substances. 

S-148-Bassano  (R).  Requires  pharmaceutical 
companies  to  provide  rebates  for  products  purchased 
under  Pharmaceutical  Assistance  to  the  Aged  and 
Disabled  (PAAD)  program. 

S-157-Feldman  (D).  The  University  of 
Medicine  and  Dentistry  of  New  Jersey  Flexibility  Act 
of  1991  (same  as  A-1094— Law  c.84,  P.L.  1992). 

S-170-Codey  (D).  Changes  prescription  forms 
to  facilitate  use  of  generic  drugs. 

S-175-Codey  (D).  Establishes  the  Senior 
Health  Insurance  Program  and  the  legal  representa- 
tion program  to  assist  Medicare  beneficiaries  in  DCA, 
repeals  P.L.  1987,  c.59,  and  appropriates  $250,000. 

S-177-Zane  (D).  Revises  no-fault  insurance 
law,  eliminates  tort  threshold,  and  permits  reduced 
PIP  coverage. 

S-178-Zane  (D).  Amends  the  no-fault  law  to 
provide  for  mandatory  PIP  of  $10,000  medical,  with 
an  option  for  unlimited  medical. 


S-178-Zane  (D).  Amends  the  no-fault  law  to 
provide  for  mandatory  PIP  of  $10,000  medical,  with 
an  option  for  unlimited  medical. 

S-194-Girgenti  (D).  Provides  for  establishment 
of  health  enterprise  zones. 

S-197-Connors  (R).  Establishes  a “spend 
down”  eligibility  for  pharmaceutical  assistance  based 
on  high  drug  bills  netted  against  income. 

S-214-Bennett  (R).  Designated  the  Emergency 
Medical  Technician  (EMT)  Training  Fund  Act  (Law 
c.143,  P.L.  1992). 

S-243-Codey  (D).  Requires  health  insurers  to 
provide  benefits  for  treatment  of  mental  illness  and 
establishes  minimum  benefit  levels. 

S-257-Cafiero  (R).  Establishes  a civil  action  for 
sexual  abuse  (Law  c.109,  P.L.  1992). 

S-267-Rice  (D).  Requires  Medicaid  coverage 
for  certain  nonprescription  medications,  drugs,  and 
vitamins. 

S-274-Cafiero  (R).  Caps  certificate  of  need  ap- 
plication fee  at  $250  for  entities  that  provide  only 
EMT  services. 

S-280-Lesniak  (D).  Expands  the  scope  of  the 
Pesticide  Control  Act  of  1971. 

S-284-Codey  (D).  Requires  clinical  laboratories 
to  bill  recipients  of  services  directly. 

S-328-Brown  (R).  Requires  drivers  transport- 
ing students  to  school  to  complete  a first  aid  course. 

S-330/S-141-Cardinale  (R).  Designated  the 
Health  Wellness  Certification  Plan  Act. 

S-331-Cardinale  (R).  Defines  HIV  infection  as 
a venereal  disease. 

S-343-Connors  (R).  Prohibits  NJDOH  or  any 
other  entity  from  charging  a fee  to  volunteer  am- 
bulance, first  aid,  and  rescue  squad  personnel  for 
EMT-A  training  and  testing. 

S-349-Sinagra  (R).  Restores  certificate  of  need 
application  fees  to  pre-July  1,  1991,  levels. 

S-356-Bassano  (R).  Establishes  minimum 
emergency  exit  requirements,  including  a roof  hatch, 
in  all  type  I school  buses  (Law  c.93,  P.L.  1992). 

S-363-Bennett  (R).  Requires  NJDOH  to 
prepare  a booklet  on  prevention,  detection,  and  treat- 
ment of  breast  cancer. 
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S-370-Bassano  (R).  Requires  commissioner  of 
health  to  contract  with  collection  agencies  for  hospital 
bad  debt  collection  services. 

S-371-Bassano  (R).  Requires  certain  insurers, 
service  corporations,  and  health  maintenance  or- 
ganizations (HMOs)  to  offer  basic  health  insurance 
plans  to  small  business;  establishes  a reinsurance  pro- 
gram (Law  c.162,  P.L.  1992). 

S-372-Bassano  (R).  Establishes  New  Jersey 
Unemployment  Health  Insurance  Plan  for  certain  un- 
employed individuals. 

S-374-Brown  (R).  Establishes  an  Office  of  the 
Ombudsman  for  Children  and  appropriates  $250,000. 

S-376-Brown  (R).  Establishes  an  Office  of  the 
Ombudsman  for  the  Disabled. 

S-387-Cowan  (D).  Makes  certain  requirements 
concerning  downhill  skiing. 

S-390-Bassano  (R).  Establishes  the  New  Jersey 
AIDS  and  Viral  Disease  Tissue  Research  Bank  and 
appropriates  $30,000. 

S-398-Connors  (R).  Provides  that  a podiatrist 
is  a physician  within  the  scope  of  chapter  5 of  Title 
45  of  the  Revised  Statutes. 

S-408-Cafiero  (R).  Establishes  Emergency 
Medical  Services  for  Children  program  (Law  c.96,  P.L. 
1992). 

S-429-Cardinale  (R).  Requires  retailers  to 
label  alcoholic  beverages  with  a warning  of  the  poten- 
tial health  hazards  to  unborn  children. 

S-461-Dimon  (R).  Reduces  penalty  for  first 
violation  of  bicycle  helmet  law. 

S-468-Adler  (D).  Requires  offer  of  automobile 
medical  expense  benefits  coverage  up  to  $1,000,000 
and  that  uninsured  and  underinsured  motorist  cov- 
erage limits  be  the  same  as  liability  limits. 

S-476-Bassano  (R).  Allows  a blood  donor  to 
direct  his  blood  to  a specific  recipient. 

S-477-Ewing  (R).  Extends  eligibility  for  PAAD 
to  persons  disabled  under  certain  federal  programs. 

S-478-Codey  (D).  Revises  titles  and  duties  of 
certain  local  health  officers. 

S-479-Codey  (D).  Establishes  a youth  suicide 
prevention  program  and  appropriates  $500,000. 

S-481-Codey  (D).  Requires  hospitals  to  notify 


Hospital  Rate-Setting  Commission  of  funds  provided 
to  the  hospital’s  foundation  or  its  subsidiaries. 

S-517-Schluter  (R).  Prohibits  boxing. 

S-524-Cafiero  (R).  Permits  minors  to  give  con- 
sent for  treatment  for  alcohol  dependency  (same  as 
A-1020— Law  c.57,  P.L.  1992). 

S-551-Cardinale  (R).  Eliminates  mandated 
benefits  for  treatment  of  alcoholism  and  requires 
group  health  insurers  to  offer  such  benefits  to  its 
insured. 

S-558-Cardinale  (R).  Requires  applicants  for 
marriage  licenses  to  obtain  serological  tests  for  certain 
genetic  diseases. 

S-592-Littell  (R).  Prohibits  possession  or  con- 
sumption of  alcoholic  beverages  on  private  property 
by  persons  under  legal  age. 

S-596-Bennett  (R).  Requires  radon  testing  in 
certain  public  buildings  and  public  posting  of  the  re- 
sults. 

S-597-Bennett  (R).  Extends  requirement  and 
immunity  for  reporting  of  drug  abuse  to  any  school 
employee  (same  as  A-534— Law  c.158,  P.L.  1992). 

S-622-Feldman  (D).  Designated  the  Home 
Care  Services  Agency  Licensure  Act  and  appropriates 
$400,000. 

S-646-Cafiero  (R).  Requires  birth  certificates 
to  include  the  child’s  blood  type  (Law  c.70,  P.L.  1992). 

S-696-KyrilIos  (R).  Establishes  operating  rules 
for  personal  watercraft. 

S-714-DiFrancesco  (R).  The  Occupational 
Therapy  Licensing  Act;  provides  for  the  licensure  of 
occupational  therapists  and  occupational  therapy  as- 
sistants. 

S-760-Cardinale  (R).  Permits  any  private 
health  care  institution  to  determine  circumstances 
under  which  it  will  decline  to  withhold  or  withdraw 
life-sustaining  measures. 

S-774-Sinagra  (R).  Designates  Robert  Wood 
Johnson  University  Hospital  and  St.  Peter’s  Medical 
Center  as  the  children’s  hospitals  for  central  New 
Jersey  (Law  c.181,  P.L.  1992). 

S-793-Cardinale  (R).  Establishes  standards  for 
drug  review  program  by  pharmacists  in  compliance 
with  federal  Medicaid  requirements. 
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S-800-Palaia  (R).  Expands  EMT-A  training 
options  for  ambulance,  first  aid,  and  rescue  squad 
personnel. 

S-808-Bassano  (R).  Requires  that  federal 
Medicaid  disproportionate  share  monies  in  excess  of 
amount  anticipated  in  state  budget  be  used  to  reduce 
uncompensated  care  add-on. 

S-810-Cardinale  (R).  Requires  parental 
notification  of  abortion  performed  on  a minor. 

S-826-Cafiero  (R).  Grants  civil  immunity  to 
EMTs  in  certain  cases  (Law  c.196,  P.L.  1992). 

S-848-Adler  (D).  Allows  certain  licensed 
chiropractors  from  other  states  to  be  licensed  in  New 
Jersey. 

S-883-Brown  (R).  Permits  licensed 
psychologists  to  perform  competency  evaluations  in 
criminal  cases. 

S-891-Sinagra  (R).  Requires  pharmaceutical 
manufacturers  to  pay  15  percent  rebate  to  PAAD 
program. 

S-900-Sinagra  (R).  Requires  pharmaceutical 
manufacturers  to  pay  rebate  to  PAAD  program. 

S-906-Bassano  (R).  Requires  pharmaceutical 
companies  to  provide  rebates  for  products  purchased 
under  PAAD  program  (Law  c.83,  P.L.  1992). 

S-909-Cardinale  (R).  Modifies  licensure  stan- 
dards for  certain  applicants  who  are  licensed 
chiropractors  in  other  states. 

S-927-Rice  (D).  Establishes  reimbursement 
methodology  for  disproportionate  share  hospitals. 

S-928-Rice  (D).  Establishes  temporary  uniform 
statewide  surcharge  on  hospital  bills  to  cover  costs  of 
reimbursing  the  Medicare  program. 

S-935-Brown  (R).  Requires  health  care 
facilities  to  notify  first  aid,  ambulance,  and  rescue 
squads  they  are  transporting  a patient  with  AIDS  or 
a contagious,  infectious,  or  communicable  disease. 

S-943-Rice  (D).  Requires  pharmaceutical 
manufacturers  to  reimburse  PAAD  program  15  per- 
cent of  the  cost  of  drug  products. 

S-962-Cardinale  (R).  Establishes  hereditary 
disorders  and  birth  defects  program  and  Advisory 
Council  on  Hereditary  Disorders  and  Birth  Defects 
in  NJDOH. 


S-969-Dorsey  (R).  Requires  health  insurers  to 
pay  for  epithesis  therapy. 

S-981-Bassano  (R).  Permits  hospitals  to  defer 
payment  to  Health  Care  Cost  Reduction  Fund  until 
December  1,  1992. 

S-1027-Adler  (D).  Permits  termination  of 
pregnancy  before  viability;  prohibits  termination  after 
viability  except  in  certain  circumstances. 

S-1059-Adler  (D).  Imposes  penalties  against  an 
underage  person  for  operating  a motor  vehicle  after 
consuming  an  alcoholic  beverage. 

S-1072-Ciesla  (R).  Clarifies  that  only 
chiropractors  can  determine  need  for  chiropractic 
treatment  in  review  of  PIP  benefits. 

S-1083-Bassano  (R).  Provides  continued  ben- 
efits for  a person  in  chronic  renal  disease  program 
as  of  June  30,  1992. 

S-1110-Gormley  (R).  Establishes  the  Children 
and  Families  Initiative  in  the  New  Jersey  Department 
of  Human  Services  and  appropriates  $1,000,000. 

SR-22-Lipman  (D).  Urges  the  Food  and  Drug 
Administration  to  lift  the  ban  on  RU486  and  approve 
its  use  in  this  country. 

SCR-65-LaRossa  (R).  Creates  the  Joint  Select 
Committee  on  Medicaid  Reimbursement. 

A-14-Singer  (R).  Limits  reimbursement  for 
hospital  uncompensated  care  to  state  residents  (Law 
c.68,  P.L.  1992). 

A-16-Colburn  (R).  Requires  that  federal 
Medicaid  disproportionate  share  monies  in  excess  of 
amount  anticipated  in  state  budget  be  used  to  reduce 
uncompensated  care  add-on. 

A-139-Arnone  (R).  The  Interstate  Medical 
Waste  Manifest  Act. 

A-148-Arnone  (R).  Eliminates  age  restrictions 
for  blood  donors. 

A-172-Kavanaugh  (R).  Prohibits  surrogate 
parenting  agreements  for  consideration  as  a crime  of 
the  third  degree. 

A-203-Colburn  (R).  Requires  hospitals  to 
separately  identify  nursing  costs  in  their  budgets  and 
bills  to  patients. 

A-205-Colburn  (R).  Allows  a blood  donor  to 
direct  his  blood  to  a specific  recipient. 
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A-207-Colburn  (R).  Prohibits  mail  order  sales 
of  prescription  eyewear. 

A-208-Colburn  (R).  Changes  membership  of 
New  Jersey  Health  Care  Facilities  Financing 
Authority. 

A-209-Colburn  (R).  Prohibits  the  advertising  of 
tobacco  and  related  products  on  certain  public 
properties. 

A-210-Colburn  (R).  Creates  a DRG  study  com- 
mission and  appropriates  $95,000. 

A-211-Colburn  (R).  Provides  assistance  for  de- 
velopment and  implementation  of  a small  business 
health  insurance  plan;  appropriates  $500,000. 

A-212-Colbum  (R).  Requires  that  hospitals  be 
reimbursed  for  the  reasonable  audited  costs  of  auto- 
logous bone  marrow  transplant  operations. 

A-220-Catania  (R).  Concerns  testing  of 
persons  arrested  or  convicted  of  certain  crimes  for 
AIDS. 

A-227-Catania  (R).  Requires  containers  of 
hazardous  substances  sold  to  schools  to  be  labeled  in 
compliance  with  right-to-know. 

A-228-Catania  (R).  Repeals  certain  references 
to  anabolic  steroids  to  reflect  the  recent  addition  to 
the  controlled  dangerous  substance  schedules; 
anabolic  steroids  subject  to  criminal  provisions  appli- 
cable to  schedule  III  CDS  (Law  c.71,  P.L.  1992). 

A-229-Catania  (R).  Requires  reports  of  inci- 
dents of  suspected  abuse  or  exploitation  of  the  elderly 
or  developmentally  disabled. 

A-234-Catania  (R).  Provides  for  the  establish- 
ment of  health  enterprise  zones. 

A-269-StuhItrager  (R).  Raises  age  for  man- 
datory safety  belt  use  and  increases  the  fine  for  viola- 
tion of  child  restraint  system  law. 

A-302-Roma  (R).  Disregards  the  Social  Securi- 
ty COLA  as  income  for  eligibility  in  PAAD  program. 

A-359-Felice  (R).  Requires  NJDOH  to  provide 
free  vaccinations  for  serum  hepatitis  to  emergency 
volunteers. 

A-387-Heck  (R).  Expands  and  clarifies 
prescription  drug  container  labeling  requirements. 

A-413-Pascrell  (D).  The  Comprehensive 
School  Bus  Safety  Act. 


A-420-Hudak  (D).  Establishes  requirements 
for  number  of  certified  school  nurses  in  public  schools. 

A-43 9-Kelly  (R).  Excludes  certain  nursing 
services  from  unemployment  compensation  and  tem- 
porary disability  insurance  contributions. 

A-464-Bush  (D).  Provides  for  the  detection  and 
treatment  of  sickle  cell  anemia  in  newborn  children; 
appropriates  $375,000. 

A-489-Bryant  (D).  The  University  of  Medicine 
and  Dentistry  of  New  Jersey  (UMDNJ)  Flexibility  Act 
of  1991. 

A-515-Vandervalk  (R).  Directs  Medicaid  to 
establish  community  spouse  resource  allowance  and 
income  limits  at  highest  levels  permitted  by  federal 
law. 

A-519-Vandervalk  (R).  Revises  hospital  collec- 
tion procedures  under  the  New  Jersey  Health  Care 
Trust  Fund. 

A-534-Farragher  (R).  Extends  immunity  for 
reporting  of  drug  abuse  to  any  school  employee  (Law 
c.158,  P.L.  1992). 

A-536-Farragher  (R).  Permits  board  of  educa- 
tion to  test  certain  pupils  for  tuberculosis  infection. 

A-543-Frelinghuysen  (R).  Establishes  13- 
member  State  Health  Benefits  Program  Advisory 
Committee;  appropriates  $50,000. 

A-549-Frelinghuysen  (R).  Lowers  limit  on 
liability  for  hospitals  to  $25,000. 

A-550-Frelinghuysen  (R).  Restores  certificate 
of  need  application  fees  to  pre-July  1,  1991,  levels. 

A-557-Rooney  (R).  Requires  posting  of  notices 
warning  about  smoking  tobacco  products  during 
pregnancy. 

A-565-Rooney  (R).  Requires  parental  notifica- 
tion of  an  abortion  performed  on  a minor. 

A-585-Impreveduto  (D).  Establishes  penalties 
under  Title  45  of  Revised  Statutes  for  repeated 
failures  by  members  of  regulated  professions  to  file 
completed  applications  with  DEP;  and  requires  boards 
to  compile  certain  information. 

A-589-Impreveduto  (D).  Concerns  licensure  of 
certain  radiologic  technologists. 

A-608-Connors  (R).  Prohibits  NJDOH  or  any 
other  entity  from  charging  a fee  to  volunteer  am- 
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bulance,  first  aid,  and  rescue  squad  personnel  for 
EMT-A  training  and  testing. 

A-611-Moran  (R).  Establishes  spend  down 
eligibility  category  for  PAAD. 

A-632-Martin  (R).  Permits  boards  of  education 
to  require  steroid  testing  of  participants  in  in- 
terscholastic athletics. 

A-638-Martin  (R).  Requires  the  maintaining  of 
only  personal  protection  automobile  insurance; 
eliminates  mandatory  liability. 

A-639-Martin  (R).  Prohibits  the  discharge  of 
certain  substances  into  waters  of  this  state  and  im- 
poses penalties  for  violations. 

A-663-Mikulak  (R).  Establishes  the  Office  of 
Pediatric  Emergency  Medical  Services  (same  as 
S-408— Law  c.96,  P.L.  1992). 

A-671-Collins  (R).  Authorizes  administrative 
or  administrative  consent  orders  issued  by  DEP  to 
require  health-impact  studies  in  certain  instances. 

A-718-Kenny  (D).  Requires  certain  restaurants 
to  provide  nonsmoking  areas. 

A-724-Kenny  (D).  Mandates  health  insurance 
benefits  for  drug  abuse  treatment;  creates  Advisory 
Committee  on  Alcoholism  and  Drug  Abuse  Benefits. 

A-732-Kenny  (D).  Restricts  minors’  access  to 
tobacco  vending  machines. 

A-757-Colburn  (R).  Requires  certain  insurers, 
service  corporations,  and  HMOs  to  offer  basic  health 
insurance  plans  to  small  businesses;  establishes  a re- 
insurance program  (same  as  S-371— Law  c.162,  P.L. 
1992). 

A-768-Felice  (R).  Imposes  certain  additional 
conditions  regarding  the  issuance  of  a certificate  of 
need. 

A-771-Felice  (R).  Requires  NJDOH  to  provide 
free  AZT  treatment  to  emergency  volunteers 
diagnosed  with  AIDS  or  HIV  infection. 

A-776-Felice  (R).  Provides  that  benefits  under 
the  PAAD  program  are  last  resource  benefits. 

A-778-Felice  (R).  Provides  for  annual  increase 
in  state  supplementary  payments  to  residents  of 
residential  health  care  facilities. 

A-780-Feiice  (R).  Supplemental  appropriation 
of  $1,781,000  in  general  funds  and  $1,670,000  in 


federal  funds  to  increase  Medicaid  reimbursement  to 
noninstitutional  providers  of  health  services. 

A-785-Bush  (D).  Requires  AIDS  testing  for 
living  donors  of  anatomical  gifts. 

A-786-Bush  (D).  Provides  that  1/12  of  the  eight 
cents  surtax  on  cigarettes  be  deposited  in  the  Cancer 
Research  Fund  and  annually  appropriated  to  the  New 
Jersey  Commission  on  Cancer  Research. 

A-790-Zangari  (D).  Permits  workers’  com- 
pensation claimant  to  choose  a doctor  or  a chiroprac- 
tor from  an  employer-provided  list  or  petition  to 
choose  any  doctor  or  chiropractor. 

A-800-Heck  (R).  Requires  boat  operators  in- 
volved in  fatal  boating  accidents  to  be  tested  for  al- 
cohol or  drug  abuse. 

A-857-LoBiondo  (R).  Permits  rural  hospitals  to 
establish  intermediate  life-support  programs. 

A-865-Roma  (R).  Expands  the  scope  of  the 
Pesticide  Control  Act  of  1971. 

A-866-Vandervalk  (R).  Provides  for  licensure 
of  hospitals  by  NJDOH  based  on  accreditation  by 
Joint  Commission  on  Accreditation  of  Health  Care 
Organizations. 

A-875-Bush  (D).  Designated  the  Temporary 
Medical  Leave  Act. 

A-879-Zecker  (R).  Exempts  certified 
pedorthists  from  the  provisions  of  the  Orthotist  and 
Prosthetist  Licensing  Act  (Law  c.134,  P.L.  1992). 

A-880-Farragher  (R).  Designated  the  Lyme 
Disease  Prevention  and  Control  Act. 

A-881-Farragher  (R).  Imposes  surcharge  on 
drunken  drivers  to  establish  spinal  cord  and  head 
injury  assistance  fund. 

A-897-StuhItrager  (R).  Requires  persons 
charged  with  offenses  to  be  tested  for  AIDS,  sexually 
transmitted  diseases,  and  hepatitis  B in  certain  circum- 
stances. 

A-941-Doria  (D).  Requires  hospitals  to  report 
annually  to  commissioner  of  health  on  monies  re- 
ceived from  private  nonprofit  entities. 

A-970-Ogden  (R).  Requires  health  care 
facilities  to  notify  first  aid,  ambulance,  and  rescue 
squads  they  are  transporting  a patient  with  AIDS  or 
a contagious,  infectious,  or  communicable  disease. 
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A-978-Romano  (D).  Requires  Medicaid  cov- 
erage for  certain  nonprescription  medications,  drugs, 
and  vitamins. 

A-1020-Mikulak  (R).  Permits  minors  to  give 
consent  for  treatment  for  alcohol  dependency  (Law 
c.57,  P.L.  1992). 

A-1026-Solomon  (R).  Increases  the  fees  for 
some  medical  witnesses  in  worker’s  compensation 
cases. 

A-1038-Martin  (R).  Mandates  testing  for  lead 
toxicity  as  condition  for  certain  school,  nursery  school, 
or  child  care  attendance. 

A-1040-W.  Brown  (D).  Subjects  motor  vehicle 
driver  and  all  passengers  to  fine  for  seatbelt  violations 
as  a primary  action  with  certain  exceptions. 

A-1094-Rocco  (R).  The  University  of  Medicine 
and  Dentistry  of  New  Jersey  Flexibility  Act  of  1992 
(Law  c.84,  P.L.  1992). 

A-1104-Catania  (R).  Allows  insurers  to 
establish  preferred  provider  arrangements  with  physi- 
cians, chiropractors,  hospitals,  and  other  health  care 
providers. 

A-1105-Catania  (R).  Clarifies  that  only 
chiropractors  can  determine  the  need  for  chiropractic 
treatment  in  review  of  PIP  benefits. 

A-1106-Catania  (R).  Provides  that  chiropractic 
services  must  be  provided  by  HMOs. 

A-1123-Ogden  (R).  Emergency  Medical  Tech- 
nician Training  Fund  Act  (same  as  S-214— Law  c.143, 
P.L.  1992). 

A-1124-Moran  (R).  Provides  that  a podiatrist 
is  a physician  within  the  scope  of  chapter  5 of  Title 
45  of  the  Revised  Statutes. 

A-1127-Impreveduto  (D).  Creates  New  Jersey 
Self-Insurers  Guaranty  Association  to  pay  claims 
against  insolvent  employers  who  self-insure  for  work- 
er’s compensation. 

A-1128-Felice  (R).  Permits  existing  sirens  with- 
in 500  feet  of  schools  (Law  c.122,  P.L.  1992). 

A-1131-Penn  (R).  Permits  application  of  cer- 
tain tinting  materials  on  motor  vehicle  windows  and 
windshields  for  medical  reasons. 

A-1135-McEnroe  (D).  Designated  the  Organ 
Transplant  Fund  Act. 


A-l  142-Martin  (R).  Allows  for  the  use  of 
nitrous  oxide  in  food  preparation  (Law  c.179,  P.L. 
1992). 

A-1171-Gibson  (R).  Caps  certificate  of  need 
application  fee  at  $250  for  entities  that  provide  only 
EMT  services. 

A-l  173-Kelly  (R).  Establishes  the  Senior 
Health  Insurance  Program  and  the  legal  representa- 
tion program  to  assist  Medicare  beneficiaries  in  DCA, 
repeals  P.L.  1987,  c.59,  and  appropriates  $250,000. 

A-1200-Gaffney  (R).  Permits  health  service 
corporations  to  supply  administrative  services  only 
(Law  c.21,  P.L.  1992). 

A-1206-Russo  (R).  Clarifies  measurement  of 
alcohol  concentration  in  blood  or  breath  for  drunken 
driving. 

A-1207-Russo  (R).  Amends  implied  consent 
law  to  allow  for  blood  or  urine  testing  to  determine 
use  of  intoxicating  liquors  or  controlled  dangerous 
substances;  permits  use  of  portable  roadside  breath 
analyzers. 

A-1221-Felice  (R).  Requires  certain  health  in- 
surers to  allow  freedom  of  choice  in  the  selection  of 
pharmacists  and  pharmacy  services. 

A-1224-Farragher  (R).  Permits  any  private 
health  care  institution  to  determine  circumstances 
under  which  it  will  decline  to  withhold  or  withdraw 
life-sustaining  measures. 

A-1232-Shinn  (R).  Amends  Right-To-Know 
Act;  regulates  use  of  pesticides  on  farms. 

A-1278-Azzolina  (R).  Designated  the  New 
Jersey  Basic  Health  Services  Study  Commission  Act. 

A-1301-Felice  (R).  Requires  clinical 
laboratories  in  New  Jersey  to  bill  recipients  of  services 
directly. 

A-1339-Wright  (R).  Designates  Robert  Wood 
Johnson  University  Hospital  and  St.  Peter’s  Medical 
Center  as  the  children’s  hospitals  for  central  New 
Jersey  (same  as  S-774— Law  c.181,  P.L.  1992). 

A-1381-Catania  (R).  Professional  Counselor 
Licensing  Act. 

A-1389-Moran  (R).  Establishes  standards  for 
drug  review  program  by  pharmacists  in  compliance 
with  federal  Medicaid  requirements. 
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A-1436-Gibson  (R).  Grants  civil  immunity  to 
EMTs  in  certain  cases  (same  as  S-826— Law  c.196, 
P.L.  1992). 

A-1514/A-1517-Mikulak  (R).  Requires 

NJDOH  to  ensure  patient’s  right  to  appeal  hospital 
bill. 

A-1520-Singer  (R).  Exempts  physical  and  oc- 
cupational therapists  from  the  provisions  of  the  Or- 
thotist  and  Prosthetist  Licensing  Act. 

A-1522-Derman  (R).  Provides  that  licensed 
audiologists  and  speech-language  pathologists  are 
eligible  for  reimbursement  under  certain  health  in- 
surance policies. 

A-1532-Catania  (R).  Clarifies  that  only 
chiropractors  can  determine  need  for  chiropractic 
treatment  in  review  of  PIP  benefits. 

A-1533-Catania  (R).  Requires  the  posting  of 
warnings  on  the  dangers  of  drinking  during  pregnancy. 

A-1588-Catania  (R).  Provides  that  chiropractic 
services  must  be  provided  by  HMOs. 

A-I591-Heck  (R).  Establishes  an  Office  of 
Child  Advocacy. 

A-1592-Catania  (R).  Requires  reporting  of 
positive  toxicology  tests  on  newborn  infants. 

A-1596-Mikulak  (R).  Establishes  New  Jersey 
Unemployment  Health  Insurance  Plan  for  certain  un- 
employed individuals. 

A-1600-Crecco  (R).  Permits  licensed 
psychologists  to  perform  competency  evaluations  in 
criminal  cases. 

A-1621-Solomon  (R).  Provides  for  community 
residences  for  head  injured  persons  licensed  by  the 
Department  of  Human  Services. 

A-I647-Derman  (R).  Prohibits  smoking  in  child 
care  centers. 

A-1657-Bagger  (R).  Prohibits  written  recom- 
mendations of  insurers  regarding  the  management  of 
risk  from  being  used  as  evidence  in  court  or  arbi- 
tration forum. 

AR-72-Doria  (D).  Requests  commissioner  of 
health  to  examine  feasibility  of  new  methods  to  pre- 
vent the  spread  of  tuberculosis. 


1992  House  of  Delegates 

Resolution  #2— Revision  of  Medical  Waste  Laws:  Re- 
solved, that  MSNJ  seek  an  amendment  to  state  and 
federal  medical  waste  registration,  tracking,  and  dis- 
posal laws  exempting  practitioners  producing  less  than 
200  pounds  of  medical  waste  per  year;  and  be  it 
further 

Resolved,  that  MSNJ  urge  the  AMA  to  seek 
a similar  exemption  under  federal  laws  for  all  practi- 
tioners who  generate  less  than  200  pounds  of  medical 
waste  per  year. 

Our  legislative  representatives  are  seeking  a 
sponsor  and  support  for  the  necessary  legislation. 

Resolution  #17— Fees  for  the  Disposal  of  Medical 
Waste:  Resolved,  that  MSNJ  take  appropriate  action 
so  that  the  medical  waste  registration  fee  is  assessed 
to  the  practice  rather  than  the  individual  office  loca- 
tions. 

Our  legislative  representatives  are  seeking  a 
sponsor  and  support  for  the  necessary  legislation. 

Resolution  #23  and  Substitute  Resolution— Right  of 
Physician  To  Pass  Certain  Federal  State  Mandated  Administrative 
Costs  on  to  the  Consumer:  These  resolutions  were  not 
adopted.  The  Board  of  Trustees  referred  them  to  the 
Council  on  Legislation  for  study  and  report. 

Resolution  #23:  Resolved,  that  the  Board  of 
Trustees  be  instructed  to  initiate  a lawsuit  against  the 
Health  Care  Financing  Administration  and  Penn- 
sylvania Blue  Shield  (PBS),  and  any  other  federal, 
state,  or  local  agency  that  interferes  with  the  physician 
passing  on  mandated  costs  to  the  ultimate  consumer, 
seeking  a permanent  injunction  to  prevent  such  agen- 
cies from  enacting  penalties  or  in  any  other  way  in- 
terfering with  said  charges. 

Substitute  Resolution:  Resolved,  that  the  Board  of 
Trustees  be  instructed  to  seek  corrective  legislation, 
addressed  to  the  Health  Care  Financing  Adminis- 
tration, Congress,  and  any  other  federal,  state,  or  local 
agency  that  interferes  with  the  physician  passing  on 
mandated  costs  to  the  ultimate  consumer,  seeking 
permanent  relief  to  prevent  such  agencies  from  enact- 
ing penalties  or  in  any  other  way  interfering  with  said 
charges. 
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The  Board  of  Trustees  subsequently  has  been 
advised  that  the  AMA  has  approved  a draft  bill  that 
would  favorably  impact  all  federal  mandates.  We  are 
pleased  by  the  AMA  action  that  accomplishes  the 
intent  of  our  House  action. 

In  addition,  it  was  indicated  that  “since  the 
intent  of  the  resolutions  is  already  existing  policy  of 
the  AMA,  the  proposed  MSNJ  submission  at  the  1993 
AMA  Annual  Meeting  would  become  a ‘reaffirmation’ 
resolution.” 

The  foregoing  recommendation  was  approved 
by  the  Board  of  Trustees. 

Resolution  #27— Designation  of  Smoking  Areas  in 
Public  Facilities:  Resolved,  that  MSNJ  seek  legislation  to 
provide  that  restaurants  and  public  places  be  smoke- 
free  and  at  the  proprietor’s  discretion,  provide  smok- 
ing areas  in  lieu  of  current  nonsmoking  areas. 

The  Council  on  Legislation  advises  that  there 
are  two  bills  introduced  in  the  Legislature,  S-1381  and 
A-2064,  which  require  restaurants  to  phase  out  smok- 
ing. The  support  of  MSNJ  has  been  expressed  to 
Senator  John  Adler  and  Assemblyman  David  C. 
Russo,  sponsors  of  the  bills. 


Discretion  for  MSNJ  lobbyist.  At  the  January  15, 
1992,  meeting  of  the  Council  on  Legislation,  the 
Council  expressed  concern  regarding  the  decision- 
making limitations  currently  imposed  on  MSNJ’s  lob- 
byist. It  was  felt  that  the  lobbyist  should  be  granted 
the  authority  to  negotiate  the  revision  of  a bill 
previously  approved  by  the  Council  on  Legislation,  the 
Board  of  Trustees,  and  the  House  of  Delegates  if 
altered  circumstances  render  the  legislation  unaccept- 
able to  MSNJ.  The  following  is  from  the  Council  on 
Legislation  as  approved  by  the  Board  of  Trustees  on 
February  9,  1992: 

Recommendation 

That  the  Executive  Committee  be  empowered 
to  authorize  negotiated  positions  in  legislation  that 
MSNJ  is  actively  supporting  or  opposing. 

The  foregoing  recommendation  is  hereby  sub- 
mitted to  the  House  of  Delegates  for  its  concurrence. 
It  is  noted  that  the  current  MSNJ  bylaws  permit  such 
a procedure  and  MSNJ  has  been  following  it  for  over 
ten  years. 


The  Reference  Committee  recommended  that  the  above  recommendation  be  approved. 

House  Action:  The  recommendation  was  approved. 

The  Reference  Committee  recommended  that  the  report  and  the  supplemental  report  be  filed. 

House  Action:  The  report  and  the  supplemental  report  were  filed. 
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Council  on  Legislation:  Supplemental  Report  #1 


Bessie  M.  Sullivan,  MD,  Chairman 

Reference  Committee  “D” 


On  January  12,  1993,  the  Senate  and  General  As- 
sembly met  for  organization  of  the  Second  An- 
nual Session  of  the  205th  New  Jersey  State 
Legislature. 

Monitor 

S-99-Ewing.  Requires  posting  of  warnings  on 
the  danger  of  drinking  during  pregnancy.  (Law  c.  43, 
P.L.  1993.) 

S-175-Codey.  Establishes  the  Senior  Health  In- 
surance Program  and  the  legal  representation  pro- 
gram to  assist  Medicare  beneficiaries  in  DCA,  repeals 
P.L.  1987,  c.59,  and  appropriates  $250,000.  (Law  c.4, 
P.L.  1993.) 

S-714-DiFrancesco.  The  Occupational  Therapy 
Licensing  Act;  provides  for  the  licensure  of  occupa- 
tional therapists  and  occupational  therapy  assistants. 
(Law  c.  85,  P.L.  1993.) 

A-1514/A-1517-Mikulak,  Requires  NJDOH  to 
ensure  patient’s  right  to  appeal  a hospital  bill.  (Law 
c.  63,  P.L.  1993.) 

Current  Legislation 

The  Council  offers  this  report,  covering  items 
dealt  with  since  the  compilation  of  its  Annual  Report. 

Senate/Assembly 

(Active) 

S-1121-Sinagra  (R).  Prohibits  the  sale  of  to- 
bacco products  in  vending  machines;  strengthens  en- 
forcement of  underage  cigarette  sales.  Active  Support. 

S-1373-Bassano  (R).  Establishes  Medicaid 
Drug  Utilization  Review  Board.  (Law  c.  16,  P.L. 
1993.) 

S-1374-Bassano  (R).  Permits  certain  small 
groups  to  combine  for  the  purpose  of  self-insuring  or 
purchasing  traditional  insurance  for  health  benefits. 

Active  Support. 

S-1381-AdIer  (D).  Requires  restaurants  to 
phase  out  smoking.  Active  Support. 

S-1409-Inverso  (R).  Exempts  hospital  basic 
primary  care  services  from  the  certificate  of  need 
requirement.  Active  Support. 

S-1427-Matheussen  (R).  Removes  chronic 


renal  dialysis  facilities  from  the  list  of  health  care 
facilities  and  services  exempted  from  the  certificate  of 
need  requirement.  Active  Opposition,  the  certificate 
of  need  process  is  fatally  flawed,  monopolistic,  and 
subject  to  manipulation. 

S-1457-Dorsey  (R).  Regulates  utilization  re- 
view of  health,  mental  health,  and  substance  abuse 
care.  Active  Support. 

S-1472-Inverso  (R).  Revises  definition  of 
hospital  revenue  cap  during  transition  year  in  Health 
Care  Reform  Act  of  1992.  Active  Support. 

A-1279-Connors  (R).  Provides  cause  of  action 
for  certain  first-party  insureds  for  unfair  claims  settle- 
ment practices.  Active  Support. 

A-2000-Felice  (R).  Designates  Bergen  Pines 
County  Hospital  as  regional  provider  of  primary  care 
for  medically  indigent  in  Bergen  County.  Active  Op- 
position, unnecessary  legislation.  Bergen  County 
hospitals  provide  outpatient  primary  care  and  all  the 
towns  in  the  county  have  primary  care  physicians. 

A-2051-Vandervalk  (R).  Requires  an  affidavit 
for  medical  malpractice  actions  by  a neutral  physician 
showing  that  the  care  and  treatment  provided  was 
unacceptable.  Active  Support. 

A-2064-Russo  (R).  Requires  restaurants  to 
phase  out  smoking.  Active  Support. 

A-2087-Kramer  (R).  Exempts  hospital  basic 
primary  care  services  from  the  certificate  of  need 
requirement.  Active  Support. 

A-2114-Catania  (R).  Removes  chronic  renal 
dialysis  facilities  from  the  list  of  health  care  facilities 
and  services  exempted  from  the  certificate  of  need 
requirement.  Active  Opposition,  the  certificate  of 
need  process  is  fatally  flawed,  monopolistic,  and  sub- 
ject to  manipulation. 

A-2133-Weinberg  (D).  Removes  chronic  renal 
dialysis  facilities  from  the  list  of  health  care  facilities 
and  services  exempted  from  the  certificate  of  need 
requirement.  Active  Opposition,  the  certificate  of 
need  process  is  fatally  flawed,  monopolistic,  and  sub- 
ject to  manipulation. 

A-2161-AJbohn  (R).  Updates  undergraduate 
education  requirements  for  the  practice  of  medicine 
and  surgery.  Active  Support. 
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A-2166-Bagger  (R).  Authorizes  drug  testing  for 
school  bus  drivers.  Active  Support. 

Senate/Assembly 

(Monitor) 

S-1120-Sinagra  (R).  Authorizes  municipalities 
to  enact  ordinances  restricting  the  placement  of  tobac- 
co vending  machines. 

S-1142-Adler  (D).  Restricts  the  availability  of 
tobacco  to  persons  under  age  18. 

S-1221-Cowan  (D).  Designated  the  Health 
Wellness  Promotion  Act. 

S-1233-Adler  (D).  Prohibits  smoking  in  child 
care  centers. 

S-1277-Ciesla  (R).  Requires  NJDOH  to  ensure 
patient’s  right  to  appeal  a hospital  bill. 

S-1311-DiFrancesco  (R).  Makes  various 
changes  to  the  catastrophic  illness  in  children  relief 
program. 

S-1340-Bassano  (R).  Electrology  Practice  Act. 

S-1344-Sinagra  (R).  Designated  the  Health 
Wellness  Promotion  Act. 

SCR-78-Schluter  (R).  Establishes  legislative 
commission  to  monitor  implementation  of  Health 
Care  Reform  Act  of  1992. 

SCR-79-Connors  (R).  Memorializes  U.S.  Con- 
gress and  president  to  increase  Medicare  reimburse- 
ment to  Ocean  County  hospitals. 

SCR-81-Bassano  (R).  Establishes  New  Jersey 
Legislative  Commission  on  Programs  and  Policies  for 
Persons  with  Head  Injuries. 

A-1739-Solomon  (R).  Electrology  Practice  Act. 

A-1743-Roberts  (D).  Enacts  New  Jersey  Health 


Care-Universal  Security  Act;  appropriates  $5  million. 

A-1780-Gaffney  (R).  Establishes  the  Children 
and  Families  Initiative  in  the  Department  of  Human 
Services  and  appropriates  $1,000,000. 

A-l 792-Kelly  (R).  Designated  the  Health  Well- 
ness Promotion  Act. 

A-1845-Solomon  (R).  Changes  the  copayment 
for  PAAD  when  generic  drugs  are  purchased. 

A-1899-McEnroe  (D).  Requires  NJDOH  to 
prepare  and  make  available  a booklet  concerning  the 
dangers  of  using  addictive  substances  during  pregnan- 
cy. 

A-1928-Farragher  (R).  Designated  the  Home 
Infusion  Therapists  Licensing  Act. 

A-2011-R.  Smith  (D).  Requires  testing  of  cer- 
tain children  for  lead  toxicity;  appropriates  $1,200,000 
from  the  Lead  Toxicity  Detection  and  Prevention 
Fund. 

A-2018-Russo  (R).  Restricts  the  availability  of 
tobacco  to  persons  under  age  18. 

A-2034-Colburn  (R).  Requires  that  the  Health 
Care  Administration  Board  include  a representative 
of  long-term  health  care  facilities  or  services  (Law  c. 
56,  P.L.  1993). 

A-2094-Hartmann  (R).  Requires  health  in- 
surers to  provide  coverage  to  adopted  children  from 
the  time  of  placement  for  adoption. 

A-2121-Kelly  (R).  Requires  public  school 
health  services  to  be  provided  by  a certified  school 
nurse. 

ACR-105-Connors  (R).  Memorializes  U.S. 
Congress  and  president  to  increase  Medicare  reim- 
bursement to  Ocean  County  hospitals. 
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RESOLUTION  #3 


Introduced  by:  Essex  County  Medical  Society 

Subject:  Block  Caller  ID 

Referred  to:  Reference  Committee  "D" 

Whereas,  the  practice  of  medicine  is  conducted 
from  physicians’  offices,  and  physicians  have 
answering  services  for  when  they  are  not  in  their 
offices;  and 

Whereas,  physicians  pay  a premium  for  private 
or  unlisted  numbers  and  home  numbers  that  do  not 
go  through  the  answering  service;  and 

Whereas,  good  patient  care  demands  physi- 
cians at  times  to  return  patient  calls  from  private 
telephones;  and 

Whereas,  this  could  lead  to  a major  invasion 
of  privacy  by  patients  who  have  a popular  telephone 
option  known  as  Caller  ID;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  specific  legislation  that  would  require 
the  telephone  company  to  offer  a free  Caller  ID 
blocking  device  on  physicians’  private  telephones. 

Substitute  Resolution 

Resolved,  that  MSNJ  work  with  New  Jersey  Bell 
to  permit  physicians  to  block  the  display  of  their 
private  telephone  numbers  free  of  charge;  and  be  it 
further 

Resolved,  that  if  New  Jersey  Bell  does  not  volun- 
tarily agree,  MSNJ  should  seek  legislation  to  ac- 
complish this  goal;  and  be  it  further 

Resolved,  that  MSNJ  give  active  support  to  the 
existing  Assembly  bill  (Russo  A-2236)  on  this  matter. 


The  Reference  Committee  combined  consideration  of  Resolution  #3  and  Resolution  #24  because  of  their 
similarity. 

The  Reference  Committee  recommended  that  the  substitute  resolution  be  adopted. 

House  Action:  The  substitute  resolution  with  an  amendment  (the  addition  of  a third  resolved)  by  the  House 
of  Delegates  for  Resolution  #3  and  Resolution  #24  was  adopted. 
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RESOLUTION  #5 


Introduced  by: 
Subject: 

Referred  to: 


Barry  S.  Prystowsky,  MD,  Delegate,  Essex  County 

Patients'  Freedom  To  Choose  Their  Own  Primary  Care  Physician  Regardless 
of  Insurance  Plan 

Reference  Committee  "D" 


Whereas,  the  governor  and  the  Legislature  of 
New  Jersey  clearly  are  promoting  managed  health 
care;  and 

Whereas,  recent  legislation  has  mandated  all 
insurance  companies  to  provide  affordable  health  in- 
surance for  everyone  at  community  ratings  regardless 
of  pre-existing  conditions;  and 

Whereas,  patients  may  be  leaving  their  out-of- 
network  primary  care  physicians  to  comply  with  ben- 
efits that  put  them  in  managed  health  care  plans;  and 
Whereas,  network  physicians  are  hesitant  to 


leave  managed  health  care  plans  that  hold  many  of 
their  patients;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  seek  legislation  to  permit  the  following: 

a.  Patients  insured  under  managed  health  care 
plans  be  allowed  to  choose  out-of-network  physicians 
without  unduly  increasing  the  insurance  premium. 

b.  Reimbursement  by  the  insurance  company 
to  the  out-of-network  physician  be  paid  at  an  amount 
and  time  commensurate  with  network  physicians,  and 
in  accordance  with  customary  review  controls. 


There  was  a full  hour  of  deliberation  in  the  Reference  Committee  and  an  additional  hour  in  executive 
session  on  Resolution  #5.  Various  interpretations  of  the  intent  of  this  resolution  were  covered.  However,  no  clear 
consensus  was  reached. 

The  Reference  Committee  recommended  that  Resolution  #5  be  rejected. 

House  Action:  Resolution  #5  was  rejected. 
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RESOLUTION  #7 


Introduced  by:  Union  County  Medical  Society 

Subject:  Tort  Reform 

Referred  to:  Reference  Committee  "D" 

Whereas,  national  data  reveal  that  physicians’ 
malpractice  premiums  and  defensive  medical  practice 
costs  are  billions  of  dollars  per  year;  and 

Whereas,  the  Medical  Inter-Insurance  Ex- 
change has  revealed  that  over  70  percent  of  the 
malpractice  cases  filed  are  either  dropped  or  won  by 
the  physician,  and  that  it  costs  thousands  of  dollars 
to  adjudicate  an  obviously  frivolous  case;  now  there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(-MSNJ) — seek — the — enactment — of — legislation — that- 
provides — that — plaintiffs  who — have — filed — frivolous 
malpractice  cases  and  their  attorneys  shall  be  liable 
to  the  defendants  for  their  legal  fees  and  costs  and 
income  lost  while  defending  their  meritless  charges; 
and  be  it  further 


Resolved,  -that  a copy  of  this  resolution  be 


forwarded 

—to — the — American — Medical — Association 

the  passag 

e of  a federal  law  to  accomplish  this  tort 

reform. 


Resolved,  that  MSNJ  seek  enactment  of  a 
certificate  of  merit  requirement  as  a condition  for 
acceptance  of  the  filing  of  a malpractice  suit;  and  be 
it  further 

Resolved,  that  a copy  of  this  resolution  be 
forwarded  to  the  AMA  so  that  it  may  lobby  to  in- 
troduce and  support  the  passage  of  a federal  law  to 
accomplish  this  tort  reform. 


The  Reference  Committee  appreciated  the  thrust  of  Resolution  #7;  however,  in  New  Jersey,  legislation 
cannot  govern  the  judiciary.  There  already  is  Supreme  Court  policy  governing  disciplinary  actions  in  frivolous 
malpractice  cases. 

The  Reference  Committee  recommended  that  Resolution  #7  be  rejected. 

House  Action:  Resolution  #7  was  adopted  as  amended  by  the  House  of  Delegates. 
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RESOLUTION  #15 


Introduced  by: 
Subject: 
Referred  to: 


Bergen  County  Medical  Society 

Managed  Care  Program/Physician  Open  Enrollment 

Reference  Committee  "D" 


Whereas,  the  sudden  closing  of  managed  care 
group  enrollments  to  physicians  prevents  many 
Medical  Society  of  New  Jersey  (MSNJ)  members  from 
entering  the  competitive  arena,  and  threatens  both 
their  physician-patient  relationship  and  their  im- 
mediate financial  survival;  and 

Whereas,  many  MSNJ  members  meet  the 
education  and  training  requirements  of  managed  care 
groups  and  are  willing  to  accept  their  reimbursement 
schedules;  now  therefore  be  it 

Resolved,  that  MSNJ  seek  legislation  requir-mg 
managed  care  plans  to  accept  any  willing  provider  who 
meets  their  education  and  training  requirements. 
Substitute  Resolution 

Resolved,  that  those  health  delivery  systems  that 


contract  with  selected  physicians  should  use  selection 
criteria  based  primarily  on  professional  competence 
and  quality  of  care;  and  be  it  further 

Resolved,  that  health  plans  that  contract  with 
selected  physicians  should  have  an  established 
mechanism  by  which  any  physician  willing  to  abide  by 
terms  of  the  plan  contract  could  appeal  a decision  to 
deny  the  physician’s  application  for  participation  in 
the  plan;  and  be  it  further 

Resolved,  that  MSNJ  support  the  concept  -that 
right  of  any  willing  physician  who  meets  selection 
criteria  to  be  eligible  for  participation  in  managed  care 
programs,  and  be-  it  further 

Resolved,  that  MSNJ  support  the  concept  of 
“any  willing  provider”  legislation. 


Resolution  #15  and  Resolution  #32  were  considered  together  because  of  their  similarity  and  scope. 
The  Reference  Committee  recommended  the  substitute  resolution  for  Resolution  #15  and  Resolution  #32 
be  adopted. 

House  Action:  The  substitute  resolution  for  Resolution  #15  and  Resolution  #32  as  amended  by  the  House 
of  Delegates  was  adopted. 
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Resolution  #19 


introduced  by:  Barry  S.  Prystowsky,  MD,  Delegate, 

Subject:  Preservation  of  Children's  Referral 

Referred  to:  Reference  Committee  "D" 

Whereas,  the  governor  and  the  Legislature  are 
promoting  managed  health  care  in  New  Jersey;  and 

Whereas,  deregulation  of  insurance  companies 
will  drive  managed  care  networks  away  from  urban 
centers;  and 

Whereas,  tertiary  children’s  referral  centers 
often  are  located  in  urban  centers;  and 

Whereas,  regional  or  community  children’s  re- 
ferral centers  within  easy  reach  of  parents  may  not 
be  able  to  compete  for  managed  care  network  bids; 
now  therefore  be  it 

The  Reference  Committee  was  of  the  opinion 
dedicated  to  children. 

The  Reference  Committee  recommended  that 

House  Action:  Resolution  #19  was  adopted. 


Essex  County 
enters  in  New  Jersey 


Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  request  legislative  requirements  that 
managed  care  networks  contract  with  at  least  those 
hospitals  designated  by  the  New  Jersey  State  Depart- 
ment of  Health  as  tertiary  children’s  referral  centers, 
regional  referral  centers,  and/or  community  children’s 
referral  centers;  and  be  it  further 

Resolved,  that  MSNJ  seek  legislation  to  provide 
that  all  hospitals  categorized  as  a designated  children’s 
referral  center  receive  equal  and  fair  reimbursement 
by  the  managed  care  networks. 

that  full  support  must  be  given  to  tertiary  care  facilities 
Resolution  #19  be  adopted. 


RESOLUTION  #20 


Introduced  by: 
Subject: 
Referred  to: 


Passaic  County  Medical  Society 
Free  Choice  of  Physicians  by  Patients 
Reference  Committee  "D" 


Whereas,  the  ability  of  a patient  to  choose  his 
treating  physician  is  vital  to  the  quality  of  health  care; 
and 

Whereas,  many  managed  care  organizations 
seek  to  restrict  the  ability  of  a patient  to  choose  his 
physician;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 


seek  legislation  mandating  that  all  managed  care  or- 
ganizations operating  in  the  state  of  New  Jersey  clear- 
ly and  fully  disclose  to  the  patients  whether  the  plan 
restricts  the  participation  of  any  qualified  physician 
willing  to  abide  by  the  contractual  obligations  of  the 
plan. 


In  view  of  the  increased  interest  in  managed  care,  the  Reference  Committee  believed  strongly  that  patients 
must  be  clearly  informed  in  advance  as  to  the  limits  of  coverage  provided  by  managed  care  contracts  and  the 
restriction  of  qualified  physician  participation. 

The  Reference  Committee  recommended  that  Resolution  #20  be  adopted. 

House  Action:  Resolution  #20  was  adapted. 
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Resolution  #24 


Introduced  by: 
Subject: 
Referred  to: 


Union  County  Medical  Society 

Privacy  of  Physicians'  Home  Telephone  Numbers 

Reference  Committee  "D" 


Whereas,  New  Jersey  Bell  has  an  option  where- 
by a client  can  see  and  record  the  telephone  number 
of  the  caller;  and 

Whereas,  other  telephone  companies  such  as 
New  York  Telephone  Company  provide  a free  option 
(Caller  ID)  for  a caller  to  be  able  to  block  the  display 
of  his  telephone  number  to  the  recipient  of  his  call; 
and 

Whereas,  New  Jersey  Bell  does  not  provide  this 
option  of  blocking  the  display  of  the  caller’s  telephone 
number;  and 

Whereas,  physicians  make  many  telephone 


calls  to  patients  from  their  home  telephones;  and 
Whereas,  these  physicians  do  not  want  their 
patients  to  have  the  physician’s  home  telephone 
number;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  work  with  New  Jersey  Bell  to  permit  New 
Jersey  physicians  to  be  able  to  block  the  display  of 
their  home  telephone  numbers  to  the  recipients  of 
their  telephone  calls;  and  be  it  further 

Resolved,  that  if  New  Jersey  Bell  does  not  volun- 
tarily agree,  MSNJ  seek  legislation  to  accomplish  such 
a goal. 


The  Reference  Committee  combined  consideration  of  Resolution  #3  and  Resolution  #24  because  of  their 
similarity.  See  Resolution  #3  for  action. 
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Resolution  #25 


Introduced  by:  Middlesex  County  Medical  Society 

Subject:  Public  Relations  Campaign 

Referred  to:  Reference  Committee  "D" 

Whereas,  an  individual  takes  as  much  as  10  to 
15  years  of  intense  college,  medical  school,  residency 
training,  and  many  challenging  national  examinations 
to  become  a physician;  and 

Whereas,  no  other  profession  has  such  intense 
study,  training,  or  examinations;  and 

Whereas,  a physician  many  times  has  a pa- 
tient’s life  in  his  hands  and  may  spend  sleepless  nights 
caring  for  a patient;  and 

Whereas,  the  physician  is  entitled  to  be  ap- 
propriately remunerated  for  his  services;  and 

Whereas,  the  rising  health  care  costs  are  due 
to  unnecessary  regulatory  factors  combined  with  the 
highly  litigious  environment;  and 

Whereas,  radio,  television,  and  newspapers 


have  done  extensive  programming  on  physician  over- 
charging and  fraud,  portraying  and  creating  mass  con- 
fusion and  a poor  image  of  the  physician;  now  there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  embark  on  a public  relations  campaign  in 
eluding  press  conferences  and  med-ia  interviews,  to 
increase  public  awareness  regarding  the  many  ex 
emplary  tasks  performed  by  physicians. 

Substitute  Resolution 

Resolved,  that  MSNJ  redouble  its  efforts  in  a 
public  relations  campaign  to  heighten  awareness  re- 
garding the  many  unique  tasks  performed  by  physi- 
cians. 


Recognizing  the  endeavors  of  the  Council  on  Public  Relations,  the  Reference  Committee  was  of  the  opinion 
that  an  effort  is  needed  on  the  part  of  MSNJ  to  demonstrate  the  fine  qualities  of  New  Jersey  physicians  in 
the  delivery  of  patient  care. 

The  Reference  Committee  recommended  that  the  substitute  resolution  be  adopted. 

House  Action:  Substitute  Resolution  #25  was  adopted. 


RESOLUTION  #26 


Introduced  by: 
Subject: 
Referred  to: 


Monmouth  County  Medical  Society 
HMO  Regulation  Reform 
Reference  Committee  "D" 


Whereas,  health  maintenance  organizations 
(HMOs)  currently  are  regulated  by  the  New  Jersey 
State  Department  of  Health,  while  health  care  indem- 
nity insurance  companies  are  regulated  by  the  New 
Jersey  State  Department  of  Insurance;  and 

Whereas,  the  two  sets  of  rules  enable  health 
maintenance  organizations  (HMOs)  to  provide  dif- 
ferent (usually  fewer)  services  to  their  subscribers 

The  Reference  Committee  recommended  that 

House  Action:  Resolution  #26  was  adopted. 
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thereby  spending  less  money,  while  at  the  same  time 
they  avoid  providing  health  care  to  “expensive” 
populations;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
propose  and  work  to  enact  legislation  that  would  bring 
HMOs  and  similar  providers  of  health  care  undef  the 
regulatory  jurisdiction  of  the  New  Jersey  State  Depart- 
ment of  Insurance. 

Resolution  #26  be  adopted. 


Resolution  #27 


Introduced  by: 
Subject: 
Referred  to: 


Monmouth  County  Medical  Society 
Patient  Empowerment— Freedom  of  Choice 
Reference  Committee  "D" 


Whereas,  the  vast  majority  of  patients  in  New 
Jersey  appreciate  the  hard  work  and  responsiveness 
of  their  personal  physicians;  and 

Whereas,  patients  fear  that  increasing  expen- 
ditures of  physician  and  staff  time  to  comply  with  ever 
more  intrusive  bureauracies  (private  and  government) 
for  progressively  less  income  will  result  in  less  avail- 
ability of  physicians  to  their  patients;  and 

Whereas,  patients  already  are  noticing  that 
there  are  fewer  physicians  available  to  treat  patients 
with  Medicare  and  Medicaid  because  of  the  combina- 


tion of  over-regulation  and  underpayment;  now  there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
institute  an  aggressive  campaign  of  public  advertise- 
ments emphasizing  the  importance  of  a patient’s  right 
to  choose  his  own  physician,  the  high  degree  of 
satisfaction  patients  have  with  their  physicians,  and 
how  they  benefit  from  the  hard  work  and  near  con- 
stant availability  of  physicians. 

Fiscal  note:  The  cost  would  be  $75,000. 


The  Reference  Committee  recommended  that  Resolution  #27  be  adopted. 

House  Action:  Resolution  #27  was  adopted. 


RESOLUTION  #31 


Introduced  by:  Monmouth  County  Medical  Society 

Subject:  Truth  in  Health  Care  Costs 

Referred  to:  Reference  Committee  "D" 

Whereas,  the  United  States  deficit  has  been  a 
compilation  of  debt  for  over  four  decades;  and 

Whereas,  the  deficit  is  a complicated  scenario 
interdependent  on  trade  balances  and  flight  of  busi- 
ness to  foreign  countries,  as  well  as  many  other  fac- 
tors; and 

Whereas,  the  current  administration  has  iden- 
tified health  care  as  a major  contributor  to  the  deficit, 
both  present  and  future,  and  has  identified  provider 
fees  as  a driving  force  in  health  care  costs;  and 

Whereas,  physicians’  fees  represent  only  19 
percent  of  the  cost  of  health  care;  and 

Whereas,  this  misconception  and  adminis- 


trative rhetoric  are  unfair  burdens  placed  on  physi- 
cians; now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ)  use  its  public  relations  program  to  enlighten 
both  government  and  the  public  to  nonprovider  causes 
of  the  increase  in  health  care  costs;  and  be  it  further 
Resolved,  that  a similar  resolution  be  submitted 
to  the  American  Medical  Association. 

Fiscal  note:  The  goal  is  included  within  the 
existing  budget  and  is  part  of  the  current  MSNJ  public 
relations  program. 


The  Reference  Committee  recommended  that  Resolution  #31  be  adopted. 

House  Action:  Resolution  #31  was  adopted. 
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RESOLUTION  #32 


Introduced  by: 
Subject: 
Referred  to: 


Monmouth  County  Medical  Society 
Open  Access  to  HMOs 
Reference  Committee  "D" 


Whereas,  physicians  in  New  Jersey  are  licensed 
by  the  State  Board  of  Medical  Examiners  to  practice 
medicine  and  surgery,  and  credentialed  by  recognized 
specialty  boards;  and 

Whereas,  physicians  should  retain  their  right  to 
function  within  the  free  market  system  without  con- 
straints by  state  or  federal  government  or  private 
organizations;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
endorse  open  access  of  physicians  to  managed  care 
organizations  as  primary  care  and  specialty  physicians 
when  meeting  objective  evaluation  criteria  applied  in 
a nondiscriminatory  fashion. 


Resolution  #15  and  Resolution  #32  were  considered  together  because  of  their  similarity  and  scope.  See 

Resolution  #15  for  action. 


RESOLUTION  #33 


Introduced  by:  Monmouth  County  Medical  Society 

Subject:  Physician  Input  Health  Care  Reform 

Referred  to:  Reference  Committee  "D" 

Whereas,  the  federal  court  has  determined  that 
hearings  for  health  care  reform  should  be  maintained 
on  a public  basis;  and 

Whereas,  the  effects  of  these  hearings  will  have 
a significant  impact  on  the  delivery  of  health  care  by 
physicians  in  this  country;  and 

Whereas,  it  is  clear  that  the  current  federal 
administration  is  antagonistic  to  input  from  organized 
medicine;  and 


Whereas,  President  Clinton  has  endorsed  the 
town  hall  meeting  concept;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
encourage  members  to  testify,  as  individuals,  before 
any  federal  town  hall  hearings  on  health  care  that  may 
be  held  in  their  locale. 


The  Reference  Committee  recommended  that  Resolution  #33  be  adopted. 

House  Action:  Resolution  #33  was  adopted. 
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RESOLUTION  #40 


Introduced  by:  Essex  County  Medical  Society 

Subject:  Physician  Eligibility  Under  Managed  Care 

Referred  to:  Reference  Committee  "D" 

Whereas,  non-board  certified  physicians  who 
have  completed  accredited  residency  training  pro- 
grams are  being  excluded  from  some  managed  care 
networks;  and 

Whereas,  the  completion  of  an  accredited 
residency  training  program  in  itself  is  a screening 
criterion  assuring  the  public  that  physicians  are 
qualified  to  practice  medicine  in  their  field;  and 

Whereas,  patients  are  forced  to  part  from  their 
physicians  upon  joining  managed  care  networks  that 
exclude  non-board  certified  physician  providers;  and 

Whereas,  board  certification  originally  was 
used  by  those  pursuing  careers  in  academia  rather 
than  in  private  practice;  and 

Whereas,  exclusion  from  a provider  network 
based  on  criteria  that  the  physician  lacked  board 
certification,  but  completed  an  accredited  residency 
training  program,  must  be  considered  as  discrimina- 
tion against  the  physician’s  qualification  to  practice 
medicine  in  that  field;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
(MSNJ) — oppose — board — certification — as — provider- 
eligibility  criteria  under  managed  care;  and  be  it 
further 

The  Reference  Committee  was  of  the  opinion  that  it  is  important  to  avoid  unnecessary  bias  against  competent 
physicians  who  are  not  board  certified. 

The  Reference  Committee  recommended  that  the  substitute  resolution  be  adopted. 

House  Action:  Substitute  Resolution  #40  was  adopted. 


Resolved,  that  MSNJ  petition  the  governor,  the 
commissioners — ef — healthy — insurance, — and — human 
services,  and  the  Essential  Health  Services  Com- 
mission to  consider  the  use  of  board  certification  in 
this  manner  unfairly  discriminatory;  and  be  it  further 
Resolved,  that  MSNJ  support  legislation  that 
bans  the  use  ef  -board  certification  for  the  purpose  of 
physician  provider  eligibility  criteria  under  third-party 

Substitute  Resolution 

Resolved,  that  MSNJ  support  the  right  of  physi- 
cians to  contract  with  whatever  health  care  system  they 
deem  desirable  and  necessary;  and  be  it  further 

Resolved,  that  those  health  care  delivery  or 
financing  systems  that  contract  with  selected  physi- 
cians to  furnish  care  should  utilize  selection  criteria 
based  primarily  on  professional  competence  and  quali- 
ty of  care;  and  be  it  further 

Resolved,  that  MSNJ  oppose  the  use  of  board 
certification  as  a sole  criterion  for  admission  into  a 
managed  care  program. 
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Resolution  #42 


Introduced  by: 
Subject: 
Referred  to: 


Mercer  County  Medical  Society 
MSNJ's  Position  on  Certificate  of  Need 
Reference  Committee  "D" 


Whereas,  the  certificate  of  need  law  has  been 
the  subject  of  recent  legislation  specifically  related  to 
the  chronic  dialysis  program  in  New  Jersey;  and 

Whereas,  the  policy  of  the  Medical  Society  of 
New  Jersey  (MSNJ)  has  been  one  of  opposition  to 
the  certificate  of  need  law;  and 

The  Reference  Committee  recommended  that 

House  Action:  Resolution  #42  was  adopted. 


Whereas,  it  has  been  seven  years  since  this 
policy  was  considered  by  MSNJ;  now  therefore  be  it 
Resolved,  that  MSNJ  renew  its  position  of  op- 
position to  the  certificate  of  need  law  in  New  Jersey 
and  specifically  urge  legislators  to  repeal  the 
certificate  of  need  law. 

Resolution  #42  be  adopted. 


RESOLUTION  # 5 3 E 


Introduced  by:  Union  County  Medical  Society 

Subject:  Health  Care  Bill  of  Rights 

Referred  to:  Reference  Committee  "D" 

Whereas,  there  will  be  significant  negotiations 
and  discussions  with  the  government  regarding  the 
structure  of  medical  care  in  the  future;  now  therefore 
be  it 

Resolved,  that  in  all  medical  negotiations,  the 
following  three  principles  be  strictly  adhered  to: 

(1)  The  patient  should  have  free  choice  of 
physician; 


(2)  The  physician  should  be  able  to  join  any 
panel  or  group  for  which  he  is  educationally  qualified; 

(3)  The  federal  antitrust  restrictions  on  fee 
discussions  and  fee  negotiations  be  removed  in  their 
entirety;  and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be 
forwarded  to  the  American  Medical  Association  for 
adoption  and  implementation. 


The  Reference  Committee  recommended  that  Resolution  #53E  be  adopted. 

House  Action:  Resolution  #53E  was  adopted. 
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Memorial  resolution 


Joseph  P.  Donnelly,  MD 

Whereas,  his  family,  colleagues,  and  friends  are  deeply  grieved  at  the  passing  of 
Joseph  P.  Donnelly,  MD,  on  February  9,  1993,  at  the  age  of  86;  and 

Whereas,  he  was  a devoted  husband  and  father,  and  distinguished  himself  as  a 
caring  physician,  as  a leader  in  his  community,  and  as  a medical  leader  at  local,  state, 
and  national  levels;  and 

Whereas,  Dr.  Donnelly  received  his  medical  degree  from  Yale  University  and  served 
residencies  in  obstetrics  and  gynecology  at  Duke  University  in  North  Carolina  and  the 
Margaret  Hague  Maternity  Hospital  in  Jersey  City;  and 

Whereas,  he  was  a diplomate  of  the  American  Board  of  Obstetrics  and  Gynecology 
and  a fellow  of  the  American  College  of  Surgeons,  and  of  the  American  College  of 
Obstetricians  and  Gynecologists;  and 

Whereas,  he  was  on  the  staff  of  Margaret  Hague  Maternity  Hospital  in  Jersey  City 
for  30  years,  served  as  its  medical  director  for  a decade,  and  served  as  acting  chairman 
of  obstetrics  and  gynecology  at  the  Seton  Hall  University  Medical  School;  and 

Whereas,  he  was  a trustee  of  Blue  Shield  of  New  Jersey  and  of  the  National 
Association  of  Blue  Shield  Plans  and  was  president  of  Blue  Shield  of  New  Jersey;  and 
Whereas,  he  was  a member  of  the  House  of  Delegates  of  the  Medical  Society  of 
New  Jersey  (MSNJ)  as  a delegate  from  Hudson  County  for  50  years;  and 

Whereas,  he  served  MSNJ  as  a trustee,  and  as  a delegate  to  the  American  Medical 
Association  (AMA)  where,  as  chairman  of  the  New  Jersey  delegation,  he  was  a highly 
visible  and  respected  member  of  the  AMA  House  of  Delegates;  now  therefore  be  it 
Resolved,  that  MSNJ  record  its  appreciation  for  Dr.  Donnelly’s  years  of  dedicated 
service  to  the  medical  profession  and  the  public;  and  be  it  further 

Resolved,  that  the  condolence  and  sympathy  of  his  many  friends  and  colleagues  at 
MSNJ  be  extended  to  his  family;  and  be  it  further 

Resolved,  that  a similar  resolution  be  forwarded  to  the  AMA. 

Received  by  the  House  of  Delegates  with  sorrowful  concurrence. 
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Offices  Filled  by  Election 


Paul  J.  Hirsch,  MD,  Chairman 


Office  Term 


President-Elect 

1 year 

1st  Vice-President 

1 year 

2nd  Vice-President 

1 year 

Trustees 

1st  District 

3 years 

1st  District 

3 years 

2nd  District 

3 years 

2nd  District 

3 years 

3rd  District 

3 years 

3rd  District 

3 years 

4th  District 

3 years 

Judicial  Councilors 

1st  District 

3 years 

2nd  District* 

2 years 

4th  District 

3 years 

AMA  Delegates 

2 years 

2 years 

2 years 

AMA  Alternate  Delegates 

2 years 

2 years 

2 years 

2 years 

Administrative  Councils 

Legislation 

5th  District 

2 years 

6th  Member 

2 years 

Medical  Services 

5th  District 

2 years 

6th  Member 

2 years 

Mental  Health 

1st  District 

1 year 

3rd  District 

2 years 

6th  Member 

2 years 

Nominee  and  County 

Fred  M.  Palace,  MD,  Morris 
Louis  L.  Keeler,  MD,  Camden 
Anthony  P.  Caggiano,  Jr,  MD,  Essex 

Giovanni  Lima,  MD,  Essex 
R.  Gregory  Sachs,  MD,  Union 
Philip  J.  Jasper,  MD,  Passaic 
Donald  J.  Cinotti,  MD,  Hudson 
Leticia  V.  DeCastro,  MD,  Middlesex 
John  W.  Spurlock,  MD,  Hunterdon 
Angelo  S.  Agro,  MD,  Camden 

Anita  Falla,  MD,  Essex 
Michael  H.  Bernstein,  MD,  Passaic 
George  T.  Hare,  MD,  Camden 

Joseph  N.  Micale,  MD,  Hudson 
Joseph  A.  Riggs,  MD,  Camden 
Robert  H.  Stackpole,  MD,  Union 

Douglas  M.  Costabile,  MD,  Union 
George  T.  Hare,  MD,  Camden 
Patricia  G.  Klein,  MD,  Bergen 
Mark  T.  Olesnicky,  MD,  Essex 


Narasimhaloo  Venugopal,  MD,  Cumberland 
Jerome  A.  Molitor,  MD,  Union 

Gerald  S.  Packman,  MD,  Cumberland 
Carol  Shaw  Hamilton,  MD,  Hudson 

Rose  P.  Prystowsky,  MD,  Essex! 

Joseph  G.  Vitolo,  MD,  Middlesex 
I.  Harold  Smelson,  MD,  Union 
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Office 


Nominee  and  County 


Public  Health 

5th  District 
6th  Member 

Public  Relations 

2nd  District 
5th  District 

Standing  Committees 

Annual  Meeting 
Finance  and  Budget 
Medical  Education 
Membership  Services 
Publication 


Term 

2 years 
2 years 

2 years 
2 years 


2 years 
2 years 
2 years 
2 years 
2 years 


Satish  P.  Shah,  MD,  Cumberland 
Donald  T.  Allegra,  MD,  Morris 


Richard  A.  D’Amico,  MD,  Bergen 
Kelly  M.  Reid,  MD,  Atlantic 


Russ  C.  Camangian,  MD,  Hudson 
Vito  M.  Gulli,  MD,  Monmouth 
Frederic  F.  Primich,  MD,  Middlesex 
Gilbert  R.  Sugarman,  MD,  Essex 
David  J.  Sharon,  MD,  Monmouth 


*Unexpired  term  of  Roland  E.  Johnson,  MD,  who  resigned  on  November  9,  1992. 

fElected  to  fill  the  vacancy  created  by  the  resignation  of  Hilda  B.  Templeton,  MD,  Essex  County. 


Presenting  a whole  new  era  in  Medical  Transcription — 
Medi-Type's  TRANSCRIPTION  2000  high  tech  digital  dictation 
system.  It's  the  perfect  choice  whether  you're  a single  physician 
office  or  a large  medical  facility. 

Now  a physician  can  dictate  directly  into  our  digital  system 
via  an  ordinary  phone  from  any  location,  any  time  of  day.  Our 
in-house  staff  expedites  this  transcription  immediately,  and 
we  remote  print  it  back  to  the  location  of  your  choice  within 
hours.  Once  it  is  dictated  into  our  system,  anyone  with  an 
authorized  code  can  access  the  information  instantly  by 
telephone. 

No  more  cassettes!  No  more  backlog  of  dictation! 

No  more  in-house  staff  problems!  Just  fast,  reliable, 
professional,  hassle-free  medical  transcription  from  the 
convenience  of  your  office  or  home. 

Call  Medi-Type  today,  and  get  your  transcription 
out  of  the  dark  ages  with  TRANSCRIPTION  2000. 
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Referring  MD's,  Insurance  Co.'s,  Attorneys,  etc. 
an  access  information  immediately  by  telephone 
using  an  authorized  code 
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124  North  Main  Street 
Forked  River,  New  Jersey  08731 
(609)  971-6474  • FAX  (609)  693-4794 


PROFESSIONAL  LIABILITY 


MALPRACTICE  TIPS 


Private  physicians  and  emer- 
gency departments.  Lack  of  coor- 
dination between  physicians  and 
hospital  emergency  departments 
leaves  both  sides  vulnerable  to 
malpractice  suits,  relates  Loss 
Minimizer  in  a two-part  series. 
Coordination  and  clear  under- 
standings are  needed  to  assure 
proper  triage,  prompt  physician 
response,  and  adequate  com- 
munication with  patients  if 
private  physicians  are  to  treat 
emergency  department  patients, 
states  the  newsletter. 

Additional  suggestions  com- 
piled by  the  newsletter  include: 
the  same  documentation  require- 
ments for  both  emergency  physi- 
cians and  private  physicians;  de- 
velopment of  an  understanding 
with  private  physicians  about 
equipment,  laboratory  service 
responsiveness,  social  services, 
and  transfer  regulations;  and  ef- 
fective emergency  department 
communication  on  referrals  to 
private  physicians. 

Based  on  American  College  of 
Emergency  Physicians  guidelines, 
which  could  be  considered  part  of 
the  standard  of  care,  hospital 
policies  should  specify  the  criteria 
for  telephone  orders  and  require 
physician  examination  of  the  pa- 
tient prior  to  the  execution  of 
telephone  orders. 

Violent  patients.  Emergency 
departments  and  other  patient 
care  areas  occasionally  are  scenes 
of  violent  encounters.  In  a brief 
report  on  violent  patients, 
Personal  Injury  Newsletter  com- 
ments that  a history  of  violent  be- 


havior and  a specific  threat  are 
the  best  predictors  of  violence. 

Hypoglycemia,  hypoxia,  men- 
ingitis, endocrinopathies,  tempo- 
ral lobe  epilepsy,  AIDS,  elec- 
trolyte imbalances,  head  trauma, 
dementia,  and  vital  organ  disease 
are  among  indicators  of  possible 
violence,  say  the  report  writers, 
who  also  list  patients  who  are 
manic,  schizophrenic,  paranoid, 
or  have  borderline  personalities. 
Approach  potentially  violent  pa- 
tients cautiously  and  with  a 
backup  plan  for  obtaining  as- 
sistance, the  writers  suggest. 
They  further  advise  taking  all 
threats  seriously,  not  challenging 
patients,  and  trusting  one’s  own 
instincts  of  danger.  It  may  be  ap- 
propriate to  ask  the  patient 
whether  he  intends  to  hurt  any- 
one or  has  a weapon. 

If  restraints  are  applied,  the  pa- 
tient should  be  kept  under  ob- 
servation and  the  restraints 
should  be  checked  every  15 
minutes,  the  writers  caution. 
They  advise  asking  the  patient 
about  previous  acts  of  violence, 
psychiatric  disorders,  medical 
problems,  and  drug  use  and 
abuse.  Signs  to  look  for  include 
dilated  pupils,  elevated  vital 
signs,  irritability,  restlessness,  dry 
or  flushed  or  cool  skin,  fever,  atax- 
ia, and  oscillation  of  the  eyeballs 
(nystagmus).  Likelihood  to  injure 
oneself  or  others  is  cause  to 
hospitalize  a patient  in  a secure 
unit. 

As  part  of  a campaign  against 
violence,  the  Medical  Society  of 
New  Jersey  (MSNJ)  has  compiled 


guidelines  on  family  violence 
directed  against  children,  part- 
ners, and  the  elderly.  To  obtain 
a copy,  contact  Karen  Monsees  at 
609/896-1766.  The  guidelines  also 
can  be  obtained  as  part  of  MSNJ’s 
complete  medical  policy  manual 
at  a fee  of  $30  for  members  and 
$95  for  nonmembers;  send  pay- 
ment to  Marge  Bolling,  MSNJ, 
Two  Princess  Road,  Lawrence- 
ville,  NJ  08648. 

Medication  error  study  report. 
Based  on  a study  of  more  than 
6,600  malpractice  claims  involv- 
ing medication  prescriptions,  the 
Physician  Insurance  Association 
of  America  released  in  June  a 
series  of  risk  management  recom- 
mendations as  part  of  a 44-page 
printed  report.  The  first  several 
recommendations  are  as  follows: 

“Chart  all  prescriptions  and  re- 
fills on  a medication  flowsheet. 
Post  medication  allergies  on  the 
chart  in  a consistent  and  con- 
spicuous manner.  Obtain  and 
document  medication  histories 
from  patients  and  update  them  as 
necessary.  Read  the  medical  rec- 
ord for  contraindications  to 
medications,  excessive  numbers 
of  refills,  and  allergies.  Review 
the  Drug  Evaluations  Annual, 
Physicians’  Desk  Reference,  or 
other  authoritative  references 
before  prescribing  unfamiliar 
medications  for  the  correct 
dosage,  contraindications,  and 
side  effects  of  the  medication. 
Educate  patients  about  their 
medications.” 


MALPRACTICE  VERDICTS 


Catheterization  of  delivering 
mother.  When  the  placenta  be- 
came adherent,  causing  extensive 
bleeding,  a hysterectomy  was 
initiated  on  a 25-year-old  woman 


as  she  was  giving  birth  to  her 
third  child.  The  anesthesiologist 
attempted  to  insert  catheters  into 
the  left  subclavian  and  left  jugular 
veins  to  infuse  blood  and  fluids; 


unsuccessful  in  this  effort,  the 
anesthesiologist  called  for  a 
cardiothoracic  surgeon,  who 
placed  the  catheters.  The  child 
was  born  healthy,  but  the  mother 
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experienced  infusion  of  extensive 
blood  and  fluids  directly  into  the 
chest  cavity,  causing  her  to  expire 
on  the  operating  table. 

A malpractice  action  on  behalf 
of  the  patient’s  three  young  chil- 
dren was  brought  to  trial  in  a 
New  Jersey  courtroom  against  the 
cardiothoracic  surgeon  after  the 
anesthesiologist  settled.  An 
anesthesiologist  testified  as  an  ex- 
pert witness  for  the  plaintiff  that 
only  improper  technique  could 
explain  the  failure  to  place  two 
catheters  correctly.  The  expert 
further  maintained  that,  if  the 
surgeon  had  properly  checked  to 
ensure  an  adequate  return  of 
blood  through  the  lines  before 
commencing  the  infusion,  the 
error  would  have  been  revealed. 

The  defendant  told  the  court 
that  he  did  make  one  inspection 
for  blood  return  and  that  further 
inspection  was  impossible  in  light 
of  the  patient’s  rapidly  deteriorat- 
ing condition  caused  by  the  prior 
loss  of  blood.  The  defendant 
further  elicited  testimony  from 
the  anesthesiologist  present  dur- 
ing the  procedure  that  manage- 
ment of  blood  and  fluids  was 
primarily  the  anesthesioloigst’s 
responsibility.  But,  the  plaintiff 
noted  that  the  anesthesiologist’s 
records  indicated  that  vital  signs 
had  been  stable. 

The  plaintiff  sought  lost  income 
and  household  services;  the  dece- 
dent’s work  history  consisted  of  a 
minimum  wage  clerical  position 
for  five  months  immediately 
preceding  her  death.  The  jury 
brought  in  a verdict  of  $610,000 
and  a finding  that  the  anes- 
thesiologist and  the  defendant 
equally  were  negligent;  the  ver- 
dict was  molded  accordingly  and 
was  further  set  off  by  $60,000  in 
Social  Security  benefits  payable 
to  the  children. 

Endoscopy.  A gastroenter- 
ologist performed  an  endoscopic 
procedure  on  a woman  of  about 
50  years  of  age  to  remove 
gallstones.  Approximately  one 
week  after  being  discharged  from 
the  hospital  where  the  procedure 
was  performed,  the  patient  was 


diagnosed  with  a large  pancreatic 
abscess.  A subsequent  two-month 
hospitalization  proved  necessary 
for  surgical  removal  of  the 
abscess.  In  a New  Jersey  malprac- 
tice case  against  the  physician  and 
his  partner,  the  patient  further 
claimed  that  the  abscess  led  to  a 
severe  abdominal  hernia,  dia- 
betes, and  injury  from  a subcla- 
vian catheter  to  a nerve  affecting 
muscular  control  of  the  eye.  All 
this,  she  claimed,  grew  out  of  the 
gastroenterologists’  failure  to 
diagnose  the  abscess  before  dis- 
charge. 

According  to  the  plaintiff  ’s  ex- 
pert gastroenterologist  witness,  a 
low-grade  fever,  elevated  white 
blood  count,  and  back  pain  de- 
veloped during  the  initial 
hospitalization  and  remained  un- 
resolved at  time  of  discharge.  The 
expert  further  contended  that 
antibiotics  should  have  been  ad- 
ministered prophylactically  and 
that  the  abscess  would  have  ap- 
peared on  a CT  scan  prior  to  dis-  * 
charge. 

It  was  the  patient  and  not  the 
physicians  who  declined  ad- 
ditional testing,  countered  the  de- 
fendants. However,  the  medical 
record  contained  no  allusion  to 
the  patient’s  refusing  any  test. 
One  of  the  defendants  also  in- 
timated that  prophylactic  use  of 
antibiotics  was  unsupported  in 
medical  literature.  To  rebut  this 
suggestion,  the  plaintiff  produced 
a professional  association  guide- 
line in  support  of  such  use.  The 
jury  found  both  physicians 
negligent  and  awarded  $285,000 
in  damages. 

Excision  of  facial  cyst.  An  ear 
infection  caused  a 27-year-old 
man  to  visit  an  otolaryngologist. 
During  the  third  visit,  the  physi- 
cian and  patient  discussed  a 
benign  cyst  on  the  side  of  the 
patient’s  face  which,  the  physician 
advised,  could  be  removed 
surgically.  The  procedure  was  un- 
dertaken, and  unexpected  nerve 
damage  resulted.  The  patient 
sued  the  physician  in  New  Jersey, 
contending  that  the  physician 
failed  to  advise  him  of  the  risk  of 


nerve  damage  and  that  the 
damage  has  created  difficulties  in 
smiling  and  controlling  facial  ex- 
pressions, as  well  as  causing  oc- 
casional drooling  and  slurring  of 
speech. 

The  informed  consent  allega- 
tion was  disputed  by  the  physi- 
cian, who  maintained  that  the  pa- 
tient asked  during  the  first  visit 
whether  the  cyst  could  be  ex- 
cised. The  physician  further 
protested  that  nerve  damage  oc- 
curs in  no  more  than  1 percent 
of  cases,  so  that  an  advisement  of 
the  risk  is  unnecessary.  A 
neurologist  testified  on  the  defen- 
dant’s behalf  that,  despite  a con- 
trary opinion  by  a plastic  surgeon 
testifying  for  the  plaintiff,  the  cos- 
metic aspect  of  the  damage  will 
not  increase  with  aging. 

The  patient  testified  that  the 
doctor  raised  the  issue  of  the  cyst 
and  did  so  during  the  third,  not 
the  first,  visit— a contention  sup- 
ported by  the  physician’s  notes, 
which  referred  to  the  cyst  only 
after  the  third  visit.  The  patient’s 
psychiatrist  told  the  court  that  the 
damage  caused  a loss  of  self- 
esteem to  the  patient.  The  pa- 
tient’s wife  testified  that  his 
personality  changed  after  the 
surgery.  The  couple  agreed  to 
marry  only  after  the  operation, 
and  the  patient  testified  that  as  a 
result  of  the  damage  he  had  felt 
insecure  about  trying  to  meet  a 
new  person.  A verdict  for  the 
plaintiff  and  award  of  $250,000 
were  returned  by  the  jury. 

Topical  steroids.  To  treat  a 
rash  in  the  groin  and  thighs  of  a 
patient  in  his  30s,  an  internist  al- 
legedly prescribed  the  cortico- 
steroid cream,  Diprolene®,  with 
three  refills.  Three  months  later, 
the  patient  visited  the  physician 
and  complained  that  the  con- 
dition had  not  improved,  and  the 
physician  then  ordered  another 
steroid,  Elocon®,  with  two  refills. 
Both  prescriptions  were  refilled 
two  months  later. 

The  patient  later  brought  a 
malpractice  action  in  New  Jersey 
against  the  physician.  The  patient 
alleged  steroid-induced  dermatal 
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atrophy  causing  permanent  dis- 
figurement, severe  weakness  in 
the  skin,  constant  pain,  burning, 
itching,  and  tearing  of  skin,  a 
permanent  offensive  odor,  and 
significant  sexual  dysfunction, 
although  no  injury  to  the  genitals. 
The  plaintiff’s  psychiatrist 
provided  a diagnosis  of  chronic 
adjustment  syndrome,  similar  to 
the  reaction  of  many  bum  vic- 
tims. Further  claims  of  loss  of  en- 
joyment of  life  were  made  involv- 
ing the  patient’s  alleged  inability 
to  continue  to  camp  or  fish.  An 
expert  dermatologist-internist 
provided  additional  testimony, 
stating  that  steroids  should  not  be 
used  in  the  groin  area  for  more 
than  two  weeks  at  a time. 

Several  points  were  raised  in 
defense.  The  defendant  stated 
that  it  is  his  custom  to  advise  pa- 
tients to  return  in  two  weeks  if 
there  is  no  improvement.  The  de- 
fendant’s own  expert  asserted  that 
the  patient  had  an  underlying 
condition  of  intertrigo,  which  was 
causing  the  patient’s  problems 
and  was  unrelated  to  the  steroids. 
In  addition,  the  defendant  argued 
that  the  patient  was  partly 
negligent  in  continuing  the 
medication  and  failing  to  visit  a 
dermatologist  while  the  condition 
was  deteriorating. 

Contesting  the  defense  of  an 
underlying  medical  condition,  the 
plaintiff  argued  that  there  was  in- 
sufficient evidence  of  a prexisting 
condition  or  of  apportionment  of 
injuries  to  present  this  issue  to 
the  jury.  The  judge  disagreed  but 
did  not  provide  the  jury  with  a 
specific  question  on  the  issue. 
The  jury  returned  with  a finding 
that  the  defendant  was  70  percent 
liable  and  the  plaintiff  30  percent 
comparatively  negligent.  The  jury 
rendered  an  award  of  $1,165,000 
to  the  plaintiff  and  $300,000  to  his 
wife.  On  post-trial  motions,  the 
court  ruled  that  the  award  was  so 
excessive  as  to  taint  the  liability 
verdict  as  well  as  the  damage 
award  and  ordered  a new  trial. 

Urologic  office  procedure.  A 
hypertensive  man  in  his  50s,  with 
diabetic  retinopathy,  was  advised 


by  his  urologist  to  take  nothing 
orally  after  midnight  before  un- 
dergoing an  intravenous  pyelo- 
gram  in  the  physician’s  office.  In 
a subsequent  New  Jersey 
malpractice  trial,  the  plaintiff 
maintained  that,  due  to  the  ad- 
visement to  take  nothing  by 
mouth,  the  patient  missed  two 
dosages  of  blood  pressure  medica- 
tion. The  plaintiff  further  main- 
tained that  the  physician’s  failure 
to  take  the  patient’s  blood 
pressure  before  the  test  pre- 
vented the  physician  from  cancel- 
ling the  procedure. 

The  procedure,  claimed  the 
plaintiff,  led  to  a vitreous  hemor- 
rhage causing  blindness  in  one 
eye.  Several  months  later,  as  a 
complication  of  diabetes,  vision  in 
the  other  eye  also  was  lost.  The 
patient  died  during  the  trial,  and 
the  jury  was  informed. 

The  case  for  the  defense  in- 
cluded an  argument  that  the  ad- 
visement would  not  be  reasonably 
understood  as  an  order  to  refrain 
from  taking  vital  medication.  The 
defense  also  denied  that  the  ap- 
plicable standard  of  care  required 
a pre-test  blood  pressure  reading. 
Moreover,  argued  the  defense, 
the  subsequent  loss  of  vision  in 
the  other  eye  indicated  that  the 
vision  would  have  been  lost  due 
to  diabetes  in  any  event.  The  ver- 
dict was  in  the  defendant’s  favor. 

Complications  of  hysterec- 
tomy. Another  recent  New  Jersey 
medical  malpractice  case  involved 
an  abdominal  hysterectomy, 
performed  by  an  obstetrician- 
gynecologist  on  a woman  about  40 
years  old  to  remove  a portion  of 
the  omentum  due  to  concerns  of 
ovarian  cancer  associated  with  de- 
tection of  a five-to-seven  cen- 
timeter mass.  Cancer  subsequent- 
ly was  ruled  out,  but  approximate- 
ly three  days  after  discharge,  as 
the  patient  was  showering,  fecal 
material  shot  out  from  the  in- 
cision. The  patient  was  read- 
mitted, and  a portion  of  the  in- 
testine began  to  protrude  from 
the  incision.  Surgery  revealed 
that  10  to  12  inches  of  the  bowel 
had  become  necrotic. 


In  a third  operation,  the 
necrotic  portion  was  excised,  and 
a colostomy  was  performed.  After 
a reversal  of  the  colostomy  three 
months  later,  the  patient  con- 
tinued to  complain  of  leakage 
through  the  incisions,  and  yet 
another  operation  was  performed 
to  resolve  the  fissures.  Occasional 
pain  and  extensive  scarring  re- 
mained as  an  apparent  result  of 
adhesions. 

The  patient’s  lawsuit  against 
the  obstetrician-gynecologist  was 
based  on  two  alternative  explana- 
tions of  how  the  physician  al- 
legedly nicked  the  bowel  during 
surgery:  either  the  physician 

negligently  failed  to  use  a 
malleable  retractor  to  protect  the 
deeper  tissues  during  surgery,  as- 
serted the  plaintiff  s expert  ob- 
stetrician-gynecologist witness,  or 
else  the  physician  failed  to  in- 
spect the  surgical  area  properly 
and  observe  color  changes  before 
closing  the  patient. 

By  contrast,  the  defendant’s  ex- 
pert obstetrician-gynecologist 
contended  that  the  bowel  had  not 
been  traumatized  and  that  a more 
probable  explanation  of  the  injury 
was  that  a blood  vessel  had  been 
compromised,  an  event  that  was 
likely  to  occur  without  any 
negligence.  Moreover,  stated  the 
defense  expert,  the  nicked  area 
was  outside  the  operative  field, 
although  the  plaintiff’s  expert 
claimed  that  the  area  was  near  the 
omentum  and  consequently  with- 
in the  field.  The  experts  also 
argued  over  whether  blood  vessel 
damage  would  have  caused  color 
in  the  area  to  change  fast  enough 
for  the  physician  to  notice  before 
closing. 

Another  dispute  involved 
whether  the  use  of  a malleable 
retractor  would  be  noted  in  the 
surgical  notes.  The  plaintiff  con- 
tended that  the  lack  of  any  re- 
ference to  a retractor,  either  in 
detailed  notes  written  by  a 
surgical  resident  or  in  an  equip- 
ment inventory  compiled  by  a 
nurse,  indicated  that  one  was  not 
used.  The  defendant  elicited  testi- 
mony from  several  experts  that 
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use  of  a malleable  retractor 
generally  is  not  mentioned  in  the 
record. 

The  plaintiff’s  claims  of 
negligence  were  supplemented 
by  a claim  that  the  physician  had 
failed  to  obtain  her  informed  con- 
sent to  the  original  procedure. 
She  claimed  that  she  was  not  ad- 
vised of  alternative  diagnostic 
methods  or  that  cancer  could  be 
present,  a warning  that  could 
have  led  her  to  seek  a second 
opinion.  The  defendant  countered 
that  any  reasonable  patient  would 
have  consented  to  the  procedure. 
The  defendant  prevailed  before 
the  jury  on  the  informed  consent 
count,  but  the  jury  found  him 
negligent  and  awarded  $200,000 
to  the  patient  and  $10,000  to  her 
husband. 

Uterine  perforation.  A woman 
in  her  20s  with  two  children  was 
undergoing  a second  trimester 
suction  abortion,  her  fourth,  when 
her  uterus  was  perforated.  The 
patient  brought  suit  in  New 
Jersey  against  the  obstetrician- 
gynecologist  who  performed  the 
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Clinton  team  moderates 
rhetoric.  In  a rhetorical  shift, 
senior  Clinton  administration 
spokesmen  backed  away  in  June 
from  attacks  on  health  care 
providers.  Officials  also  moved 
away  from  advocacy  of  strictly 
regulatory  approaches  to  cost  con- 
tainment. 

Speaking  to  the  House  of  De- 
legates of  the  American  Medical 
Association  (AMA),  health  reform 
chief  Hillary  Rodham  Clinton  of- 
fered less  administrative  paper- 
work, possible  tort  reform,  patient 
choice  of  health  plans,  and  less 
regulation  of  physician  office 
laboratories.  Mrs.  Clinton  spoke 
against  “micromanagement”  by 
utilization  reviewers  and  was 
generally  conciliatory  in  tone.  In 
remarks  to  Democratic  governors, 
she  also  suggested  that  consumers 
should  be  held  “responsible”  for 
obtaining  health  plan  coverage. 

Meanwhile,  new  Health  Care 


blind  procedure  and  the  clinic 
where  it  occurred.  She  claimed 
that  she  required  emergency 
surgery  and  that  a subsequent 
pregnancy  was  high-risk,  causing 
her  to  lose  work  and  to  deliver  by 
cesarean  section;  the  baby  was 
bom  healthy. 

The  physician  stated  that  the 
uterus  was  very  thin  due  to  the 
previous  births  and  abortions,  and 
that  the  perforation  was  not 
caused  by  negligence.  The  jury 
found  for  the  defense. 

Radiologic  diagnosis  missed.  A 
woman  with  a 20-year  history  of 
smoking  visited  a hospital 
emergency  department  in 
response  to  rectal  bleeding  and 
black  stools.  An  upper 
gastrointestinal  series  was 
performed  and  reviewed  by  a 
radiologist,  who  did  not  observe 
a lung  nodule.  Approximately  one 
and  one-half  years  later,  subse- 
quently fatal  lung  cancer  was 
diagnosed.  The  patient,  who  did 
not  work  outside  the  home,  was 
survived  by  a husband  and 
several  adult  children.  The 


Financing  Administration  head 
Bruce  C.  Vladeck,  a former  New 
Jersey  assistant  health  com- 
missioner and  architect  of 
diagnosis-related  group-based 
ratesetting,  allowed  that  managed 
competition  includes  many  “very 
good”  ideas.  Mr.  Vladeck  en- 
dorsed purchasing  cooperatives, 
patient  choice  of  health  plans, 
standard  benefit  packages,  and  an 
end  to  community  rating  in  an 
interview  with  “Medicine  & 
Health.” 

Earlier  Mrs.  Clinton  had  ac- 
cused nameless  classes  of  health 
care  providers  of  “price  gouging” 
and  “profiteering.”  Mr.  Vladeck 
previously  had  mocked  managed 
competition,  favoring  direct  gov- 
ernment price  control. 

Medical  inflation  up.  In  a sud- 
den change  that  may  reflect  an 
artifact  of  fee  structuring  in  the 
far  West,  physician  fees  na- 
tionwide registered  a 1.1  percent 


radiologist  was  sued  for  malprac- 
tice. 

This  New  Jersey  case  centered 
on  two  issues.  First,  the  plaintiff’s 
expert  radiologist  asserted  that 
the  nodule  was  clearly  ob- 
servable, while  the  defendant’s 
expert  radiologist  concluded  that 
the  nodule  was  not  clearly  ob- 
servable, due  to  an  obscuring  of 
the  lung  portion  of  the  test  as  a 
result  of  barium  ingestion. 
Second,  the  plaintiff  ’s  expert  on- 
cologist maintained  that  a timely 
diagnosis  would  have  provided 
the  patient  with  a 60  percent 
chance  of  surviving  for  five  years, 
while  the  defendant’s  expert  on- 
cologist contended  that  the  pa- 
tient had  non-small  cell  adenocar- 
cinoma and  virtually  no  chance  of 
survival  from  the  time  of  the  test. 

The  jury  found  that  the  defen- 
dant had  deviated  from  the  stan- 
dard of  care,  thereby  increasing 
the  risk  of  harm  to  the  patient, 
but  that  the  deviation  was  not  a 
substantial  factor  in  the  patient’s 
death.  Judgment  was  entered  in 
favor  of  the  defense. 


increase  in  May.  The  increase  led 
to  an  overall  0.8  percent  rise  in 
health  care  costs  for  the  month. 
Total  consumer  prices  edged 
forward  only  0.1  percent. 

IRS  examines  physicians 
through  hospital  review.  The 
Bridgewater  law  firm  of  Kern 
Augustine  Conroy  & Schopp- 
mann  reports  that  federal  Internal 
Revenue  Service  agents  now  are 
required  to  examine  physician  tax 
returns  while  conducting  audits 
of  tax-exempt  hospitals.  The  re- 
views focus  on  Form  1099  for  in- 
dependent contractors.  The  IRS 
also  is  concerned  about  the  sale 
of  physician  group  practices  to 
hospital-based  integrated  delivery 
systems. 

Australia’s  system.  A review  of 
Australia’s  health  system  has  led 
writers  for  a Tillinghast  publica- 
tion to  conclude:  “Any  universal 
health  care  plan  introduced  in  the 
United  States  probably  will  need 
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strong  support  from  both  political 
parties  if  it  is  going  to  be  suc- 
cessful in  the  long  term.” 

Australia’s  complicated  system 
is  based  on  a two-tier  program 
known,  unfortunately  enough,  as 
“Medicare.”  Private  patients  are 
treated  in  private  hospitals, 
which,  under  the  system,  appear 
to  be  efficient  and  thriving.  Peo- 
ple who  choose  to  be  public  pa- 


ANTITRUST 


AMA  launches  antitrust  cam- 
paign. Lawyers  for  the  AMA  have 
prepared  issue  papers  proposing 
less  restrictive  antitrust  control  of 
the  medical  profession.  Empha- 
sized in  the  papers  is  the  apparent 
conflict  between  health  reform 
based  on  collective  decision  mak- 
ing and  antitrust  enforcement  to 
preserve  individual  physician 
practices.  The  writers  also  com- 
plain that  the  Federal  Trade 
Commission  and  United  States 
Justice  Department  apply  anti- 
trust laws  only  to  health  care 
providers,  not  payers,  thereby 
creating  an  uneven  playing  field. 

Proposed  by  the  AMA  are  four 
changes.  First,  the  AMA  says  that 
physicians  should  be  permitted 
collectively  to  propose  reimburse- 


ments are  treated  in  public 
hospitals,  which  comprise  most  of 
the  country’s  inpatient  beds  but 
are  characterized  by  deteriorating 
physical  plants  and  long  queues. 
The  dilemma  of  choosing  be- 
tween private  and  public  care  is 
epitomized  by  a pregnant 
woman’s  choice  of  paying  nothing 
and  having  an  obstetrician  as- 
signed to  her,  and  paying  about 


ment  levels  to  third-party  payers. 

Second,  the  proposals  include 
permission  for  physicians  to 
establish  networks  to  negotiate 
with  purchasers  and  independent 
practitioners.  Currently,  physi- 
cians in  networks  must  share 
financial  risks  in  order  to 

negotiate  with  purchasers  and 
avoid  antitrust  liability. 

Third,  the  AMA  calls  for 

permission  for  physician  organiza- 
tions to  bargain  collectively  with 
dominant  payers,  so  long  as  the 
organizations  do  not  control  more 
than  20  percent  of  the  local 

market  for  physician  services. 
Without  this  change,  observe  the 
writers,  consumers  face  the 

prospect  of  monopsony— market 
control  by  a single  payer — which 


$1,000  and  selecting  an  obstetri- 
cian. 

Lack  of  political  consensus  on 
the  structure  of  the  health  care 
system  leads  to  frequent  changes 
and  some  instability.  Meanwhile, 
medical  inflation  has  been  climb- 
ing at  rates  similar  to  United 
States  levels. 


would  lead  to  “deteriorations  of 
quality  and  access,”  with  long 
rates,  slow  technologic  progress, 
and  contrived  shortages.  Bargain- 
ing also  would  lead  to  trans- 
actional efficiencies,  say  the 
writers. 

Finally,  the  AMA  proposals  in- 
clude a so-called  managed  care 
improvement  act,  requiring 
managed  care  plans  to  establish 
physician  committees  to  provide 
input  on  medical  review  criteria, 
quality  assurance,  grievance 
mechanisms,  and  other  plan 
features.  The  suggested  legisla- 
tion also  would  allow  for  collec- 
tive physician  input,  short  of 
threats  to  boycott,  by  physicians 
participating  in  the  plan. 


LICENSURE 


Impaired  physicians.  New 

Jersey’s  State  Board  of  Medical 
Examiners  (SBME)  has  proposed 
a regulation  affording  limited 
SBME  access  to  the  names  of 
participants  in  a SBME-approved 
impaired  physicians’  program. 
After  substantial  discussion  and 
negotiation,  SBME  suggested  that 
an  impairment  review  committee 
should  be  set  up  to  decide  which 
cases  of  physicians  under  treat- 
ment for  impairments  should  be 
referred  to  licensure  authorities. 
The  participants’  names  also 
would  be  given  to  the  SBME’s 
medical  director  and  executive 
director.  Two  of  the  five  commit- 


tee members  would  be  drawn 
from  the  impaired  physicians  pro- 
gram. 

David  I.  Canavan,  MD,  direc- 
tor of  the  Physicians’  Health  Pro- 
gram of  MSNJ,  contends  that  the 
proposed  regulation  would  deter 
physicians  from  seeking  treat- 
ment. Dr.  Canavan  is  a national 
authority  on  substance  abuse 
treatment  of  physicians.  He  had 
proposed  a compromise,  which 
SBME  negotiators  rejected.  If 
SBME  adopts  its  proposal  follow- 
ing an  official  comment  period, 
the  MSNJ  program  might  find 
itself  unable  to  comply  legally  or 
ethically  with  the  requirements 


for  SBME  approval  of  the  pro- 
gram. 

Patient  appeals.  Private 
citizens  may  not  appeal  SBME 
decisions  not  to  take  disciplinary 
action  against  a specific  physician, 
the  Appellate  Division  has  held. 
The  appellant  in  the  case  wanted 
the  court  to  order  SBME  to  dis- 
cipline two  doctors.  But,  said  the 
court:  “Appellant  is  neither  a 
party  to  any  proceeding  before 
the  Board  nor  an  individual  who 
has  been  affected  adversely  by  its 
action  (or  nonaction).”  □ James 
E.  George,  MD,  JD;  Neil  E. 
Weisfeld,  JD,  MSHyg 
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THERE  IS  A ONE  WORD 
DIFFERENCE  BETWEEN 
HAVING  TO  SUPPORT 


YOUR  FAMILY. . . 


HAVING  TO  SUPPORT 
SOMEONE  ELSE'S  AS 
WELL... 

TAXES 


• • • 


THE  SOLUTION  ? 


Kirwan  Financial  Group,  Inc. 
402  Middletown  Blvd.,  Suite  202 
Langhome,  PA  19047 
1-800-283-7666 
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ENDORSED  BY 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

*V.E.B.A.  PLAN 

FEATURES 

TAX 

DEDUCTIBLE 

CONTRIBUTIONS 
TO  AN 

I.R.S.  APPROVED 

TRUST 

EVEN  IF... 

• YOUR  PENSION  PLAN  IS  MAXIMUM  FUNDED 

• YOUR  PENSION  PLAN  IS  OVER  FUNDED 

• YOU  HAVE  NO  PENSION  PLAN 

PLEASE  SEND  ME  A copy  of  your  informational  pamphlet  on  the  * V.E.B.A.  program. 

I understand  there  is  no  obligation. 

NAME 

ADDRESS 

DATE  OF  BIRTH TELEPHONE  # ( ) 

Man  to:  THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE,  PA.  19047 

(800)  283-7666 (215)  750-7616 FAX  (215)  750-7791 

‘VOLUNTARY  EMPLOYEE  BENEFICIARIES  ASSOCIATION 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
— especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


Humulin  (§) 

human  insulin 
(recombinant  DNA  origin] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

‘ Humulin1*'  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  |recombinant  DNA  origin]). 
♦Humulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  (recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 

HI-791 8-B-349310  © 1993,  eli  lilly  and  company 
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BOOK  REVIEWS 


LIVING  WITH  DISEASE 


Euthanasia  Is  Not  the  Answer. 
A Hospice  Physician’s  View  by 
David  Cundiff,  MD,  and  Intox- 
icated by  My  Illness,  by  Anatole 
Broyard,  pose  the  questions, 
‘What  is  the  proper  role  of  the 
physician  for  a person  who  is  liv- 
ing with  a terminal  disease? 
Should  the  physician  be  the  agent 
for  assisted  suicide?  What  about 
hospice  care?” 

The  “moral  space”  for  this 
questioning  has  been  narrowed 
and  shaped  by  several  assump- 
tions. Why  and  when  did  we  de- 
cide to  resuscitate  all  patients  — 
regardless  of  prognosis,  quality  of 
life,  or  the  advice  and  consent  of 
the  patient? 

When  did  medicine  become  so 
omnipotent  that  it  codified  an  ex- 
cess of  futile  expensive  and 
potentially  harmful  therapies, 
and,  therefore,  moved  up  past  the 
slippery  slope  of  euthanasia  to  a 
mountain  of  despair? 

Small  wonder  that  shortly  after 
the  outcome  of  the  human  heart 
transplant  was  questioned,  the 
pioneer  surgeon,  Dr.  Christiaan 
Barnard,  campaigned  for  active 
euthanasia.  If  we  cannot  cure  pa- 
tients, ought  we  not  embrace 
physician-assisted  suicide? 

Should  medicine  determine  the 
parameters  of  this  argument? 
What  does  it  mean  to  be  a 
modem  healer?  Should  the  physi- 
cian also  be  a metaphysician,  as 
Mr.  Broyard  defines  it?  Has  this 
role  been  lost  in  technology?  Are 
we  shooting  ourselves  in  the  foot 
with  our  own  magic  bullets? 

In  Euthanasia  Is  Not  the 
Answer,  Dr.  Cundiff,  an  on- 
cologist and  hospice  physician, 
has  written  about  his  rich  ex- 
periences with  a balanced  high- 
technology/high-touch  approach 
to  patient  care.  He  discusses  why 
people  want  euthanasia,  the  tradi- 
tional arguments  against  it,  the 


efforts  to  legalize  it,  and  the 
Dutch  experience  (recently 
legalized)  with  physician-assisted 
suicide. 

Chapters  cover  issues  of  pain 
and  suffering,  and  the  lack  of 
scientific  and  financial  incentives 
to  develop  broader  hospice  tools. 

The  author  describes  how  in 
England,  the  birthplace  of  the 
modem  hospice,  patients  are  as- 
signed a primary  physician  who 
knows  the  patient  over  his 
lifetime  and,  more  importantly,  is 
skilled  in  pain  relief  and  hospice 
care. 

Dr.  Cundiff  notes  that  cancer 
treatment  in  America  is  very 
costly,  and  that  much  less  atten- 
tion is  given  to  palliation  and 
other  comfort  care.  He  acknowl- 
edges that  it  is  difficult  to  know 
when  to  stop  and  where  cost-ben- 
efit ratios  fall  below  effectiveness. 
He  suggests  that  one  factor  fuel- 
ing ovemse  of  high  technologies 
may  be  the  question:  What  part 
does  insurance  play? 

The  book  highlights  Dr.  Cun- 
diff s training  program.  It  melds 
oncology  with  hospice  training. 
By  incorporating  compassionate 
hospice  experience  into  early 
medical  education,  young  doctors 
will  be  given  expanded  tools 
beyond  high  technology,  which  is 
overly  stressed  in  most  residency 
programs. 

Mr.  Broyard’s  book  about  his 
life  is  not  autobiographical  in  the 
strictest  sense.  As  editor  of  The 
New  York  Times  Book  Section, 
Mr.  Broyard’s  vocation  and  avoca- 
tion were  those  of  a writer.  The 
author  begins  with  the  diagnosis 
of  his  own  prostate  cancer,  and 
then  moves  into  the  literature  of 
illness.  The  book  includes  journal 
notes  from  the  last  few  months  of 
his  life,  followed  by  a most  in- 
sightful review  of  the  literature  of 
death,  written  about  a decade 
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before  his  death.  A wonderful 
physician-heal-thyself  chapter  on 
“the  patient  examines  the  doctor” 
is  required  reading. 

As  his  book  demonstrates,  Mr. 
Broyard  was  no  stranger  to 
cancer.  At  the  age  of  27,  he  wit- 
nessed his  father  s painful  and  dif- 
ficult death  from  bladder  cancer. 
The  last  chapter,  written  in  1954, 
details  his  experience  of  dealing 
with  his  father’s  death. 

As  Mr.  Broyard  examines  the 
doctor’s  role,  he  demands  higher 
expectations  of  the  physician. 
Since  Mr.  Broyard’s  soul  is  dying 
with  the  body,  he  awaits  a second 
opinion,  not  from  another  physi- 
cian, but  from  a metaphysician.  If 
it  is  his  cancer  that  is  taking  him 
into  Dante’s  inferno,  then  Mr. 
Broyard  wants  the  doctor  to  be 
with  him,  to  be  vigilant,  to  be, 
“My  Virgil,  to  know  the  aloneness 
of  the  person.” 

Mr.  Broyard  expects  us  to  come 
up  with  imaginative  ways  of  help- 
ing the  sick  to  cope. 

On  literature,  Mr.  Broyard 
opines  that  modem  writers  ap- 
proach death  with  too  much 
romanticizing  and  superficiality. 
He  reinforces  Ernest  Becker  s in- 
sights, expressed  in  his  classic, 
The  Denial  of  Death.  This  treatise 
systematically  demonstrates  that 
all  schools  of  traditional  psy- 
chology shun  and  circumscribe 
the  reality  of  the  fear  of  death. 

Both  of  these  books  pose  the 
question,  “In  what  context  ought 
the  societal  debate  about  physi- 
cian-assisted suicide  be  framed?” 
When  did  medicine  own  the 
argument? 

Is  the  right-to-die  debate 
limited  to  the  argument  of  the 
Hemlock  Society  (through  the 
thinking  of  Derek  Humphrey  in 
Final  Exit)?  Is  it  polarized 
through  physician-assisted  suicide 
versus  hospice  care?  Is  it  through 
the  actions  of  a pathologist,  Dr. 
Kevorkian,  who  defines  the 
limited  space  for  patient  auton- 
omy as  a “Y”  shaped  intravenous 
tube:  left  for  lifeline,  right  for 
deadline? 

Is  the  debate  about  an  article 


in  the  Journal  of  the  American 
Medical  Association  entitled, 
“Let’s  Get  it  Over  Debbie  ”?  The 
resident  on  call,  when  first  meet- 
ing Debbie,  who  is  suffering  from 
terminal  cancer,  and,  without 
adequate  assessment,  gives  Deb- 
bie a lethal  injection  of  morphine. 

Is  it  about  Dr.  Timothy  Quill 
who  argues  compassionately  for 
supplying  Diane,  terminally  ill 
with  leukemia,  the  necessary 
sedatives?  Diane  dies  alone  cov- 
ered with  her  favorite  shawl,  her 
comforter,  but  not  in  the  presence 
of  the  human  comforter,  the 
healer,  the  physician,  the  meta- 
physician. 

These  books  considered  togeth- 
er, not  only  define  more  options 
for  compassionate  care,  but,  more 
importantly,  add  a dimension  to 
the  debate — moral  space.  Is  the 
doctor  the  architect  of  this  space? 
Should  the  patient  configure  the 
landscape,  the  lifescape,  the 
escape?  Perhaps  the  doctor  as 
metaphysician  is  a mediator  and 
an  arbitrator.  But  he  is  not  to 
leave  the  place,  or  the  moral 
space,  until  the  end  of  the  pa- 
tient’s journey. 

Mr.  Broyard  tells  us  in  no  un- 
certain terms  that  he  owns  his 
existence,  that  his  cancer  is  part 
of  his  life,  his  suffering,  his  pain, 
and  his  triumph.  In  the  epilogue, 
his  wife  observes,  “Anatole  died 
doing  what  he  did  best,  comment- 
ing on  life  and  his  surroundings. 
And  yes,  he  was  alive  when  he 
died.” 

Dr.  Cundiff  makes  it  clear  that 
technique  and  technology  are 
available  for  comfort  care.  Society 
is  not  asking  us,  but  rather  telling 
us,  to  pay  attention.  Mr.  Broyard, 
the  patient,  invites  the  physician 
to  be  a guide  in  his  sacred 
journey. 

At  a time  when  the  gift  of  heal- 
ing is  reduced  to  managed  care, 
these  two  books  view  the  ongoing 
health  care  debate  in  a more 
human  and  humane  context.  The 
calling  of  medicine  demands  that 
we  join  the  debate  in  this  context. 
Dr.  Cundiff  and  Mr.  Broyard  lead 
the  way.  □ Joseph  Fennelly,  MD 
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AN  AIR  FORCE 
PHYSICIAN. 

scome  the  dedi- 
physician you 
while  serving 
your  country  in  today’s  Air  Force. 
Discover  the  tremendous  benefits 
of  Air  Force  medicine.  Talk  to  an 
Air  Force  medical  program  manag- 
er about  the  quality  lifestyle,  quali- 
ty practice  and  30  days  of  vacation 
with  pay  per  year  that  are  part  of  a 
medical  career  with  the  Air  Force. 
Find  out  what  it  takes  to  qualify. 
Call 


IISAF  HEALTH  PROFESSIONS 

TOLL  FREE 
1 -800-423-USAF 


.A.  re  you  paying  too  much  for  your 
medical  malpractice  insurance? 


If  you're  one  of  the  specialists  shown 
below  and  presently  insured  by  MIIX, 
you  are! 


Specialty 

Potential 

Savings* 

Cardiology 

$1,674 

Emergency  Medicine 

$2,637 

Gastroenterology 

$2,637 

Neurology 

$4,346 

Pathology 

$1,764 

Radiology 

$1,166 

*$1M/3M  Occurrence  Plus  coverage 


Call  our  fully  licensed,  knowledgeable  staff 
to  obtain  complete  details  about  this  cover- 
age and  how  easy  it  is  to  switch. 

Joseph  A.  Britton  Agency,  Inc. 

855  Mountain  Avenue,  Mountainside,  NJ  07092 
908/654-6464 


THANK  YOU  DOCTOR! 
OR-D  IS  DOING  VERY  WELL! 


Please  call  us  for  a free  demonstration  in  your  practice 
and  let  us  show  you  the  proof  of  our  success  and  the 
reason  why  we  are  serving  practices  like  yours  for  over 
10  years.  Thank  you! 


THE  COMPLETE  PRACTICE  MANAGEMENT  SYSTEM 
THAT  TRULY  REFLECTS  THE  NEEDS  OF  THE 
MODERN  MEDICAL  PRACTICE 


ELECTRONIC 

CLAIMS 


OR-D 


MEDICARE, 

PA  & NJ 
BLUE  SHIELD,  PA 


COMPUTERIZING  THE  MEDICAL  PROFESSION  SINCE  1980 


CHOSEN  BY  HUNDREDS  OF  DOCTORS 

For  information  or  demonstration,  please  call  or  write  to: 

OR-D  SYSTEMS,  1414  BRACE  RD„  CHERRY  HILL,  NJ  08034 

609-795-6300  or  800-722-ORD1  (6731) 
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With  President 
Clinton  committed 
to  managed  compe- 
tition, now  is  the 
time  for  you  to 
solidify  contracts 
with  managed  care  organizations  that  can  direct 
patients  to  your  office  — HMOs,  PPOs,  TPAs,  self- 
insured  companies  and  others. 

CPR  maintains  a complete  database  of  managed 
healthcare  companies  licensed  to  operate  in  New 
Jersey.  Our  experienced  team  can  handle  all  of  your 
contracting  needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 

This  service  is  available  to  individual  and  group 
practices. 


CPR  Medical  Marketing  & Communications 

Hackensack,  New  Jersey  • 201-342-9111 


Glassel 

AND 

Company 

Certified  Public  Accountants 

Specialized  services  for  the 
Medical  Profession  in 

■ Tax  Planning  and  Projected  Tax  Savings 

■ Computerized  Operation  and  Knowledgeable 

■ Pension  Plans,  Establish  and  Administration 

■ Profit  Sharing  Plans,  Establish  and  Administration 

■ Practice  Acquisitions  and  Sales 

■ Practice  Evaluations  in  Professional  Format 

■ Cost  Analysis  Comparing  your  practice  to  the 
medical  profession  in  New  Jersey 

Our  experience  and  service 
is  available  at  your  request. 

Plaza  9 

900  U.S.  Highway  9 
Woodbridge,  New  Jersey  07095 

CALL  SIDNEY  GLASSEL  (908)  636-0800 


Is  your 
practice 
ready  for 
managed 
healthcare? 
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QUALITY  SLEEP 

Invest  in  your  patient’s  future  and  help 
achieve  optimal  health 

Accurate  diagnosis  and  appropriate  treatment  of  sleep 
disorders  can  help  patients  improve  their  quality  of  life.  Our 
Center  serves  as  an  extension  of  your  practice  where  your 
patients  receive  quality  care  with  the  same  professionalism, 
dedication  and  compassion  that  you  provide  in  your  own 
office. 

We'll  keep  you  up-to-date  with  prompt  evaluation  and 
reporting  of  test  results  by  our  specially-trained  sleep 
physicians.  And  once  a diagnosis  has  been  established, 
you  decide  whether  follow-up  care  is  provided  by  your 
office  or  through  the  Center. 

Your  patients  also  benefit  from  prompt  scheduling  and 
on-site  assistance  with  determining  insurance  reimburse- 
ment. This  letter  is  testimony  to  tire  commitment  of  our 
staff  and  exemplifies  their  dedication  to  service  and 
patient  satisfaction. 

Call  (201 ) 97M567  today  to  receive  our  comprehensive 
guide  to  sleep  disorders. 

SLEEP  DISORDER  CENTER  of 

MORRISTOWN  MEMORIAL  HOSPITAL 

A major  teaching  affiliate  of  the  Columbia  University  College  of  Physicians  and  Surgeons 
95  Mt.  Kemble  Avenue,  2nd  floor,  Thebaud  Building  Morristown,  NJ  07962 
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LETTERS  AND  VIEWPOINTS 


REVISED  MEDICARE  BILLS 


It  has  come  to  my  attention 
that  our  Medicare  carrier  has  not 
informed  us  of  the  rules  pertain- 
ing to  bilateral  surgery.  The 
Florida  Medicare  carrier  issued  a 
bulletin  in  December  1992;  a 
number  of  procedures  are  al- 
lowed at  150  percent  of  the  fee 
schedule.  Striking  examples  are 
aorto-femoral  and  aorto-iliac  by- 
pass. When  this  procedure  is 
done  bilaterally,  the  surgeon  is 
entitled  to  150  percent  of  the  fee 
for  unilateral.  The  published 
limiting  fees  are  those  for  unilat- 
eral surgery. 

I have  contacted  our  Medicare 
carrier  and  they  have  informed 
me  that,  in  fact,  this  is  accurate 
information.  They  assumed  physi- 
cians would  recognize  the  ability 
to  add  a -50  modifier  and  bill  in 


this  manner.  Having  asked 
around,  I am  convinced  that  very 
few  physicians  are  taking  advan- 
tage of  this  information.  I also  am 
quite  sure  that  many  physicians 
are  disgruntled  at  the  allowance 
for  major  procedures,  particularly 
of  a vascular  nature.  Clearly,  we 
have  not  been  billing  appropriate- 
ly and  can  do  so. 

I feel  it  is  imperative  that  this 
information  be  publicized  as 
widely  as  possible  throughout  the 
state.  I believe,  by  law,  we  are 
entitled  to  resubmit  bills  where 
an  omission  has  been  made.  I 
would  encourage  all  physicians 
who  have  performed  procedures 
that  fall  under  this  category  to 
submit  revised  bills  to  Medicare. 
□ Ian  D.  Samson,  MD 


RACCOON  DANGER 


When  I responded  to  a request 
from  a member  of  the  New  Jersey 
Endangered  and  Nongame  Spe- 
cies Advisory  Council  for  in- 
formation about  the  alleged 
danger  to  humans  from  raccoon 
intestinal  nematodes,  I was  in- 
trigued by  the  dearth  of  informa- 
tiort  about  the  parasites  in  human 
medical  circles.  Veterinarians  find 
parasitic  infestations,  whether  of 
domestic,  companion,  wild  ani- 
mals, or  humans,  a very  important 
aspect  of  practice. 

Dr.  Victor  F.  Nettles,  secre- 
tary-treasurer of  the  Association 
of  Wildlife  Veterinarians  and 
Director  of  the  South  Eastern  Co- 
operative Wildlife  Disease  Study 
at  the  University  of  Georgia,  pro- 
vided material  about  Baylisascaris 
procyonis,  and  the  following  in- 
formation is  derived  from  these 
sources. 

The  known  incidence  of  this 
intestinal  nematode  is  high,  rang- 
ing from  51  to  82  percent  in  vari- 


ous studies.  Infestation  is  most 
common  in  midwestem  and 
northeastern  states.  Dr.  Nettles 
stated,  “I  would  not  be  surprised 
to  learn  that  New  Jersey  has  in- 
fected raccoons.’ 

Several  human  deaths  have 
been  documented,  but  it  is  be- 
lieved that  many  more  deaths  are 
undiagnosed.  The  infection  often 
is  asymptomatic  in  natural  hosts 
like  raccoons,  but  more  patho- 
genic in  opportunistic  ones  such 
as  mice,  squirrels,  woodchucks, 
and  rabbits. 

Upwards  of  26,000  B.  procyonis 
eggs  per  gram  of  feces  ensure 
survival  of  the  parasite,  especially 
since  eggs  may  remain  viable  for 
a decade.  Adult  worms  are  about 
12  cm  (male)  to  23  cm  (female) 
long  and  tan,  and  resemble  the 
common  Toxocariasis  of  the  dog. 
Eggs  under  moderate  weather 
conditions  reach  infectivity  in 
three  or  four  weeks  and  humans 
become  infected  by  ingesting  in- 
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fective  eggs  from  raccoon  feces, 
contaminated  soil,  water,  and 
formites.  The  larvae  undergo 
somatic  migration;  the  larvae 
penetrate  the  intestinal  wall  and, 
via  the  portal  circulation,  reach 
the  liver;  from  there  the  larvae 
migrate  to  the  lungs  and  are  dis- 
tributed to  somatic  tissues  and 
viscera.  The  larvae  molt  and  grow 
as  they  migrate,  increasing  in 
length  from  300  microns  to  1,500 
to  1,900  microns. 

Clinical  central  nervous  system 
disease  is  the  most  serious 
manifestation;  if  only  a few  larvae 
are  ingested,  the  individual 
probably  would  be  asymptomatic 
with  encapsulation  in  noncritical 
locations  such  as  skeletal  muscle 
or  connective  tissue. 

A diagnosis  of  B.  procyonis 
should  be  considered  when 
eosinophilic  meningoencephalitis 
occurs  with  negative  findings  for 
other  infections  or  agents.  No  ef- 
fective treatment  is  available. 

Since  prevention  is  of  the 
greatest  importance,  I recom- 
mend: 


1.  Discourage  raccoons  as  pets. 

2.  Take  special  care  to  prevent 
raccoon  entry  into  chimneys 
where  fecal  droppings  accumu- 
late. 

3.  Proper  storage  of  household 
garbage  is  important  to  prevent 
access  to  wildlife  such  as  raccoons 
and  skunks. 

4.  Avoid  downed  timber,  used 
by  raccoons  as  defecation  sites, 
for  firewood. 

5.  Advise  public  health  officials 
and  other  health  service  providers 
about  potential  hazards. 

The  current  rabies  epizootic 
raging  in  New  Jersey  resulted 
from  the  translocation  of  infected 
raccoons  by  fur  trappers  from 
states  where  rabies  was  prevalent 
into  Virginia,  Maryland,  Penn- 
sylvania, and  New  Jersey. 

The  existence  of  B.  procyonis  is 
an  additional  hazard.  I strongly 
encourage  a closer  scientific  rap- 
port with  local  veterinarians  and 
the  New  Jersey  State  Veterinary 
Health  Department.  □ Robert  R. 
Shomer,  VMD 
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Thank  you ! 

We  regard  endorsement  by  MSNJ  as 
a world  class  statement  about  medical 
waste  management... because  nowhere 
else  in  the  world  are  compliance 
regulations  so  rigorous  and  far-reaching. 
Our  practice-tailored  service  is  a 
pioneering  effort. ..it  includes  more 
than  mere  transporting  and 
incineration,  more  than  computerized 
waste  tracking  and  obligatory  DEPE 
reporting.  It  provides  practical 
solutions  that  prepare  medical  and 
dental  practices  with  pre-inspection 
audit  guidance. . in-depth  analyses  of 
the  law. ..and  on-going  compliance 
counseling. 

Our  services  are 
comprehensive. . . 


so  you’ll  never  compromise 
your  practice’s  reputation  or  your 
staff’s  safety.  And  you  never  expose 
yourself  to  unnecessary  risk. 

Now,  compliance  with  the  toughest 
medical  waste  regulations  in  the  world 
isn’t  a matter  of  chance. 


Medical  Services  Division 

Solid  Waste  Technologies,  Inc. 

Foresgate  Technical  Center 
1095  Cranberry  South  River  Road,  Suite  24 
Jamesburg,  NJ  08831 

Phone:  (609)  860-0900  • Toll  Free:  (800)  952-0324 
Fax:  (609)  860-0939 


Medical 

Services  Division 

Solid  Waste  Technologies,  Inc. 


Doctors . . . 

Having 

Difficulty 

With 

Collections i? 


Rely  on 

Meadowlands  Computer  Services 
the  Right  way  - 
the  Only  way  to 
serve  your  needs. 

• Computerized  Medical  Billing  For  All 
Medical  Specialties 

• Direct  Third  Party  Billing 

• Electronics  Claims  Submission 

• Complete  Accounts  Receivable  Management 

• Reasonable  Rates! 

• Member  Of  The  Better  Business  Bureau 


MEADOWLANDS  COMPUTER  SERVICES,  INC. 

47  Orient  Way,  Rutherford,  NJ  07070 
Tel.  (201)  933-3778  / Fax  (201 ) 933-9836 


Sleep  Diagnostics  at 


10th  Anniversary... 

A Decade  of  Caring 


Don’t  Your  Patients  Deserve 
A Good  Night’s  Sleep? 

How  often  do  you  hear  complaints  from  your  patients  and  their  loved  ones  of  snoring,  chronic 
fatigue  or  poor  sleep  quality9  Let  the  experts  at  Sleep  Diagnostics  help  your  patients  get  the  good 
night’s  sleep  they  deserve  Sleep  Diagnostics,  a division  of  The  Breathing  Center,  will 
perform  a comprehensive  sleep  evaluation  to  identify  your  patients’  problems.  We  treat  all  forms  of 
sleep  disorders  — including  sleep  apnea  — utilizing  the  most  experienced  sleep  specialists  from 
the  Tri-State  Area  and  beyond. 

Sleep  Diagnostics  has  successfully  worked  with  hundreds  of  referring  medical  professionals 
like  you,  treating  each  patient  with  the  professional  courtesy  and  competence  that  is  expected  in  your 
own  office. 

Our  prompt  scheduling  and  state-of-the-art  evaluation  techniques  will  have  patients  back  in  your 
care  as  soon  as  possible.  And  Sleep  Diagnostics  prides  itself  on  their  communications  proce- 
dure that  keeps  you  informed  of  all  progress. 

For  statewide  appointment  scheduling,  call  1-800-634-5864. 

•Morristown:  (201)539-5330  'Edison:  (908)417-9339  •Princeton:  (609)683-1800 
• Bricktown:  (908)  458-3800  • Paramus:  (201)  368-0202 


John  Penek,  MD,  FCCP,  Medical  Director 
Diplomate  — American  Board  of  Sleep  Medicine 
Fellow  — American  Sleep  Disorders  Association 
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EDITOR’S  DESK 


TO  SWEAT  THE  SUET 


Hillary  Rodham  Clinton,  now  a 
de  facto  employee  of  the  federal 
government,  originally  promised 
to  present  her  package  of  health 
care  reforms  in  May,  but  now  ex- 
pects the  report  to  be  released  in 
September.  This  gives  me  the  op- 
portunity to  express  disagreement 
with  the  powerful  pundits  regard- 
ing the  targets  for  economic  cuts. 

Many  years  ago,  when  helping 
to  start  an  H MO/I  PA,  I learned 
that  costs  could  be  decreased 
when  there  was  much  fat  in  the 
system,  without  decreasing  the 
quality  of  care.  At  that  time  the 
impetus  was  placed  on  decreasing 
inpatient  hospital  charges,  with 
special  emphasis  on  curtailing  the 
length  of  stay.  From  these  efforts 
we  have  spawned  short-stay  inpa- 
tient hospitalizations,  the  use  of 
hospital  and  freestanding  day 
surgery  units,  and  the  switch  of 
some  procedures  to  office  set- 
tings. Physicians  have  seen  the 
value  of  these  measures  and  the 
public  has  adapted  well  to  them, 
perhaps  better  than  expected 
when  we  consider  the  too  fre- 
quent ignoring  of  patient  needs 
by  reviewers. 

But  other  areas  exist  that  war- 
rant our  attention  and  have  the 
potential  to  afford  the  recapture 
of  billions  of  dollars.  I shall  dis- 
cuss some  of  them. 

There  is  no  doubt  that  the  gov- 
ernment, at  both  state  and 
(particularly)  federal  levels,  has 
added  huge  burdens  to  the  cost 
of  doing  business.  These  include 
the  enormous  proliferation  of 
paperwork  and  time  needed  to 
comply  with  Medicare,  ADA 
(Americans  with  Disabilities  Act), 
CLIA,  OSHA,  utilization  review, 
electronic  billing,  FDA  review 
processes,  and  the  like.  As  I 
quoted  previously,  some  econo- 
mists estimate  that  25  percent  of 
these  added  costs  could  afford 


Howard  D.  Slobodien,  MD 


proper  insurance  coverage  for  all 
the  35  million  who  are  uninsured 
or  poorly  insured.  We  have  seen 
hospitals,  clinics,  other  health 
care  institutions,  and  private  of- 
fices reduce  the  number  of  health 
care  professionals  in  order  to  add 
the  necessary  numbers  of  clerical 
staff  to  comply  with  all  the  regula- 
tions. We  have  seen  well-con- 
structed hospitals  suddenly  be- 
come noncompliant  when  there 
are  questionable  changes  in  build- 
ing codes,  necessitating  expensive 
and  probably  unwarranted  expen- 
ditures. We  have  seen  Medicare 
encourage  the  use  of  freestanding 
facilities  because  of  lower  charges 
and  then  reverse  the  process, 
forcing  many  patients  into  more 
expensive  hospital  settings.  (Few 
will  be  shifting  into  office  settings 
because  of  the  lack  of  needed 
backup  and  possibly  because 
nurses  now  are  being  replaced  by 
clerks.)  Even  JCAHO  keeps  man- 
dating more  and  more,  usually 
with  expectations  of  minimal  ben- 
efit but  always  with  more  paper- 
work. And  unnecessary  pretreat- 


ment certifications  add  to  the  bill. 

No  one  can  give  an  accurate 
estimate  of  the  impact  of  de- 
fensive medicine,  but  it  is 
substantial,  as  I testified  more 
than  a decade  ago  before  a con- 
gressional committee.  It  is  even 
more  of  a problem  today.  Not 
only  have  the  prices  of  all  goods 
and  the  services  escalated,  but  the 
number  and  expenses  of  newer 
tests  continue  to  climb.  In  1985, 
the  American  Trial  Lawyers  As- 
sociation said  “defensive  medi- 
cine is  merely  careful  medicine,” 
and  should  not  include  unneces- 
sary testing  and  treatment.  But 
the  retrospective  micromanage- 
ment of  physicians’  care  by  plain- 
tiff’s attorneys  forces  the  “cross- 
ing of  the  t’s”  and  the  “dotting  of 
the  is”  and  adds  costs  not 
matched  by  the  benefits  to  pa- 
tients. Many  lawyers  insisted  that 
increased  numbers  of  malpractice 
actions  would  make  physicians 
more  careful,  would  decrease  in- 
juries to  patients,  and  would 
produce  better  medicine  and 
fewer  malpractice  suits.  The  only 
result,  so  far,  of  the  larger 
numbers  of  suits  is  continued 
escalation  of  the  problem. 

Defensive  medicine  must  con- 
tinue to  constitute  a significant 
part  of  medical  practice,  unless 
radical  reforms  take  place.  Cut- 
ting down  the  size  of  awards,  by 
one  means  or  another,  may 
decrease  overall  costs  and  may 
lower  the  number  of  suits,  but  it 
is  unlikely  to  constitute  enough  of 
an  incentive  for  the  "crossing  of 
the  t’s”  to  disappear.  No-fault 
plans  and  non-jury  decisions  have 
their  supporters  and  their  detrac- 
tors. Many  other  schemes 
abound.  I have  no  formal  legal 
training  (although  I sometimes 
pontificate  like  a barrister),  but  I 
have  an  intuitive  feeling  that  the 
cost  of  defensive  medicine  cannot 


VOL.  90-NUMBER  8 AUGUST  1993 


585 


reach  a reasonable  level  unless 
physicians  are  given  the  same 
courtesies  as  are  lawyers.  One  of 
the  elements  that  defines  a 
professional  is  the  unusual  degree 
of  skill  and  learning  that  non- 
professionals are  not  trained  to 
evaluate.  Isn’t  this  why  some  ac- 
tions against  lawyers  must  be 
proved  by  clear  and  convincing 
evidence?  Isn  t this  why  lawyers 
are  disciplined  by  lawyers,  either 
fellow  attorneys  or  judges,  in  mat- 
ters of  ethics  and  fees?  Isn’t  this 
why  the  New  Jersey  Supreme 
Court  recently  and  unanimously 
curtailed  suits  against  lawyers  for 
frivolous  claims,  also  claiming 
sole  jurisdiction  in  such  matters? 
What  justifies  this  unusual 
protection  given  to  one  profession 
and  denied  to  another?  What  will 
it  take  to  reduce  the  costs  of  de- 
fensive medicine?  It  certainly 
won’t  be  by  shifting  the  liability 
to  “enterprise”  targets. 

If  the  legal  profession  has 
latitude  to  control  the  actions  of 
its  members,  so  should  we.  Many 
of  our  medical  associations  have 
called  for  exemptions  from  anti- 
trust actions  instituted  by  the 
Federal  Trade  Commission  (FTC) 
and  the  Justice  Department. 
Today’s  emphasis  is  on  removing 
the  barriers  that  keep  us  from  sit- 
ting down  at  the  bargaining  table 
with  those  who  are  imposing 
restrictions  on  our  fee  schedules 
and  on  our  conditions  of  practice. 
These  efforts  are  timely,  perhaps 
overdue,  and  should  be  pursued 
vigorously,  even  if  one  or  more  of 
our  national  organizations  has  to 
convert  to  a trade  association  or 
a union,  with  divestiture  of  many 
educational  activities. 

But  the  initial  thrust  should 
aim  at  self-policing  endeavors,  as 
enjoyed  by  lawyers.  We  should  be 
allowed  to  evaluate  and  discipline 
our  own  in  matters  of  profes- 
sionalism, to  include  competency, 
ethics,  and  fees.  Other  bodies,  in- 
cluding boards  of  medical  ex- 
aminers, have  entered  the  arena, 
but  their  efforts  have  not  shown 
outstanding  success  and,  as 
politically  appointed  groups,  their 
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decisions  always  will  be  suspect. 
Physicians,  in  both  hospital  and 
private  settings,  should  be 
provided  reasonable  protection 
under  the  law  in  helping  to  reg- 
ulate the  medical  profession.  In 
the  context  of  cost  control,  this  is 
especially  important  in  evaluating 
and  adjudicating  fee  disputes.  It 
is  unfortunate  that  the  years  have 
seen  an  increasing,  although  still 
small,  percentage  of  doctors  who 
overcharge,  who  act  as  providers 
instead  of  physicians,  and  who 
need  to  be  curbed.  We,  through 
our  county  and  state  societies, 
should  not  only  be  allowed,  but 
should  be  supported  in  these  re- 
view processes. 

In  1961,  John  F.  Kennedy  said, 
“Ask  not  what  your  country  can 
do  for  you;  ask,  instead,  what  you 
can  do  for  your  country.  Presi- 
dent Clinton  has  echoed  these 
sentiments.  But  we  are  seeing  in- 
creasing numbers  who  feel  socie- 
ty owes  them  something.  Many 
national  and  state  leaders  have  as- 
sayed the  welfare  system  and  Mr. 
Clinton  has  emphasized  the  im- 
portance of  moving  people  from 
the  welfare  rolls  to  the  employed 
list.  He  is  right  on  target.  One 
way  or  another,  the  employed 
help  to  pay  for  the  health  care  of 
those  on  welfare.  And  those  with 
health  care  coverage  tend  to  get 
more  continous  and  more  cost- 
effective  care. 

Social  Security  and  Medicare 
pose  special  problems.  Those  who 
receive  Social  Security  benefits 
are  getting  much  more  than  they 
contributed;  they  are  subsidized. 
Both  the  A and  B parts  of 
Medicare  are  subsidized.  Many 
prescription  programs  are 
subsidized.  The  fees  under  the 
Medicare  program  are  subsidized 
by  the  physicians  and  the 
hospitals  and  often  by  the  popula- 
tion as  a whole  by  cost-shifting. 
Few  of  the  elderly  cannot  afford 
proposed  payments  for  deduc- 
tibles and  co-insurance,  which 
certainly  help  to  control  utiliza- 
tion and  costs,  but  most  do  not 
know,  because  of  the  failure  of 
the  feds  to  properly  inform  them. 


that  the  law  requires  these  pay- 
ments to  be  made,  even  when 
assignment  is  accepted.  Profes- 
sional rabble-rousers,  like  Al 
Evanoff,  director  of  a New  Jersey 
seniors  group,  keep  portraying 
doctors  as  overcharging  leeches, 
preying  on  the  aged,  when  they 
know  that  we  have  been  clearly 
restricted  to  “limiting  charges,  a 
fraction  of  reasonable  fees,  under 
the  Medicare  program.  A means 
test  and  appropriate  reduction  of 
subsidies  is  not  an  unreasonable 
idea.  But  look  what  happened  to 
the  Medicare  Catastrophic  Cov- 
erage Act  of  1988  (PL  100-360). 
The  huge  AARP  voting  bloc,  the 
most  powerful  in  the  country, 
forced  one  of  the  fastest  reversals 
of  law  ever  seen,  by  politicians 
afraid  of  not  being  re-elected. 
Could  term  limits  help? 

How  much  of  the  premium 
dollar  goes  for  patient  care  and 
how  much  goes  in  other  direc- 
tions? None  of  the  purveyors  is 
pristine  and  pure.  We  have  been 
treated(?)  recently  to  the  specta- 
cle of  New  York’s  Empire  Blue 
Cross/Blue  Shield,  a nonprofit  en- 
tity, under  fire.  Management  was 
inept,  but  received  unbelievable 
salaries  and  incredible  perks,  and 
distributed  largesse  like  the 
proverbial  drunken  sailor.  Its  ac- 
countants failed  to  exercise  pru- 
dent oversight.  And  the  New  York 
Department  of  Insurance 
probably  could  be  charged  with 
malfeasance  or  misfeasance.  For- 
profit  managed  care  plans  also  are 
not  simon-pure,  not  when  one 
considers  the  amount  of  bang  for 
the  buck.  However,  some  are  cer- 
tainly profitable,  yielding  millions 
and  tens  of  millions  annually  to 
the  owners.  Even  insurance  com- 
panies sponsoring  indemnity-type 
plans  have  shown  similar  free- 
spending  tendencies. 

The  administrative  costs  for  all 
insurers  vary  considerably  and 
creative  accounting  may  make  it 
difficult  for  an  outsider  to  get  an 
accurate  handle  on  them,  but 
there  is  a pile  of  money  waiting 
to  be  put  to  better  use.  If  salaries, 
perks,  and  profits  of  insuring  en- 
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tities  were  held  to  reasonable 
amounts  — they  are,  after  all,  part 
of  the  service-type  essential 
“health  care  industry” — and  if  ad- 
ministrative costs  could  be 
dropped  from  40  percent  to  10  or 
12  percent,  how  many  more  pa- 
tients could  be  covered?  How 
many  more  services  could  be 
provided?  How  many  more  physi- 
cians could  be  treated  as 
professionals  instead  of  as 
salesmen  in  discount  stores? 

A June  17,  1993,  editorial  in 
The  New  England  Journal  of 
Medicine  by  Marcia  Angell  notes, 
“We  are  now  spending  so  much 
on  health  care  that  we  could 
cover  all  medically  indicated  care 
for  all  Americans  without  any  ad- 
ditional spending.”  She  is  right. 
But  she  argues  that  we  need 
global  caps,  single-payer  system, 
and  minimal  price  competition, 
which  sounds  like  wage  and  fee 
freezes.  She  does  agree  with  me 
that  administrative  costs  are  too 
high,  but  she  merely  alludes  to 
the  problem  associated  with  de- 
fensive medicine  and  ignores  the 
other  areas  I have  noted  in  this 
article.  (Even  Hillary  Rodman 
Clinton  has  acknowledged  the  op- 
pressive cost  of  governmental 
regulations.)  I do  not  have  the 
answers  for  the  supposed  short- 
comings in  the  delivery  of  health 
care,  but  neither  do  the 
economists,  self-taught  or 
otherwise.  The  pundits  and  the 
governmental  activists  seem  to  be 


focused  and  fixed  on  creating 
cost-effective  systems  rather  than 
on  the  true  health  care  needs  of 
our  patients.  And  who  is  the  sa- 
vant to  determine  the  percentage 
of  the  GNP  or  GDP  that  should 
be  reasonably  devoted  to  these 
needs?  Is  20  percent  too  much? 
After  all,  we  have  the  best-trained 
doctors,  the  best  technology,  and 
the  best  health  care  in  the  world. 
(If  you  don’t  believe  me,  ask  those 
who  come  from  abroad  for  treat- 
ment or  training.) 

Other  facts  bear  repeating.  As 
the  president  might  know,  L.L. 
Boyd  pointed  out  that  less  money 
is  spent  on  medical  research  than 
on  haircuts.  Columnist  Joan  Beck 
has  emphasized  that  three  out  of 
four  Americans  are  satisfied  with 
their  health  care.  Additionally,  15 
percent  of  the  nation’s  economy 
is  involved  in  the  so-called  health 
care  industry.  Perhaps,  to 
paraphrase  an  old  automobile 
magnate,  what’s  good  for  the 
health  care  industry  is  good  for 
America.  Arthur  Caplan,  a 
member  of  the  vast  Clinton 
Domestic  Health  Policy  Task 
Force  notes,  “The  administration 
will  not  be  able  to  impose  a health 
care  plan  on  Congress  or  the 
American  people.  You  will  have 
ample  time  to  learn  all  you  could 
possibly  want  to  know  about 
health  reform.  . . . Hillary  and  Bill 
are  done  listening  to  workers,  in- 
siders, and  experts.  They  now 
have  to  start  listening  to  you.  If 


they  would  listen,  they  could 
learn  that  areas  of  reform  usually 
not  emphasized  could  produce 
untold  billions  to  relieve  the 
problems  of  access  and  coverage. 
I have  noted  some  of  the  sources; 
tapping  them  is  not  easy;  it  would 
require  political  skills  and 
statesmenship  not  often  seen  in 
government.  And  a $2  added  tax 
per  package  of  cigarettes  is  not  a 
bad  idea,  either.  As  for  managed 
competition,  single  payer  sys- 
tems, global  budgets,  and  the 
like — I do  not  know  whether  any 
is  needed  and  I leave  them  for 
others  to  debate.  □ Howard  D. 
Slobodien,  MD 

As  quickly  as  you  start 
spending  federal  money  in  large 
amounts , it  looks  like  free 
money. 

Dwight  D.  Eisenhower, 
February  9,  1955 

I do  not  believe  that  Wash- 
ington should  do  for  the  people 
what  they  can  do  for  them- 
selves through  local  and  private 
effort. 

John  F.  Kennedy, 
October  12,  1960 

When  the  praying  does  no 
good,  insurance  does  help. 

Bertolt  Brecht, 
The  Mother,  1932 
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Advance  directives  for 
HIV-positive  patients 


Anthony  N.  Damato,  MD 
Sita  Chokhavatia,  MD 
Adriana  Grigoriu,  MD 
Archana  Patel,  MD 
Thomas  Cronin,  MSW 


The  authors  surveyed  HIV-positive  patients  to  determine  their 
knowledge  of  and  interest  in  advance  directives  and  their 
preferences  for  end-of-life  care.  The  results  of  this  study  make 
clear  the  need  to  institute  a program  of  education  for  those 
desiring  to  know  more  about  advance  directives. 


Jersey  City  has  one  of  the 
highest  per  capita  rates  of 
acquired  immunodeficiency 
syndrome  (AIDS)  in  the 
United  States.  Since  1989,  Jersey 
City  Medical  Center  has  operated 
a specialized  ambulatory  care 
clinic  for  adult  HIV-positive  pa- 
tients. The  major  goals  of  the 
clinic  are  to  encourage  early  entry 
into  the  health  care  system  of  un- 
derserved and  underinsured 
HIV-positive  patients;  to  provide 
comprehensive,  interdisciplinary 
case  managed  medical  care, 
health  education,  counseling,  and 
psychosocial  support;  and  to 


assess  early  interventional  and 
treatment  protocols  against  op- 
portunistic infections. 

In  July  1991,  New  Jersey 
enacted  legislation  acknowledging 
the  right  of  individuals  to  use  ad- 
vance directives  (as  an  instructive 
directive,  a proxy  directive,  or 
both)  to  determine  future  critical 
health  care  needs.1 

Given  the  relative  newness  of 
the  legislation,  we  undertook  a 
study  to  determine  the  level  of 
knowledge  of  and  interest  in  ad- 
vance directives  among  HIV- 
positive patients  and  to  assess 
preferences  for  end-of-life  care. 


METHODS 

A total  of  1,280  patients  are 
enrolled  in  the  adult  HIV  clinic 
(Table  1).  Between  April  and 
August  1992,  84  patients  were 
recruited  to  voluntarily  partici- 
pate in  this  study.  Following  a 
routine  clinic  visit,  patients  com- 
pleted a 31 -point  questionnaire 
that,  except  for  writing  in  their 
age,  required  yes/no  or  check 
responses.  Patients  were  assured 
of  the  anonymity  and  confiden- 
tiality of  responses.  Only  patients 
who  were  attending  the  clinic  for 
more  than  three  months  were 
surveyed.  Patients  were  assured 
that  refusal  to  participate  in  this 
study  would  not  affect  future 
medical  care.  The  questionnaire 
consisted  of  seven  questions  re- 
lated to  demographic  charac- 
teristics. Six  questions  related  to 
duration  of  HIV  positivity,  re- 
gularity of  attendance  at  the 
clinic,  HIV  illnesses,  and  prior 
hospitalization.  Ten  questions  re- 
lated to  preferences  for  end-of- 
life  care  as  it  pertained  to  use  of 
artificial  life  support  and  to  whom 
and  how  they  communicated  their 
preferences.  Six  questions  were 
related  to  advance  directives  and 
two  questions  were  related  to 
knowledge  of  legal  rights  to  ac- 
cept or  to  refuse  therapy  offered. 

RESULTS 

Table  2 lists  demographic  data 
of  the  84  patients  who  partici- 
pated in  the  study.  The  mean  age 
was  37.5  years  (21  to  55  years) 
and  77.4  percent  of  the  partici- 


Table  1.  Total  adult  clinical  population  of 1,280. 

Gender 

Race/Ethnic 

875  Male 

68% 

365  White 

28.5% 

405  Female 

32% 

413  Black 

32.2% 

411  Hispanic 

32.1% 

HIV  Risk  Factor 

77  Asian 

6.0% 

14  Unknown 

1.0% 

921  IVDA* 

72.0% 

40  Homosexual/ 

Health  Insurance 

bisexual 

3.0% 

1,050  Medicaid  (actual 

154  Heterosexual 

or  pending) 

82% 

contact 

12.0% 

153  Private 

12% 

13  Blood  products 

1.0% 

77  Medicare 

6% 

152  Unknown 

11.8% 

*IVDA:  Intravenous  drug  abuse 
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Table  2.  Advance  directives 

results. 

Mean  age 

37.5  years 

(21  to  55  years) 

Sex 

Males 

65  (77.4%) 

Females 

19  (22.6%) 

Race 

Black 

37  (44.0%) 

Hispanic 

29  (34.5%) 

White 

16  (19.0%) 

Other 

2 (2.3%) 

Religion 

Catholic 

33  (39.2%) 

Protestant 

29  (34.5%) 

Muslim 

8 (9.5%) 

Other 

14  (16.6%) 

Place  of  residence 

Apartment 

57  (67.8%) 

Boarding 

home 

18  (21.4%) 

Own  home 

6 (7.1%) 

Other 

3 (3.5%) 

Living  arrangements 

Family 

35  (41.6%) 

Alone 

30  (35.7%) 

Spouse 

11  (13.0%) 

Friends 

4 (4.8%) 

Other 

4 (4.8%) 

Working 

Yes 

5 (5.9%) 

No 

79  (94.1%) 

Table  3.  Advance  directives- 

-results. 

Time  attending 

Taking  medications  for  HIV  status 

3-6  months 

15  (17.8%) 

Yes 

67  (79.8%) 

6 months  to 
1 year 
More  than 

24  (28.5%) 

No 

17  (20.2%) 

1 year 

39  (46.4%) 

Hospitalized  with  HIV  infection 

No  response 

6 (7.1%) 

Yes 

28  (33.3%) 

Duration  of  positive  HIV  status 

No 

56  (66.6%) 

1 year 

35  (42.0%) 

2 years 

16  (19.0%) 

3 years 

8 (9.5%) 

Make  regular  visits 

to  clinic 

4 years 

7 (8.3%) 

Yes 

73  (87%) 

5 years 

18  (21.4%) 

No 

11  (13%) 

Table  4.  Advance  directives— results. 

Yes 

No 

No  response 

Knew  they  had  legal  rights 
to  accept  or  to  refuse  any 
medical  treatment  offered. 

70  (83.3%) 

12  (14.2%) 

2 (2.3%) 

Gave  thought  to  type  of 
terminal  care  wanted. 

33  (39.2%) 

49  (58.3%) 

2 (2.3%) 

Made  terminal  care 
wishes  known  in 
writing. 

5 (5.9%) 

Made  terminal  care 
wishes  known 
verbally. 

28  (33.3%) 

Discussed  terminal  care 
with:  family 

21  (63.6%) 

spouse 

4 (12%) 

social  worker 

3 (9%) 

physician 

3 (9%) 

clergy 

1 (3%) 

other 

1 (3%) 

Physician  initiated 
discussion  of  terminal 
care  wishes. 

2 (2.3%) 

78  (93%) 

4 (4.7%) 

pants  were  males;  44  percent  of 
the  participants  were  black;  34.5 
percent  of  the  participants  were 
Hispanic;  and  19  percent  of  the 
participants  were  white.  In  this 
group,  67.8  percent  of  the  partici- 
pants were  apartment  dwellers; 
21.4  percent  of  the  participants 
lived  at  boarding  homes;  41.6  per- 
cent of  the  participants  lived  with 


a family  member;  35.7  percent  of 
the  participants  lived  alone;  and 
13  percent  of  the  participants 
lived  with  a spouse.  Only  5.9  per- 
cent of  the  participants  were 
working  at  a regular  job. 

As  shown  in  Table  3,  a majority 
of  patients  were  attending  the 
clinic  for  six  months  or  longer,  87 
percent  of  whom  did  so  on  a 


regular  basis.  The  duration  of 
positive  HIV  status  for  the  group 
was  from  one  year  (42  percent)  to 
five  years  (21.4  percent).  Approx- 
imately two-thirds  of  subjects  had 
never  been  hospitalized  with  an 
HIV-related  infection  and  nearly 
80  percent  were  taking  medica- 
tion related  to  HIV  status. 

As  shown  in  Table  4,  a majority 
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of  respondents  (83.3  percent) 
knew  of  their  legal  rights  to  ac- 
cept or  to  refuse  medical  treat- 
ment. Of  the  39.2  percent  of 
respondents  who  had  given  prior 
thought  to  the  type  of  terminal 
care  they  wanted  should  they  be- 
come terminally  ill  or  permanent- 
ly unconscious,  5.9  percent  made 
their  wishes  known  in  writing  and 
33.3  percent  communicated  their 
preferences  verbally.  Of  these 
persons,  21  of  33  respondents 
(63.6  percent)  discussed  terminal 
care  with  a family  member;  4 of 
33  respondents  (12  percent)  dis- 
cussed terminal  care  with  a 
spouse;  3 of  33  respondents  (9 
percent)  discussed  terminal  care 
with  a social  worker;  and  3 of  33 
respondents  (9  percent)  discussed 
terminal  care  with  a physician. 
Only  2 of  84  respondents  (2.3  per- 
cent) indicated  that  their  physi- 
cians initiated  discussions  of  end- 
of-life  care. 

As  indicated  in  Table  5,  43  of 
84  respondents  (51  percent) 
heard  of  advance  directives.  Only 
16  of  84  respondents  (19  percent) 
had  a good  understanding  of  ad- 
vance directives  while  54  of  84 
respondents  (64.2  percent)  had 
little  to  no  understanding  of  them. 
There  were  14  nonresponders  to 
this  question.  Of  the  68  subjects 
who  had  little  to  no  understand- 
ing of  advance  directives,  49  of  68 
respondents  (72  percent)  ex- 
pressed an  interest  in  knowing 
more  about  them.  Of  the  total 
group,  51  of  84  respondents  (61 
percent)  expressed  interest  in 
preparing  written  instructions  for 
end-of-life  care.  Among  the  38 
percent  (32  of  84  respondents) 
who  chose  not  to  prepare  written 
instructions  in  advance,  53  per- 
cent (17  of  32  respondents)  would 
choose  a family  member  as  the 
surrogate  decision  maker;  22  per- 
cent (7  of  32  respondents)  would 
choose  their  physician  plus  a 
family  member  as  the  surrogate 
decision  maker;  and  6.2  percent 
(2  of  32  respondents)  would 
choose  their  physician  as  the  sur- 
rogate decision  maker.  Eighty- 
four  percent  (71  of  84  respon- 


Table  5.  Advance  directives — results. 

Yes 

No 

No  response 

Heard  of  advance  directives 

43  (51%) 

40  (47.6%) 

1 (1%) 

Had  a good  understanding 
of  advance  directives. 

16  (19%) 

54  (64.2%) 

14  (16.7%) 

How  did  you  come  to  hear 
about  advance  directives?* 
18 — Family 
16 — Media 
12 — Friend 
9 — Social  worker 
2— Clergy 
2 — Physician 

Would  you  like  to  know  more  49  (72%) 

about  advance  directives? 

5 (7.3%) 

14  (20.5%) 

Would  like  to  prepare 
instructions  in  advance 
directives? 

51  (61%) 

32  (38%) 

1 (1%) 

Whom  would  you  choose  to  make  decisions  for 
Family  member  17  (53.0%) 

Physician  and  family  7 (22.0%) 

Physician  2 (6.2%) 

Wife  1 (3.1%) 

Friend  1 (3.1%) 

Clergy  1 (3.1%) 

No  response  3 (9.3%) 

you?* 

Want  to  be  kept  alive 
by  artificial  means  if 
terminally  ill  or 
permanently  unconscious? 

13  (16%) 

71  (84%) 

*Some  patients  were  informed  by  more  than  one  source. 

Table  6.  Advance  directive  questionnaire . 

1.  Age: Years 

2.  Sex: 


M □ 


F □ 


3.  Religion: 


I I Catholic 
I I Jewish 
I I Protestant 

4.  Race/ethnicity: 

I I Rlack,  Non-Hispanic 
□ Hispanic 
I I Asian/Pacific  Island 


I I Muslim 
I I Other 


□ White 
I I Other 


5.  What  is  your  current  living  arrangement? 

I I Live  alone 
I I Live  with  spouse 

Ed  Live  with  family  member  (parent,  brother,  or  sister) 
Ed  Live  with  friends  Ed  Other 
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Advance  directive  questionnaire. 

6.  Where  do  you  live? 

I I Apartment  EH  Other 

I I Own  home  EH  Boarding  home 

I I Residential  health  care  facility 

7.  Are  you  presently  working  at  a job? 

□ Yes  □ No 

8.  How  long  have  you  been  attending  the  TAP  Clinic? 

EH  3 to  6 months  EH  1 to  2 years 

I I 6 months  to  1 year  EH  Longer 

9.  Do  you  see  your  doctor? 

EH  On  a fairly  regular  basis 
EH  Only  when  necessary 

10.  How  long  have  you  been  HIV  positive? 

□ 1 year  EH  3 years  EH  5 years  or  longer 

□ 2 years  EH  4 years 

11.  Have  you  had  an  HIV-related  illness  in  the  past  two  years? 

□ Yes  □ No 

12.  Have  you  been  hospitalized  with  an  HIV-related  illness? 

□ Yes  □ No 

13.  Are  you  taking  medications  related  to  your  HIV  status? 

□ Yes  □ No 

14.  Have  you  given  any  thought  as  to  the  kind  and  extent  of  care  you  would  want 
should  you  become  terminally  ill,  unconscious,  or  unable  to  make  your  own 
decisions? 

□ Yes  □ No 

15.  Would  you  want  to  be  put  on  an  artificial  respirator  should  you  become  terminally 
ill  or  unconscious? 

□ Yes  □ No 

16.  If  you  became  terminally  ill  or  unconscious,  would  you  want  your  heart  resuscitated 
should  it  stop  beating? 

EH  Yes  EH  No 

17.  Would  you  want  to  be  kept  alive  by  artificial  feeding  methods  should  you  become 
terminally  ill  or  unconscious? 

□ Yes  □ No 

18.  Would  you  want  to  be  kept  alive  by  artificial  means  if  you  remained  permanently 
unconscious? 

□ Yes  □ No 

19.  Have  you  ever  talked  to  your  doctor  about  these  matters? 

□ Yes  □ No 

20.  Has  your  doctor  ever  brought  up  these  matters  with  you? 

□ Yes  □ No 


dents)  surveyed  indicated  they 
would  not  want  to  be  kept  alive 
by  artificial  means  should  they 
become  terminally  ill  or 
permanently  unconscious. 

DISCUSSION 

Compared  to  the  total  clinic 
population  (Table  1),  our  study 
group  was  slightly  over-repre- 
sented by  males  and  blacks.  In- 
travenous drug  abuse  was  the 
major  risk  factor  for  acquisition  of 
HIV  positivity  among  patients. 

The  indigent  nature  of  our 
study  group  and  the  clinic 
population  at  large  is  reflected  in 
the  fact  that  94.1  percent  were 
unemployed;  21  percent  lived  in 
boarding  homes;  and  82  percent 
of  all  clinic  patients  received 
health  care  through  public  as- 
sistance. There  was,  however,  a 
high  compliance  rate  (87  percent) 
regarding  regularity  of  clinic  vis- 
its. 

The  fact  that  almost  80  percent 
of  the  study  group  used  either 
therapeutic  and/or  prophylactic 
drug  therapy  on  an  ambulatory 
basis  accounts,  in  part,  for  the 
relatively  low  incidence  of  prior 
hospitalizations  for  HIV-related 
infections  (33  percent). 

Thirty-nine  percent  (33  of  84 
respondents)  had  given  prior 
thought  to  terminal  care.  This  is 
in  contrast  to  an  incidence  of  61 
percent  reported  by  Teno  and  68 
percent  reported  by  Steinbrook.2  3 
In  both  of  these  studies,  gays  and 
bisexuals  were  more  prominently 
represented  as  compared  to  our 
study  group. 

We  found  that  5 of  84  partici- 
pants (5.9  percent)  had  prepared 
written  advance  directives  for 
future  health  care  needs.  This  in- 
cidence is  consistent  with  the  low 
national  averages  reported  for  the 
public  at  large.4'7  In  a survey  of 
1,031  HIV-positive  patients,  Teno 
reported  that  28  percent  of  pa- 
tients had  executed  or  were  in  the 
process  of  executing  advance 
directives.  This  relatively  high  in- 
cidence was  attributed  to  the  fact 
that  34  percent  of  their  study 
population  had  received  prior 
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Advance  directive  questionnaire. 

21.  Have  you  let  anyone  know  about  what  kind  of  care  you  would  want  or  do  not 
want  should  you  become  terminally  ill,  unconscious,  or  unable  to  make  your  wishes 
known? 


I I Yes 

22.  Whom  did  you  inform? 

I I Your  physician 
I I Other  family  members 
EH  Clergy 

23.  How  did  you  make  your  wishes  known? 

I I Verbally 


□ No 

□ Your  spouse 

I I Social  worker 
I I Friend 
I I Other 

I I In  writing 


24.  Have  you  heard  the  terms  advance  directives  or  living  will  as  it  relates  to  medical 
care? 

I I Yes  EH  No 

25.  If  you  answered  the  above  question  yes,  how  did  you  come  to  know  about  advanced 
directives  or  living  wills?  Check  as  many  as  you  want. 


Radio 

Television 

N ewspaper/magazine 
Family  member 
Friend 


Physician 
Lawyer 
Clergyman 
Social  worker 
Other 


26.  If  you  answered  “yes”  to  question  number  24,  check  one  of  the  following  that  best 
describes  your  understanding  of  advanced  directives  or  living  wills. 

EH  Heard  about  them  but  do  not  understand. 

EH  I understand  about  them  somewhat. 

EH  I have  good  knowledge  of  them. 

27.  If  you  answered  “no”  to  question  number  24,  would  you  like  to  know  more  about 
what  these  terms  mean? 


EH  Yes 


□ No 


28.  Do  you  know  you  have  the  legal  right  to  refuse  or  to  accept  any  treatment  offered 
you  in  your  medical  care? 

□ Yes  □ No 

29.  Do  you  know  you  have  the  legal  right  to  determine  what  kind  of  medical  care 
you  would  accept  or  refuse  before  you  become  seriously  ill? 

□ Yes  □ No 

30.  Would  you  like  to  prepare  written  instructions  in  advance  as  to  the  type  of  care 
you  would  want  to  receive  should  you  become  seriously  ill? 

EH  Yes  EH  No 

31.  If  you  answered  “no”  to  question  number  30,  whom  would  you  want  to  make 
medical  decisions  for  you  if  you  were  unable  to  make  them  for  yourself. 

EH  Doctor  EH  Lawyer 

EH  Family  EH  Clergyman  or  minister 

EH  Doctor  and  family  EH  Other 

EH  Friend 


counseling  about  advance  direc- 
tives. The  authors  reported  that 
counseled  patients  were  3.5  times 
more  likely  to  have  executed  a 
prior  advance  directive  than  were 
subjects  not  counseled.  Eighty- 
nine  percent  ot  counseling  was 
performed  by  someone  other  than 
a physician. 

Several  reasons  may  be  offered 
to  explain  why  such  a low  percen- 
tage of  our  patients  had  a good 
understanding  of  advance  direc- 
tives and  an  even  lower  percen- 
tage executed  advance  directives 
(Table  6).  It  should  be  noted  that 
our  specialized  clinic  for  care  of 
HIV-positive  patients  became 
operational  in  1989  and  it  was  not 
until  two  years  later  that  New 
Jersey  enacted  a law  providing 
legal  standing  for  advance  direc- 
tives. During  that  two-year  time 
period,  no  systematic  program  of 
education  and  counseling  in  the 
area  of  advance  directives  was  in 
place  in  our  specialized  clinic. 
Most  of  our  patients  received  in- 
formation about  advance  direc- 
tives from  family,  friends,  and 
media.  The  results  of  this  study 
make  clear  the  need  to  institute 
a program  of  education  and  as- 
sistance for  those  desiring  to 
know  more  about  this  subject. 
However,  it  remains  to  be  seen 
whether  the  institution  of  such  a 
program  results  in  better  under- 
standing and  utilization  of  ad- 
vance directives  by  our  patient 
group.  ■ 
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Commentary.  When  a serious 
illness  occurs,  we  are  forced  to 
think  about  how  vigorously  ther- 
apeutic modalities  ought  to  be 
applied.  If  cure  is  an  achievable 
outcome  most  of  us  would  prefer 
to  go  “all  out”  to  regain  health 
and  a productive  existence.  But 
if  the  goal  is  palliation,  we  then 
are  compelled  to  face  the  issue 
of  how  and  under  what  circum- 
stances medical  care  decisions 
may  be  made. 


In  this  article,  few  patients 
with  a serious  incurable  disorder 
(in  this  case  AIDS  but  it  could 
be  cancer  or  heart  disease)  in- 
itially thought  about  these  mat- 
ters, and  many  fewer  showed  any 
familiarity  regarding  the  role  of 
advance  directives  in  this  con- 
text. Not  until  health  care 
professionals  took  the  initiative 
to  help  those  patients  confront 
the  issue  did  it  become  apparent 
how  most  would  proceed,  and 
that  they  had  even  given  any 
thought  to  the  matter. 

This  emphasizes  the  need  for 
physicians  and  other  relevant 
health  care  providers  to  remain 
sensitive  to  patients’  wishes 
when  planning  long-term  care. 
When  realistic  alternatives  exist, 
it  is  essential  to  involve  the  pa- 
tient in  the  decision-making 
process.  Albeit  important,  ad- 
vance directives  are  only  part  of 
this  process.  □ Alan  J.  Lippman, 
MD 
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Some  of  the  finest 
medical  specialists 
in  New  Jersey 
work  in  our 
lending  department 

But  they  specialize  in  treating  doctors,  not  patients. 

In  fact,  our  Medical  Banking  Group  has  effectively  treated 
New  Jersey  physicians  to  well  over  $110  million  in  loans 
and  leases  for  starting  or  expanding  private  practices 
(part  of  a healthy  $512  million  we've  invested  in  the 
health  care  industry). 

And  along  with  the  money  it  takes  to  afford  those 
practices,  our  Medical  Banking  Group  has  been  providing 
the  financial  advice  it  takes  to  run  them.  Successfully. 

If  that’s  the  way  you’d  like  your  practice  to  run,  call 
Tom  Ferris  at  1-201-646-5858,  or  Norm  Buttaci  at 
1-609-987-3561. 
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Salmonella  abscess 
in  an  ovarian 
endometrioma 

Ekkehard  Kemmann,  MD 
Lorraine  Cummins,  MD 
Herbert  Dietzel,  MD 


The  authors  present  a patient  with  an  abscess  due  to 
Salmonella  in  an  ovarian  endometrioma.  The  apparent 
inoculation  occurred  nine  months  before  surgery.  This  patient 
had  no  signs  of  active  infection;  her  symptoms  suggested 
endometriosis  only. 


An  ovarian  abscess  is  de- 
fined as  an  infection  of 
the  ovary  without  tubal 
involvement,  in  con- 
tradistinction to  a tubo-ovarian 
abscess.1  The  former  is  a direct, 
lymphatic,  or  hematogenous  in- 
fection while  the  latter  ascends 
through  the  mullerian  system.2  In 
1985,  when  Wetchler  and  Dunn 
reviewed  reports  of  120  patients 
with  ovarian  abscess  formation, 
they  did  not  find  an  associated 
endometrioma  in  any  patients.2 
Since  then,  2 patients  were  re- 
ported with  abscess  formation  in 
an  endometrioma.34  Our  case  re- 
port expands  on  this  interesting 
condition. 

CASE  REPORT 

A 26-year-old  nullipara  was  ad- 
mitted to  the  hospital  in  March 
1992,  to  the  same-day  surgical 
unit  with  the  diagnosis  of  a left 
adnexal  mass,  presumed  to  be  an 
endometrioma.  She  had  under- 
gone a laparotomy  in  March  1988 
for  pelvic  pain  and  dysmenorrhea 
and  was  found  to  have  a right 
ovarian  endometrioma  (6  cm  in 
diameter);  it  was  resected  along 
with  an  appendectomy.  She  re- 
ceived danazol  therapy  for  nine 
months  with  relief  of  pain.  Pelvic 
pain  recurred  in  March  1991,  and 


increased  over  time  with  symp- 
toms most  severe  at  the  time  of 
menses.  In  September  1991,  a left 
adnexal  mass  was  found  and  con- 
firmed by  sonography  (10.8  cm  in 
diameter),  containing  some  septa- 
tion  and  diffuse  internal  echoes. 
A CA  125  level  was  mildly  ele- 
vated at  49  U/ml.  The  patient  was 
considered  to  have  endometriosis 
with  endometrioma  formation. 
She  was  placed  on  suppressive 
therapy,  3.75  mg  leuprolide 
acetate  monthly,  to  be  followed 
by  laparoscopic  surgery. 

The  patient  has  regular  cyclic 
menses  every  28  days  and  used 
barrier  contraception.  She  denied 
history  of  pelvic  inflammatory  dis- 
ease. Her  annual  Papanicolaou 
stains  were  reported  to  be 
normal.  A Chlamydia  antibody 
test  was  negative. 

In  May  1991,  she  vacationed  in 
Mexico.  Upon  returning  home, 
she  experienced  diarrhea  for  two 
months  accompanied  by  intermit- 
tent fever  and  received  cefaclor 
(Ceclor®)  for  presumed  sinusitis. 
Not  feeling  better,  she  saw  an 
infectious  disease  specialist  who 
diagnosed  mycoplasma  pneumo- 
nia and  prescribed  erythromycin. 
The  workup  for  the  fever  in- 
cluded cultures  from  stool  and 
blood,  which  were  negative. 


Abdomino-pelvic  examination 
showed  no  abdominal  tenderness 
or  guarding  and  a left  pelvic 
adnexal  mass,  nontender  and 
somewhat  mobile;  its  largest  di- 
ameter measured  by  sonography 
was  7 cm,  somewhat  smaller  than 
noted  five  months  earlier.  The 
uterus  was  of  normal  size  and 
was  anteverted  and  mobile;  the 
right  adnexa  were  not  palpably 
enlarged  or  tender.  Rectovaginal 
examination  was  unremarkable. 
Urinalysis  and  complete  blood 
counts  were  within  normal  limits. 

At  laparoscopy,  the  left  ovary 
contained  a cyst  of  7 cm  in  largest 
diameter;  otherwise,  the  ovary 
was  mobile  and  free  of  adhesions. 
Both  fallopian  tubes  had  normal 
appearances  with  free  fimbriated 
ends.  Tubal  patency  was  demon- 
strated by  transcervical  dye  injec- 
tion bilaterally.  Scattered  powder 
bum  spots  of  endometriosis  were 
noted  in  the  cul-de-sac  and  on  the 
posterior  broad  ligaments.  The 
right  ovary  contained  a small  en- 
dometrioma of  less  than  2 cm  in 
diameter.  The  aspirate  of  the  left 
ovarian  cyst  appeared  purulent. 
The  aspirate  was  sent  for  culture, 
and  antibotic  coverage  with  gen- 
tamicin (Garamycin®)  and 
cefazolin  (Ancef®)  was  instituted. 
An  attempt  to  resect  the  cyst 
through  laparoscopy  failed  due  to 
the  inability  to  establish  a dissec- 
tion plane  between  the  abscess 
wall  and  the  remainder  of  the 
ovary.  Laparotomy  was  necessary 
to  resect  the  abscess  and  conserve 
the  remaining  part  of  the  ovary. 
In  addition,  the  endometrioma  of 
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the  right  ovary  was  removed,  and 
powder  burn  spots  of  en- 
dometriosis were  cauterized.  The 
postoperative  recovery  was  un- 
eventful. 

The  culture  of  the  aspirate  re- 
vealed Salmonella;  the  antibiotic 
regimen  was  changed  to  cipro- 
floxacin (Cipro®)  for  14  days.  The 
attempt  to  type  the  Salmonella 
species  was  not  successful.  The 
pathology  report  revealed  an 
ovarian  cyst  with  endometriosis 
and  chronic  oophoritis. 

DISCUSSION 

A young  woman  with  a history 
of  endometriosis  developed  an 
adnexal  mass  shown  to  be  an  en- 
dometrioma  with  Salmonella  ab- 
scess formation.  The  initial  infec- 
tion apparently  had  occurred  nine 
months  before  and,  although  she 
was  symptomatic  at  that  time,  the 
abscess  was  not  diagnosed  until 
surgery.  The  use  of  antibiotics  for 
other  presumed  illnesses  may 
have  attenuated  the  Salmonella 
infection,  so  eventually  only  its 
hematogenous  extension  to  the 
endometriosis  of  the  ovary  re- 
sulted in  a contained  abscess 
formation. 

Abscess  formation  in  an  en- 
dometrioma  has  been  ascribed  to 
direct  contamination  by  fine-nee- 
dle aspiration,5  to  hematogenous 
spread  of  bacteria  from  a urinary 
tract  infection,1  and  to  association 
with  a gastrointestinal  Salmonella 
infection.34  Our  patient  appears 
to  be  the  third  patient  reported 
with  a Salmonella- infected  ab- 
scess in  an  ovarian  endometrioma. 

On  rare  occasion,  Salmonella 
infections  lead  to  bacteremia  with 
resulting  distant  focal  abscess 
formation.  Approximately  35 
cases  have  been  reported  in 
which  Salmonella  infections  were 
described  in  the  ovaries.6  A re- 
view by  Evans-Jones  and  French 
of  23  cases  covering  the  literature 
between  1893  and  1971  indicated 
a number  of  remarkable  features: 
the  time  delay  between  Salmo- 
nella infection  and  ovarian 
abscess  detection  was  quite  vari- 
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able,  with  reported  intervals  of 
four  weeks  to  35  years;  in  almost 
all  cases  there  were  pre-existing 
lesions  in  the  affected  ovary,  typi- 
cally a dermoid  or  a cystadenoma; 
and  there  was  a unilateral  adnexal 
mass  in  a patient  who  could  be 
asymptomatic  or  acutely  ill, 
febrile,  and  toxic.7 

In  contrast  to  the  other  two 
patients  with  Salmonella- infected 
endometriomas,  our  patient  was 
afebrile  and  relatively  asymp- 
tomatic, and  exhibited  no  leuko- 
cytosis. Pelvic  and  sonographic 
examination  suggested  an  en- 
dometrioma, and  the  presence  of 
pus  in  the  lesion  at  surgery  was 
a surprise.  As  in  other  patients 
with  Salmonella  abscess,  a history 
of  gastroenteritis  was  apparent.  In 
this  patient,  such  symptoms  oc- 
curred nine  months  prior  to 
surgery.  It  was  possible  to  remove 
the  abscess  from  the  ovary  with- 
out total  loss  of  the  ovary. 

Laparoscopic  surgery  is  in- 
creasingly utilized  to  evaluate  and 
to  treat  ovarian  lesions.  Surgeons 
need  to  be  familiar  with  situations 
that  may  be  encountered  infre- 
quently when  ovarian  cysts  are  to 
be  aspirated  or  resected.  Salmo- 
nella infected  endometriomas  can 
complicate  the  treatment  of  a pa- 
tient whose  symptoms  of  pelvic 
discomfort  are  assumed  due  to 
endometriosis  alone.  Ovarian 
salvage  should  be  attempted, 
especially  in  younger  women.  I 
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■ Continuance  of  coverage  for  retirees,  widows  and  widowers 
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Stephen  A.  Anish,  MD 


Case  report: 
Possible  Lyme 
endocarditis 


A 56-year-old  male  presented  with  clinical  and  serological  data 
suggestive  of  Lyme  disease.  The  patient  was  found  to  have 
an  aortic  valvular  vegetation  by  transesophageal 
echocardiography.  This  report  represents  the  first  case  of 
Lyme  disease  with  possible  valvular  involvement. 


Lyme  disease,  an  inflam- 
matory disorder  involv- 
ing the  skin,  joints, 
nervous  system,  and 
heart,  caused  by  the  spirochete, 
Borrelia  burgdorferi,  is  trans- 
mitted by  the  bite  of  the  tick  Ix- 
odes dammini.1  Fewer  than  8 per- 
cent of  reported  cases  develop 
cardiac  manifestations.2  The  most 
frequent  cardiac  findings  are 
varying  degrees  of  A-V  block; 
however,  more  diffuse  involve- 
ment including  myopericarditis, 
left  ventricular  dysfunction, 
cardiomegaly,  and  pericarditis 
have  been  described.3  Lyme 
carditis  is  caused  by  direct  in- 
vasion of  the  myocardium  by  the 
spirochete.  No  case  of  Borrelia 
endocarditis  has  been  reported. 
This  article  describes  a possible 
association  of  Lyme  disease  with 
aortic  valve  vegetation. 

CASE  REPORT 

A 56-year-old  male  noted  three 
weeks  of  fever,  myalgias,  weight 
loss,  headaches,  and  weakness  in 
early  summer.  His  temperature 
reached  101°F  nightly  with 
drenching  sweats.  He  had 
generalized  weakness;  myalgias 
were  confined  to  the  calves  and 
shoulders.  He  lost  12  pounds  in 
the  three  weeks.  In  the  previous 


year,  he  had  an  apical  tooth 
abscess  treated  with  drainage  and 
antibiotics,  and  a transurethral 
prostatectomy  (TURP)  for  benign 
prostatic  hypertrophy  compli- 
cated by  postoperative  bleeding. 
A workup  revealed  von  Will- 
ebrand’s  disease. 

One  month  prior  to  the  onset 
of  illness,  the  patient  noted  a 
coin-like  lesion  on  the  back  of  his 
knee  along  with  the  onset  of  a 
facial  flush.  No  tick  was  re- 
covered. The  rash  lasted  two 
weeks  and  gradually  faded.  The 
patient  lives  with  five  outdoor, 
freely  roaming  cats  in  an  endemic 
area  for  Borrelia  infections. 

Initial  laboratory  values  were 
obtained  by  the  referring  physi- 
cian: white  blood  count  (WBC) 
was  12,900/mm3;  hemoglobin  was 
12.8  g/dl;  HCT  was  39.1%;  and 
Borrelia  antibody  titer  by  EIA 
was  0.39  (normal  is  0.8).  One 
week  later,  laboratory  reports 
noted:  WBC  was  19,000/mm3; 
HGB  was  11.4  g/dl;  HCT  was 
33.1%;  Wintrobe  ESR  was  28 
mm/hr;  and  cytomegalovirus 
(CMV),  veneral  disease  research 
laboratory  (VDRL)  values,  cold 
agglutinis,  chest  x-ray,  and  Ep- 
stein-Barr  virus  titers  were  nega- 
tive. His  symptoms  exacerbated; 
he  had  severe  headaches  and  was 


referred  for  further  workup.  The 
patient  was  unable  to  work.  The 
myalgias  were  severe  and  accom- 
panied by  arthralgias  of  the  knees 
and  shoulders.  With  a fever  of 
102°F,  the  patient  was  hospital- 
ized. Physical  examination  dem- 
onstrated muscle  and  joint  ab- 
normalities. There  was  no  evi- 
dence of  rash.  Cardiac  examina- 
tion revealed  a short  systolic 
murmur  at  the  fourth  right  in- 
tercostal space  grade  1/4  with  no 
radiation.  There  was  no  gallop  or 
rub  or  evidence  of  cardiomegaly. 
The  lungs  were  clear.  The  liver 
and  spleen  were  not  palpable. 
Weakness  of  the  shoulder  and 
knee  musculature  were  graded  as 
2 + /4  + . No  cranial  nerve  ab- 
normalities were  noted.  On  rectal 
examination,  his  prostatic  bed  was 
smooth  and  nontender  and  no 
nodules  were  found.  Stool  was 
negative  for  occult  blood.  Tests 
for  CMV,  Epstein-Barr  virus, 
VDRL,  hepatitis  A and  B, 
chlamydia,  and  mycoplasma  were 
negative.  Six  blood  cultures  were 
reported  as  negative  for  aerobic 
and  anerobic  growth  after  six 
weeks.  To  uncover  a source  of  the 
patient’s  fever,  a transthoracic 
echocardiogram  was  performed 
and  reported  as  no  vegetations. 
Computed  tomography  (CT)  scan 
of  the  pelvis  demonstrated  no  ab- 
normal pelvic  collections  or 
abscess  formation.  Bone  scan  and 
gallium  scans  were  nondiagnostic. 
Bone  marrow  examination 
showed  hypercellularity  with 
normal  cellular  maturation  of  all 
elements  and  normal  iron  stores; 
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Figure.  Transesophageal  echocardiogram  demonstrated  an  echodensity  in  the 
outflow  tract  attached  to  the  left  aortic  cusp  (x).  LMCA  = Left  main  coronary 
artery 


no  granuloma  was  seen.  Rheuma- 
toid factor  and  anti-DNA  anti- 
body were  not  detected.  Repeat 
Lyme  titers  EIA  were  1.10;  one 
week  later,  repeat  Lyme  titers 
EIA  were  1.22.  Because  of  the 
persistent  systolic  murmur,  a 
transesophageal  echocardiogram 
was  performed  and  demonstrated 
an  echodensity  in  the  outflow 
tract  attached  to  the  left  aortic 
cusp  (Figure)  measuring  0.5  cm  in 
diameter.  An  echocardiogram 
after  two  weeks  of  therapy  dem- 
onstrated a same-sized  lesion. 
Holter  monitoring  for  24  hours 
showed  a few  unsustained  bursts 
of  supraventricular  tachycardia; 
no  heart  block  was  noted.  Multi- 
ple gated  analysis  scan  dem- 
onstrated a 62  percent  ejection 
fraction.  Sedimentation  rate  was 
124/hr,  110/hr,  104/hr.  Dental  x- 
rays  did  not  reveal  occult 
abscesses. 

During  his  early  hospital  stay, 
the  patient  was  treated  for  five 
days  with  intravenous  penicillin 
and  gentamicin  for  suspected 
bacterial  endocarditis.  His 
symptoms  of  fever,  anorexia, 
headache,  myalgias,  and  malar 
rash  diminished  moderately.  With 
the  return  of  two  elevated  Bor- 


relia  antibody  titers  by  the  same 
laboratory,  the  patient  was 
switched  to  intravenous  ceftriax- 
one 2 mg  daily.  Within  48  hours, 
all  his  symptoms  cleared  except 
the  myalgias,  which  took  10  days 
to  disappear.  The  patient  began  to 
eat  well  and  gained  weight.  After 
14  days  on  intravenous  therapy, 
he  was  switched  to  oral  dox- 
ycyline  100  mg  two  times  a day. 
He  was  observed  for  an  additional 
2 days  and  discharged.  On  return 
followup,  1,  3,  and  12  weeks  later, 
he  reported  no  recurrence  of 
symptoms.  Oral  doxycyline  was 
discontinued  after  30  days.  Three 
months  later,  the  patient  was  ad- 
mitted to  the  hospital  but  this 
time  he  had  lost  80  percent  of  his 
vision  in  the  right  eye.  Serum 
Western  Blot  immunoglobulin  G 
(IGG)  was  positive  for  P-41  band. 
His  spinal  fluid  also  demonstrated 
antibodies  IGG  in  the  P-41  band. 
He  was  treated  for  optic  neuritis 
with  intravenous  methylpred- 
nisolone  and  intravenous 
Rocephin®.  He  recovered  most  of 
his  vision.  Doxycyline  then  was 
continued  for  three  months.  One 
year  later,  the  patient  has  had  no 
manifestations  of  Lyme  disease. 
Despite  repeated  requests,  the 


patient  refuses  further  investiga- 
tions of  his  aortic  cusp  lesion. 

COMMENT 

Lyme  disease  is  caused  by  Bor- 
relia  burgdorferi,  which  is  trans- 
mitted by  the  tick,  Ixodes  dam- 
mini,  and  is  diagnosed  by  a 
clinical  picture  supported  by 
serologic  tests.  The  infected  larval 
tick  requires  a blood  meal  from 
the  white-footed  mouse  to  reach 
nymph  stage,  and  then  it  can 
transmit  the  organism  to  the 
alternative  host,  man.  Household 
pets  can  transmit  the  Ixodes 
tick.4'6  Early  infection  (stage  1)  is 
characterized  by  the  rash  of 
erythema  migrans,  fever,  head- 
ache, and  lymphadenopathy. 
Stage  2 notes  the  dissemination  of 
the  organism  and  is  characterized 
by  secondary  annular  lesions, 
severe  headache,  and  migratory 
joint  pain.  Patients  often  have 
profound  malaise,  fatigue,  and 
fever.  Within  weeks  to  months, 
15  to  20  percent  of  patients  de- 
velop neurologic  involvement,  8 
percent  of  patients  develop 
cardiac  involvement,  and  30  to  50 
percent  of  patients  develop 
arthritis.  Stage  3 is  associated 
with  chronic  arthritis  and  appears 
two  to  three  years  after  the  initial 
tick  bite.  Antibodies  to  the  or- 
ganism can  be  documented  by 
using  the  ELISA  method.7'9  Since 
antigen  is  not  standardized,  re- 
sults must  be  considered  within 
the  context  of  the  clinical  picture. 
False  positive  results  may  occur 
with  systemic  lupus  erythema- 
tosis,  rheumatoid  arthritis,  and 
other  spirochetal  diseases,  e.g. 
syphilis. 

The  clinical  impression  was 
that  this  patient  harbored  an  oc- 
cult bacterial  infection — probably 
endocarditis  or  a periprostatic 
abscess.  Bacterial  cultures  were 
negative.  Routine  radiographic 
findings  were  normal.  Because  of 
his  early  rash  and  presenting 
symptoms,  Borrelia  antibody 
titers  were  drawn.  Positive  titers 
and  no  evidence  of  disease  that 
crossreact  with  the  test  proved 
this  to  be  Lyme  disease. 
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Cardiac  involvement  with 
Lyme  disease  has  been  reported 
in  8 percent  of  cases  in  an 
epidemiologic  study  conducted  in 
Connecticut.10  The  most  common 
findings  were  varying  degrees  of 
atrioventricular  block.  A less  com- 
mon finding  was  more  diffuse 
cardiac  involvement.  Myocarditis 
and  endomyocarditis  as  verified 
by  endomyocardial  biopsy  (re- 
fused by  our  patient)  have  been 
reported.11'13  Endocardial  inflam- 
mation also  has  been  reported.14 
Syphilis  rarely  is  a primary  cause 
of  endocarditis,  but  contiguous 
spread  of  syphilitic  aortic  lesions 
can  occur.  Review  of  the  litera- 
ture did  not  reveal  syphilitic 
aortic  vegetations  as  demon- 
strated in  this  patient. 

Transesophageal  echocardio- 
graphic  approach  uncovered 
occult  vegetations  that  were 
unrecognized  by  the  standard 
transthoracic  approach.15'13  Be- 
cause of  the  patient’s  murmur, 
this  relatively  new  procedure  was 
enlisted  and  revealed  a vegetation 
on  the  left  aortic  cusp.  It  can  be 
assumed  that  the  murmur  was  a 
manifestation  of  direct  Lyme  in- 
fection; full  proof  would  have  en- 
tailed biopsy  of  the  lesion.  On  the 
other  hand,  the  possibility  of  two 
separate  diseases  is  very  remote. 
This  case,  therefore,  demonstrates 
clinical,  serologic,  radiographic, 
and  treatment  response  com- 
patible with  Lyme  disease.  This 
may  be  the  first  reported 
evidence  of  valvular  involvement. 

SUMMARY 

This  patient  represents  a 
clinically  and  serologically  con- 
firmed case  of  Lyme  disease.  He 
presented  with  classical  features 
of  rash,  fever,  headaches, 
arthralgias,  myalgias,  and  lethargy 
while  residing  in  an  endemic 
area.  Multiple  blood  cultures,  CT 
scans,  and  gallium  and  bone  scans 
were  negative.  Investigation  ol 
the  murmur  with  transthoracic 
echocardiogram  was  unrevealing. 
Transesophageal  echocardiogram 
demonstrated  an  aortic  vegeta- 
tion. Supportive  serology  and 


response  to  treatment  confirmed 
the  diagnosis.  Tissue  study  was 
unavailable  due  to  patient 
preference.  Followup  admission 
verified  central  nervous  system 
Lyme  involvement.  Thus,  this 
case  represents  the  first  case  of 
Lyme  disease  with  possible  valvu- 
lar involvement.  H 

Editor's  note.  The  association 
of  Lyme  disease  and  endocar- 
ditis is  suggested,  but  not 
proved,  in  this  patient  because  of 
his  refusal  to  allow  cardiac 
biopsy.  Nevertheless,  the  case 
report  should  alert  other  in- 
vestigators. 
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Laboratory  improvement: 

The  dirty  dozen 
for  OSHA 

Kathleen  Voldish,  CLA  (ASCP) 


Safety  practices  are  a necessary  part  of  the  physician  office 
laboratory  operation.  The  Occupational  Safety  and  Health 
Administration  (OSHA)  inspects  office  laboratories  constantly 
and  a physician  must  be  aware  of  the  condition  of  the 
laboratory  at  all  times. 


The  Occupational  Safety 
and  Health  Adminis- 
tration’s (OSHA)  blood- 
borne  pathogen  standard 
has  been  in  effect  for  more  than 
a year;  it  has  been  two  years  since 
the  implementation  of  the  oc- 
cupational exposure  standard. 
OS HA’s  hazardous  communica- 
tion standard  has  been  law  since 
1987.  The  bloodbome  standard, 
with  the  possibility  of  inspection 
and  costly  fines,  made  the 
medical  profession  take  a careful 
look  at  these  standards.  This 
article  outlines  the  12  most  com- 
mon OSHA  mistakes  in  a physi- 
cian’s office.  OSHA  compliance  is 
an  ongoing  process.  An  initial  at- 
tempt to  meet  the  regulations  is 
not  enough  to  keep  a physician’s 
office  in  continuous  compliance. 
OSHA  inspects  offices  constantly 
and  physicians  must  be  aware  of 
the  condition  of  their  offices  and 
laboratories  at  all  times. 

THE  TWELVE  VIOLATIONS 

1.  Lack  of  written  hazard  com- 
munication policy  (1910.1200). 
The  hazard  communication  stan- 
dard covers  all  types  of  work  sites, 
and  requires  a written  hazard 
communication  plan  or  standard 
operating  procedure  policy.  Often 
a physician  addresses  only  the 


bloodbome  standard.  OSHA  in- 
spects for  all  OSHA  regulations 
that  apply  to  the  office  laboratory. 

2.  No  written  exposure  control 
plan  (1910.1450).  The  occupa- 
tional exposure  standard  applies 
to  chemicals  and  chemical  safety 
and  covers  any  type  or  size 
laboratory.  The  exposure  control 
plan  often  is  similar  to  that  of  the 
standard  operating  procedures.  If 
a physician  has  a standard  operat- 
ing procedure  plan,  he  may  need 
only  to  make  additions.  OSHA 
demands  compliance  with  all 
OSHA  regulations. 

3.  No  material  safety  data 
sheets  (MSDSs)  (1910.1200). 
Under  the  hazardous  communica- 
tion standard  and  the  occupa- 
tional exposure  standard,  a physi- 
cian must  have  MSDSs  for  all 
chemicals.  Most  Food  and  Drug 
Administration  (FDA)-cleared 
medications,  common  household 
cleaning  products,  and  personal 
hygiene  products  are  exempt 
from  this  list.  If  a physician  has 
alcohol,  Betadine®,  or  formalin  in 
the  office/laboratory,  an  MSDS  is 
necessary.  Responsibilities  in- 
clude obtaining  MSDSs,  placing 
MSDSs  in  a file  or  notebook  ac- 
cessible to  all  employees,  index- 
ing and  reviewing  the  forms  each 
year,  and  teaching  or  training 


employees  to  read  and  use 
MSDSs. 

4.  Failure  to  use  chemical 
labels  (1910.1200)  or  biohazard 
labels  (1910.1030).  If  a chemical 
is  not  in  a container  labeled  by 
the  manufacturer,  and  is  not  used 
and  discarded  during  the  day,  the 
physician  must  use  the  MSDS  for 
that  product  and  properly  label 
the  container.  Writing  the  name 
of  the  chemical  on  the  container 
is  not  sufficient.  The  physician 
must  use  a hazardous  material 
identification  guide  label.  Em- 
ployees must  be  taught  to  read 
the  number  and  color-coded 
labels.  Biohazard  labels  must  be 
placed  on  infectious  and  regu- 
lated waste  containers,  sharps 
containers,  contaminated  labora- 
tory bins,  refrigerators/ffeezers 
that  store  blood  or  blood  prod- 
ucts, equipment  that  can  be  con- 
taminated, and  work  areas  fre- 
quently contaminated.  Many  of- 
fices make  the  mistake  of  putting 
biohazard  labels  on  chemical  con- 
tainers. 

5.  Lack  of  chemical  safety 
training.  Many  physicians  provide 
staff  training  for  the  bloodbome 
standard.  The  occupational  ex- 
posure standard  and  hazardous 
communication  standard  require 
training  covering  the  contents  of 
the  standards  and  how  they  apply 
to  the  office.  If  a physician  has 
any  chemicals  in  the  workplace 
and  the  employees  have  not  been 
provided  with  chemical  safety 
training  as  part  of  the  OSHA  pro- 
gram, the  training  is  considered 
inadequate.  OSHA  will  inspect  all 
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standards  that  apply  to  the  office 
laboratory. 

6.  Lack  of  a detailed  exposure 
control  plan.  This  is  the  written 
plan  required  by  the  bloodborne 
standard.  There  is  no  required 
length  for  the  plan  but  there  is 
required  information  that  must  be 
documented. 

7.  Lack  of  appropriate  or 
unmaintained  personal  protective 
equipment  (PPE)  for  employees 
with  potential  exposure 
(1910.1030).  An  employer  must 
provide,  inspect,  and  maintain  all 
PPE.  The  laboratory  is  in  viola- 
tion if  the  laboratory  technician 
takes  a soiled  laboratory  coat 
home  to  launder;  if  gloves  do  not 
fit  the  employee;  if  goggles  and 
face  shields  are  not  available  if 
splashes  occur;  or  if  the 
laboratory  coat  is  inappropriate 
for  the  task. 

8.  Undocumented  biohazard 
safety  training.  Most  doctors  and 
hospitals  provided  training  for  of- 
fice staff  when  the  bloodborne 
standard  went  into  effect. 
Followup  safety  training  must  be 
provided  and  documented  every 
year.  New  employees  must  be 


given  safety  training  before  work- 
ing on  assignments  involving 
possible  exposure.  This  training 
must  be  documented;  it  must  in- 
clude the  contents  of  the  pro- 
gram, date,  name  of  employee, 
name  of  the  person  providing 
training,  and  name  of  employer. 

9.  Inadequate  eye  wash  stations 
(1910.151).  Eye  wash  stations 
must  be  located  in  or  near  an  area 
where  a chemical  or  infectious 
material  exposure  can  occur. 
Personnel  should  be  able  to  flush 
both  eyes  with  cold  water  for  up 
to  15  minutes.  The  eye  wash 
should  squirt  at  an  angle  for  easy 
use.  The  function  of  the  eye  wash 
must  be  checked  and  documented 
periodically. 

10.  Undocumented  paperwork 
for  accidents  and  exposures 
(1910.20).  There  must  be  written 
protocol  and  forms  for  reporting 
accidents.  Employees  should  be 
aware  of  the  protocols  and  trained 
in  the  followup  procedures.  If  an 
office  has  more  than  ten 
employees,  an  OSHA  200  form 
must  be  available  for  employees. 

11.  Lack  of  fire  and  electrical 
safety  procedures.  All  offices 


should  have  a fire  evacuation 
plan,  exit  signs,  and  fire  ex- 
tinguishers. Electrical  wires 
should  not  be  near  the  sink  and 
should  not  be  overloaded  or 
frayed.  Diagnostic  equipment 
should  be  connected  to  a surge 
protector.  Most  laboratory  safety 
manuals  have  the  necessary 
guidelines. 

12.  OSHA  poster  not  displayed 
(1903.2A1).  The  OSHA  poster 
(#2203)  is  available  from  your 
local  OSHA  office  and  it  must  be 
hung  in  an  area  where  it  will  be 
visible  to  all  employees. 

CONCLUSION 

It  has  been  a year  since  the 
bloodborne  standard  was  put  into 
effect.  OSHA  cannot  be  forgotten 
or  ignored.  Human  health  is 
priceless  and  safety  practices  are 
a necessary  part  of  the  physician 
office  laboratory  operation.  I 

Ms.  Voldish  is  director,  POL  Consul- 
tants. The  paper  was  submitted  in 
February  1993  and  accepted  in  March 
1993.  Address  reprint  requests  to  Ms. 
Voldish,  POL  Consultants,  1150  Con- 
cord Drive,  Haddonfield,  NJ  08033. 
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Crisis  intervention 
on  a house  call: 

A family  doctor  s way 

Morris  Soled,  MD 


Having  made  over  50,000  house  calls  during  his  lengthy  career, 
the  author  writes  of  a special  house  call.  The  author  uses  this 
house  call  as  a learning  experience  by  relating  the  events  that 
took  place  during  the  house  call.  The  lesson  to  learn  is  that 
the  physician  can  heal  a patient  in  many  ways. 


After  the  first  50,000 
house  calls  most  of  them 
were  familiar  situations. 
Shall  I tell  you  about  the 
house  call  that  was  different? 

I walked  into  the  tenement 
apartment.  The  short,  stocky 
mother  grabbed  my  right  coat 
sleeve,  shook  my  arm  without 
mercy,  and  shouted,  “Doctor, 
give  her  a shot  of  penicillin.”  I 
had  no  time  to  say  hello  or  put 
down  my  black  bag. 

Behind  her,  in  the  kitchen 
where  I stood,  were  her  husband, 
a teenage  daughter  who  was  not 
the  patient,  and  a young  man. 
They  had  watched  my  entrance 
into  the  hallway  with  their  backs 
at  the  far  wall,  seated  across  the 
kitchen  table  from  me,  while  the 
mother  of  the  house  jousted  with 
my  arm.  A close-knit  family  of 
Italian  ancestry,  with  immigrant 
parents  and  American-born  chil- 
dren, who  were  trying  to  cope 
with  something— as  yet  I knew 
not  what — and  had  called  an  un- 
familiar doctor  who  made  house 
calls  via  the  telephone  exchange. 

Taking  off  my  coat,  I dis- 
covered that  the  patient  was  the 
older  woman’s  18-year-old  daugh- 
ter who  was  in  the  bedroom.  I 
could  see  her  lying  fully  dressed 
on  her  bed.  The  problem,  it 


evolved,  was  her  refusal  to  get  out 
of  bed  since  the  previous  day. 
During  the  past  24  hours,  she  lay 
there  crying,  in  obvious  emotional 
distress  to  the  point  of  driving  the 
family  to  desperation.  Ignoring 
more  commands  to  give  an  injec- 
tion, I walked  into  the  patient’s 
bedroom  and  shut  the  door  com- 
pletely so  that  we  could  talk  in 
private. 

She  was  talkative  within  her 
tearful  agitation.  She  had  planned 
all  year  to  go  to  Florida  with  her 
girlfriend  during  the  two  weeks 
vacation  from  her  job.  In  Florida, 
it  rained  and  they  did  not  meet 
anyone  interesting.  The  vacation 
was  a social  flop,  and,  most  pain- 
fully, the  two  began  quarreling. 
Nothing  like  this  had  ever  been 
so  painful  in  her  young  life.  She 
had  lost  her  best  friend,  it 
seemed,  as  well  as  the  vacation 
for  which  she  planned. 

Standing  at  the  foot  of  her  bed, 
1 listened  without  interruption 
until  she  had  talked  herself  out. 
No  physical  examination,  not 
even  taking  her  pulse  or  blood 
pressure — just  standing  there, 
listening. 

After  15  seconds  of  silence,  to 
show  that  I was  in  no  hurry,  and 
not  “pushing  the  conversation,  I 
asked  her  in  an  interested  but 


calm  voice,  "Do  you  know  what 
you  should  do?” 

“What?”  she  answered  quickly, 
telling  me  what  I wanted  to 
know — she  was  not  withdrawn. 

“You  should  stay  in  bed,  I said 
calmly — and  waited. 

“But  I don’t  want  to  stay  in 
bed,”  she  responded  quickly,  as 
she  dealt  with  my  suggestion. 

“No,”  I said,  “You  have  to  stay 
in  bed.  The  emphasis  surprised 
her.  I was  reading  her  face  as 
carefully  as  listening  for  a faint 
murmur. 

“Why?”  She  was  fully  involved 
and  reacting. 

“Because  you  have  to  show 
them  how  hurt  you  feel  over  what 
has  happened.  With  a few 
seconds  to  let  it  sink  in,  I followed 
this  interpretation  slowly  with  a 
suggestive  question:  "And  be- 

sides, what  else  can  you  do? 

She  began  to  talk  again,  as  I 
listened  without  interruption.  “I 
have  one  week  of  vacation  left. 

With  a little  help  from  me,  it 
occurred  to  her  that  she  did  not 
have  to  take  her  vacation  all  at 
once,  that  she  could  go  back  to 
work  tomorrow  and  plan  the 
second  week’s  vacation  later.  All 
was  not  lost  if  she  returned  to 
work. 

"Who  is  that  young  man  sitting 
at  the  table?”  I asked. 

“My  boyfriend. 

“Well,  he  doesn  t care  much 
about  you.” 

“Oh  yes  he  does.”  My  bold 
probe,  at  the  risk  of  offending, 
had  worked  — it  took  her  mind 
from  her  lost  girlfriend  to  the 
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reality  that  her  caring  boyfriend 
was  waiting  in  the  kitchen.  She 
had  just  said  so  herself,  with  no 
words  put  in  her  mouth.  I tilted 
her  off  center  to  thaw  out  her 
train  of  thought  from  her  fixed 
orbit  of  self-pity. 

Then,  this  girl  whom  heaven 
and  earth  would  not  budge  from 
bed,  got  up  and  pushed  open  the 
door;  I followed  her  into  the 
kitchen  where  she  walked  around 
the  table  and  sat  next  to  her 
boyfriend,  relaxed  and  silent, 
while  I stood  in  the  bedroom 
doorway. 

Outside  the  bedroom,  nothing 
had  changed.  Her  mother  de- 
manded penicillin;  penicillin  had 
both  romance-fulfilling  and  magi- 
cal powers  in  those  days  when  it 
was  the  only  home-injection  anti- 
biotic that  families  knew. 

No,  mother’s  intuition  is  not  to 
be  entirely  discounted,  just  “sup- 
plemented by  something  better. 
The  mother’s  demand  was  a plea 
that  I had  recognized  before  my 
coat  was  off. 

No  prescription  was  needed.  I 
collected  my  fee  of  $15,  the  usual 
amount  in  1972,  and  politely  took 
my  coat  and  my  leave.  Another 


20-minute  house  call,  20  years 
ago — over  50,000  house  calls  by 
now. 

Commentary.  Medical  stu- 
dents may  want  to  grasp  the 
dynamics  used  and  to  apply  such 
dynamics  to  the  next  case — doc- 
tor-to-patient  transactional  anal- 
ysis. The  doctor  listened  patiently 
until  the  patient  had  talked  her- 
self out  and  then  waited  de- 
liberately so  as  not  to  appear  hur- 
ried before  introducing  a new 
idea. 

I avoided  making  a psychoso- 
matic case  out  of  a purely  emo- 
tional reaction  to  an  unresolved 
conflict.  The  girl  was  healthy — no 
physical  examination  and  pre- 
scription. 

I avoided  open  disagreement 
with  the  mother  without  taking 
sides. 

I did  not  talk  down  to  the  pa- 
tient. I was  a confidante  to  work 
through  the  issue  together,  not  a 
lecturer.  I led  by  suggestion,  and 
response  to  suggestion.  I did  not 
use  doctor  language,  only  the  pa- 
tient’s language. 

I checked  to  see  how  de- 
pressed and  withdrawn  she  was, 
considered  that  she  might  harm 


herself,  but  quickly  noted  that  she 
was  in  good  contact  with  me  and 
vivaciously  reactive. 

I addressed  the  main  issue  first 
to  expose  the  feelings  surround- 
ing it— why  she  was  staying  in 
bed.  When  she  had  insight  she 
could  herself  deal  with  her  own 
behavior  better.  No  one  forced 
her  out  of  bed  except  her  own 
insight  to  relinquish  it. 

The  young  physician  may  enjoy 
the  story,  but  this  is  a learning 
experience.  Psychiatrists  may  see 
even  more  in  this  case,  but  the 
author  wishes  to  reach  the  gener- 
alists. ■ 

Editor's  note:  The  scientific 
and  technologic  advances  in  the 
medicine  of  today  sometimes 
blind  us  to  the  realization  that 
most  illness  is  self-limiting.  Dr. 
Soled’s  intuitive  approach,  based 
on  years  of  experience,  deserves 
more  emphasis  and  application 
by  the  modern  practitioner. 

Dr.  Soled  is  a member  of  the  Commit- 
tee on  Publication.  The  manuscript 
was  submitted  in  November  1992  and 
accepted  in  March  1993.  Address 
reprint  requests  to  Dr.  Soled,  P.O.  Box 
217,  Brick,  NJ  08723-9998. 
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ChondrosarcxDma  of  the 
cricoid:  The  role  of 
larynx  preservation 


Scott  A.  Spiro,  MD 
Steven  J.  Clark,  DMD,  MD 
Howard  M.  Berg,  MD 


Chondrosarcoma  of  the  cricoid  cartilage  historically  has  been 
treated  by  total  laryngectomy.  Recent  reports  lend  support  for 
the  role  of  local  excision.  We  present  one  case  and  discuss 
the  surgical  management  for  a 63-year-old  patient  with 
excellent  results. 


A 63-year-old  male  with  a 
history  of  heavy  cigarette 
smoking  and  moderate 
alcohol  ingestion  pre- 
sented with  cough  and  dysphagia 
of  one  year.  The  dyspnea  had 
progressed  significantly  and  was 
the  primary  reason  the  patient 
sought  medical  attention.  A head 
and  neck  examination,  including 
indirect  laryngoscopy,  revealed  a 
submucosal  mass  in  the  posterior 
aspect  of  the  subglottic  larynx. 
Workup  included  computed  to- 
mography (CT)  scan  of  the  neck 
and  direct  laryngoscopy  with 
biopsy  that  identified  the  lesion  as 
a low-grade  chondrosarcoma.  CT 
scan  (Figure  1)  revealed  no 
adenopathy  and  showed  the 
lesion  to  arise  from  the  posterior 
aspect  of  the  cricoid  cartilage. 
The  decision  to  perform  larynx- 
preservation  surgery  with  local 
resection  of  the  tumor  was 
multifactorial.  Following  trache- 
ostomy, a laryngofissure  and  an- 
terior cricoid  cartilage  split  al- 
lowed exposure  of  the  tumor.  The 
tumor  arose  from  the  posterior 
surface  of  the  cricoid  and  invaded 
it  nearly  through  to  the  hypo- 
pharynx.  There  was  submucosal 
extension  superiorly  up  to  the 
level  of  the  true  cords  (Figure  2). 
The  lesion  occluded  75  percent 


of  the  tracheal  lumen.  Resection 
was  achieved  by  a submucosal 
dissection  above  the  level  of  the 
cords.  The  lesion  was  not 
adherent  to  surrounding  struc- 
tures. Local  resection  at  the  level 
of  the  cricoid  was  performed  and 
provided  for  adequate  removal  of 
the  tumor.  Following  tumor  re- 
section, curettage  of  the  partially 
ossified  cricoid  resulted  in  a near- 
ly complete  resection  of  the 
posterior  one-third  of  the  circoid 
cartilage.  A portion  of  the  mucosa 
was  reapproximated  and  the  re- 
mainder of  submucosal  tissue  was 
left  open  to  heal  by  secondary 
intention.  The  tracheostomy  tube 
was  changed  to  a T-tube  stenting 
tracheostomy.  The  laryngeal  carti- 
lage was  reapproximated,  and  soft 
tissues  of  the  neck  were  closed  in 
layers. 

The  patient  experienced  epi- 
glottic dysfunction  and  aspiration 
on  the  first  postoperative  day  as 
a direct  result  of  the  laryngo- 
fissure incision.  The  epiglottic 
dysfunction  resolved  over  several 
days  and  the  patient  tolerated  a 
liquid  diet  without  difficulty.  He 
was  discharged  on  hospital  day  six 
with  the  tracheostomy  capped.  At 
six  weeks’  postsurgery,  he  re- 
turned for  direct  laryngoscopy 
and  decannulation.  Laryngoscopy 


revealed  normal  mucosal  surfaces 
overlying  the  cricoid  cartilage.  At 
his  six-month  followup,  the  pa- 
tient had  neither  evidence  of  re- 
currence nor  tracheal  stenosis. 
Further  followup  at  one-year 
postsurgery  revealed  no  recur- 
rence and  a normal  patent  airway 
with  normal  phonation.  Most  re- 
cently, the  patient  returned  for  an 
18-month  postoperative  visit  and 
was  in  fine  health  with  no  evi- 
dence of  disease  on  direct 
laryngoscopy. 

DISCUSSION 

In  1935,  New  was  the  first  to 
name  the  malignant  cartilaginous 
tumors  of  the  larynx  chondo- 
sarcoma.1  Since  that  time,  there 
have  been  only  sporadic  reports 
on  this  rare  disease  entity.  It  is 
a neoplasm  with  a predominantly 
male  prevalence:  men  outnumber 
women  4:1  to  10:1. 2 4 The  average 
age  at  presentation  is  59  years.2 
The  most  common  presenting 
symptoms  include  the  triad  of 
hoarseness,  dyspnea,  and  dyspha- 
gia.3'5 Cough  also  may  be  pres- 
ent.15 Dyspnea  suggests  75  per- 
cent or  more  occlusion.2  Symp- 
toms generally  are  present  for  1.8 
years  (the  range  is  four  months  to 
2.4  years)  prior  to  diagnosis  and 
definitive  therapy.'8  The  lesion 
classically  arises  from  the  cricoid 
cartilage  in  70  percent  of  cases, 
from  the  thyroid  cartilage  in  20 
percent  of  patients,  and  from 
other  sources  in  10  percent  of 
cases.  The  differential  diagnosis 
includes  fibroma,  fibrolipoma, 
fibromyxoma,  neurofibroma,  an- 


S08 


NEW  JERSEY  MEDICINE 


Figure  1.  CT  scan  reveals  a mass  arising  from  the  posterior  signet  of  the 
cricoid  cartilage  and  occluding  75  percent  of  the  airway. 


gioma,  cysts,  amyloid  tumors,7 
cylindromas,  fibrosarcomas,3  and 
tracheopathia  osteoplastica.9  Mo- 
dalities employed  in  deciphering 
the  correct  diagnosis  include 
direct  and  indirect  laryngoscopy, 
plain  x-rays,  and  contrast  esopho- 
grams.6,  Laryngoscopic  findings 
include  a smooth  mass  arising 
from  the  postcricoid  space  of  the 
subglottic  larynx  covered  by 
mucous  membrane.5  Contrast 
esophogram  reveals  a filling  de- 
fect.7 Plain  x-rays  of  the  soft  tis- 
sues of  the  neck  may  reveal  a 
displaced  or  narrowed  airway, 
soft  tissue  mass,  or  calcific  mot- 
tling with  disseminated  stippling, 
vague  trabeculation,  and  irregular 
amorphous  calcifications  that  may 
be  pathognomonic.2.  Large  le- 
sions may  reveal  a “scooping  out 
pattern  of  the  anterior  surface  of 
the  fifth  and  sixth  cervical  verte- 
brae that  is  most  readily  dis- 
cernible on  the  lateral  plain  film 
view.7  Magnetic  resonance  imag- 
ing (MRI)  and  CT  scans  also  are 
valuable  in  diagnosis  since  they 
may  reveal  the  extent  and  in- 
vasiveness of  the  lesion,  and  may 
aid  in  planning  the  appropriate 
surgery. 

The  etiology  of  chondrosar- 
comas of  the  subglottic  larynx  is 
controversial.  Theories  include 


chronic  inflammation,  chondro- 
plastic  predisposition  in  certain 
connective  tissues  arising  from 
branchial  tissue,2  and  malignant 
transformation  of  benign  chon- 
dromas.9 Most  researchers,  how- 
ever, discount  the  theory  of 
malignant  transformation  of  be- 
nign chondromas.4 

The  diagnosis  of  chondro- 
sarcoma of  the  larynx  is  made 
from  histopathologic  findings. 
The  criteria  used  today  were 
formulated  in  1943  by  Lichten- 
stein and  Jaffe.10  They  showed 
that  malignant  tumors  of  the 
cartilage  have  the  following 
microscopic  features:  pronounced 
irregularity  in  the  size  of  the  cells 
and  nuclei;  presence  of  numerous 
cells  and  nuclei;  pronounced 
hyperchromatism  of  the  nuclei; 
any  large  or  giant  cartilage  cells 
with  single  or  multiple  nuclei  or 
with  clumps  of  chromatin.  The 
lesion  arises  within  hyaline 
cartilage,  particularly  within  the 
central  or  marrow  portion  of  the 
partially  ossified  cartilage.6  It 
classically  arises  from  the  internal 
surface  of  the  posterior  signet  of 
the  cricoid  cartilage.9  Growth  is 
slow  and  expansile  and  presents 
as  a smooth  sessile  mass  covered 
with  normal  mucosa  with  promi- 
nent blood  vessels.  The  average 


size  of  a malignant  lesion  is  3.4 
cm,  twice  that  of  benign  chon- 
dromas.7 

Surgical  extirpation  of  the 
lesion  is  the  universally  accepted 
form  of  therapy.  Controversy  ex- 
ists, however,  over  the  extent  of 
surgery  necessary  for  adequate 
therapy.  Researchers  recently 
have  advocated  local  resection 
and  accept  a percentage  of  local 
recurrences.2689  11  Fewer  physi- 
cians prefer  primary  laryngec- 
tomy. Larynx  preservation 
emphasizes  the  laryngofissure  ap- 
proach for  local  resection  while 
preserving  vocal  cord  integrity. 
This  approach  requires  temporary 
tracheostomy  that  can  be 
performed  prior  to  definitive 
surgery  or  in  the  same  procedure. 
Aside  from  the  obvious  advan- 
tages of  voice  preservation,  other 
reasons  for  taking  the  con- 
servative approach  of  local  ex- 
cision include  the  slow  growth 
rate  of  the  lesion  (low-grade 
tumors)12  and  the  ability  to  con- 
trol local  recurrences  by  repeated 
local  excisions.  Recent  advances  f 
in  laser-assisted  surgery  have 
enhanced  the  ability  to  gain 
precise  and  effective  local  thera- 
py.13 Total  laryngectomy  general- 
ly is  reserved  for  recurrences,  ‘ 
larger  lesions,  lesions  with  unfa-  j 
vorable  histology  (high-grade 
chondrosarcoma),  or  lesions  in 
which  local  resection  would  result 
in  permanent  laryngeal  instabili- 
ty. If  the  thyroid  lamina  is  in- 
volved, it  may  be  partially  re- 
sected with  no  long-term  se- 
quella.  Part  of  the  cricoid  lamina 
can  be  removed  but  if  more  than 
half  of  the  cricoid  lamina  is  ex- 
cised, the  chance  of  developing 
permanent  laryngeal  stenosis  is 
increased.  In  cases  where  limited 
resection  might  result  in  struc- 
tural instability,  rib  cartilage 
grafts  have  been  employed. 

Total  laryngectomy  for  chon- 
drosarcoma rarely  is  followed  by 
local  recurrences.  When  deciding 
between  the  options  available  for 
treatment  of  low-grade  chon- 
drosarcoma of  the  cricoid,  there 
are  two  statistics  that  are  most 
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Figure  2.  Laryngofissure  approach  used  for  exposure  of  the  lesion.  Upper 
arrow  points  to  the  cords.  The  lower  arrow  shows  the  tumor  mass. 


important:  mortality  rates  and  dis- 
ease-free survival  rates.  Upon 
analysis  of  Lavertu’s  and  Tucker’s 
series,  the  initial  total  laryngec- 
tomy group  (7  patients)  had  a 14 
percent  mortality  rate  whereas 
the  initial  conservative  manage- 
ment group  (17  patients)  had  a 
mortality  rate  of  6 percent.5  There 
was  no  statistically  significant  dif- 
ference in  mortality.  The  initial 
total  laryngectomy  group  had  an 
86  percent  disease-free  survival 
and  the  group  treated  by  initial 
larynx  preservation  had  a 79  per- 
cent disease-free  survival.  This 
occurred  despite  an  81  percent 
initial  recurrence  rate.  Again, 
there  was  no  statistically  signifi- 
cant difference  in  survival.  These 
data  explicitly  detail  the  similarity 
in  the  final  outcome  of  these  pa- 
tients. Both  forms  of  treatment 
yield  essentially  the  same  results. 
Those  patients  with  recurrence 
following  initial  conservative  ther- 
apy often  are  faced  with  more 
surgery.  The  interval  between  the 
first  and  second  operation  has 
been  reported  to  vary  from  1 to 
16  years.  Options  available  for  re- 
currence include  salvage  total 
laryngectomy,  laryngofissure  with 
re-excision,  or  external  laryngec- 
tomy. The  need  for  salvage  total 
laryngectomy  increases  for  pa- 
tients who  present  with  repeated 
recurrences. 

McMahon  reported  the  in- 
cidence of  metastases  to  be  8 per- 
cent of  cases  (but  this  was  greatly 
dependent  upon  the  grade  of  the 
lesion).2  Hematogenous  and  lym- 
phatic spread  are  the  modes  of 
dissemination.  Chondrosarcoma 
of  the  subglottic  larynx  metas- 
tasizes to  cervical  nodes  and  to 
the  lung.  Tumor  emboli  in  the 
renal  artery  also  have  been  re- 
ported.4 Lavertu  and  Tucker 
established  that  there  was  no 
statistically  significant  increase  in 
metastatic  spread  in  the  local  ex- 
cision and  recurrent  operation 
group  compared  to  those  patients 
who  underwent  initial  total 
laryngectomy.5  Hence,  the  pa- 
tient cannot  be  placed  at  added 
risk  by  offering  an  initial  trial  at 


larynx  preservation.  It  should  be 
noted  that  low-grade  chondro- 
sarcoma does  not  behave  like 
squamous  cell  carcinoma  in  the 
head  and  neck;  larger  lesions  are 
not  more  likelv  to  metastasize.  H 
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Radiology  Rounds: 

Imaging  of  herpes 
simplex  encephalitis 

James  H.  Jacoby,  MD 

Mark  T.  DiMarcangelo,  DO,  MSc 

Eric  D.  Kramer,  MD 


The  authors  discuss  computed  tomography  (CT)  and  magnetic 
resonance  imaging  (MRI)  findings  of  herpes  encephalitis  as 
important  adjuncts  to  the  early  diagnosis  of  this  entity.  The 
patient  was  a 42-year-old  HIV-negative  male  who  presented 
with  a history  of  dizziness,  headaches,  and  fever. 


Our  patient  was  a 42- 
year-old  human  im- 
munodeficiency virus 
(HlV)-negative  His- 
panic male  with  a history  of 
paranoid  schizophrenia.  He 
presented  with  a history  of  dizzi- 
ness, headaches,  and  fever  of 
103°F  of  several  weeks. 

Neurologic  examination  re- 
vealed a lethargic,  reusable,  and 
cooperative  middle-aged  man 
who  spoke  no  English.  His  neck 
was  rigid  and  forced  movement 
caused  obvious  discomfort  evi- 
denced by  an  asymmetric  facial 
grimace.  There  was  a central 
right-sided  facial  weakness.  Gag 
reflex  was  present  and  the  palate 
was  elevated  in  the  midline.  On 
motor  and  coordination  testing, 
there  was  a right-sided  spastic 
hemiplegia  with  external  rotation 
of  the  right  lower  extremity. 
There  was  no  withdrawal  to  pain- 
ful stimuli  applied  on  the  right. 
Deep  tendon  reflexes  were  in- 
creased bilaterally  but  more  on 
the  right.  Bilateral  ankle  clonus 
was  present. 

Initial  laboratory  evaluation  re- 
vealed a sodium  level  of  100.5 
mmol/1.  This  hyponatremia  was 
thought  to  have  resulted  from 
water  intoxication.  Lumbar 
puncture  revealed  colorless  but 


cloudy  cerebrospinal  fluid  (CSF) 
with  a glucose  level  of  43  and  a 
protein  level  of  163.  There  were 
259  white  blood  cells;  they  were 
all  lymphocytes.  Computed  to- 
mography (CT)  of  the  brain 
(Figures  1 and  2)  was  obtained  on 
hospital  day  two. 

Because  of  a suspicion  of 
herpes  encephalitis,  this  patient 
was  treated  with  acyclovir  in- 
travenously with  a dosage  of  750 
mg  every  eight  hours  for  14  days. 
This  resulted  in  mild  improve- 
ment. Subsequent  contrast- 
enhanced  CT  of  the  brain  (Figure 
3)  was  obtained  on  hospital  day 
15,  and  magnetic  resonance  imag- 
ing (MBI)  of  the  brain  was  ob- 
tained on  hospital  day  20.  Be- 
cause of  continued  low-grade 
fevers,  however,  this  patient  had 
an  open  brain  biopsy  on  hospital 
day  22.  Pathological  evaluation  of 
this  tissue  was  compatible  with 
herpes  encephalitis. 

The  patient’s  condition  im- 
proved with  resolution  of 
symptoms  and  fever  and  was  dis- 
charged in  an  alert  state  on 
hospital  day  28. 

DISCUSSION 

Herpes  simplex  encephalitis 
(HSE)  is  the  most  common  cause 
of  fatal  sporadic  viral  encephalitis 


in  the  United  States  and  is  as- 
sociated with  a 70  percent 
mortality  in  untreated  patients. 
Fever  and  headache  may  be 
abrupt  or  evolve  over  several  days 
and  are  the  most  common 
symptoms.  Frequently,  symptoms 
also  include  seizure,  expressive  or 
receptive  aphasia,  paresthesia, 
confusion,  personality  changes, 
and  nuchal  rigidity.  Acyclovir 
therapy  is  the  standard  treatment 
and  is  administered  at  a dosage  of 
10  mg/kg  every  eight  hours. 
Acyclovir  is  considered  superior 
to  the  previous  treatment  of 
vidarabine  monohydrate  and  has 
reduced  the  six-month  mortality 
to  19  percent.  Relapse  following 
this  regime  is  rare  but  has  been 
reported. 

Because  of  the  high  morbidity 
associated  with  untreated  cases, 
early  recognition  of  this  entity  is 
essential.  Usually,  central  viral  in- 
fections are  generalized  and  have 
a tendency  to  produce  diffuse 
parenchymal  involvement.  This  is 
different  from  fungal  and 
bacterial  infections  that  frequent- 
ly produce  focal  abnormalities. 
HSE  is  an  exception  to  this 
general  rule,  however. 

It  has  long  been  recognized 
that  HSE  has  a predilection  for 
early  involvement  of  the  temporal 
lobe  and  CT  and  MRI  studies  of 
these  patients  confirm  this 
predilection. 

CT  of  the  brain  early  in  the 
course  of  this  disease  demon- 
strates hypodensities  predomi- 
nantly in  the  temporal  lobe  with 
abrupt  transition  to  normal  densi- 
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Figure  1.  Contrast-enhanced  CT  examination 
performed  on  hospital  day  2 demonstrated  diffuse,  poor- 
ly marginated,  diminished  attenuation  in  the  right  tem- 
poral lobe  (white  arrows). 


Figure  3,  Contrast-enhanced  CT  on  hospital  day  15 
demonstrated  reduced  low-dense  edema  with 
progressive  changes  of  gyral  enhancement  (white 
arrow). 


ty  noted  at  the  lateral  margin  of 
the  lenticular  nucleus.  Indeed, 
this  abrupt  transition  is  felt  to  be 
strongly  suggestive  although  not 
pathognomonic  of  HSE.  These  in- 
flammatory changes  correspond 
to  an  increase  in  water  content 
and  breakdown  of  blood-brain 
barrier.  Occasionally,  such  a pat- 
tern may  be  confused  with  infarc- 
tion or,  less  commonly,  by 
neoplastic  lesions  such  as  gliomas. 
Not  uncommonly,  there  may  be 
contiguous  ipsilateral  involve- 
ment of  the  adjacent  frontal  and 
parietal  lobes.  Mass  effect  and 
cortical  sulcal  and  parasylvian 
enhancement  also  may  be  seen. 
The  appearance  on  enhanced  im- 
ages depends  on  the  phase  and 
severity  of  the  disease  process 
and  varies  from  absent  to  diffuse 
abnormal  enhancement.  If  the 
acute  viral  infection  is  followed 
over  a period  of  time,  focal  areas 
of  frank  tissue  necrosis  may  be 
noted. 

MRI  evaluation  of  HSE  may  be 
more  sensitive.  T2-weighted  spin- 
echo  technique  is  highly  sensitive 


Figure  2.  A section  obtained  from  the  same  study  at  the  ventricular  level 
demonstrated  midline  shift  as  well  as  abrupt  transition  to  normal  density  at 
the  lateral  margin  of  the  lenticular  nucleus  (white  arrows).  There  also  were 
questionable  linear  streaks  of  contrast  enhancement  in  the  right  parietal  cortical 
region  (black  arrow). 
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Figure  4.  T2-weighted  MRI  study  on  hospital  day  20 
demonstrated  diffuse  bright  signal  intensity  in  the  right 
frontal  and  temporal  lobes  (white  arrows)  indicative  of 
edema. 


Figure  5.  T1  -weigh ted  MRI  examination  from  the  same 
day  with  gadolinium  demonstrated  extensive  gyral  and 
cortical  enhancement  in  the  right  temporal  lobe  (black 
arrow). 


to  increased  brain  water  content 
and  clearly  shows  high  signal  ab- 
normalities arising  from  the  in- 
ferior frontal  and  temporal  lobes. 
Good  delineation  of  the  temporal 
lobe  without  bone  artifacts  is  es- 
sential for  diagnosis  as  this  region 
is  affected  in  HSE,  whereas  the 
medial  and  basal  temporal  gyri 
are  spared  in  vascular  lesions 
after  occlusion  of  the  middle 
cerebral  artery  due  to  additional 
blood  supply  from  the  posterior 
cerebral  artery.  Because  of  adja- 
cent bone  artifact,  early  subtle 
areas  of  hypodensity  by  CT  may 
be  obscured  by  the  adjacent  bone 
artifact  and  seen  to  better  advan- 
tage by  MRI. 

CT  and  MRI  may  demonstrate 
cortical-gyral  enhancement  fol- 
lowing contrast  injection.  Such  a 
finding,  however,  is  unusual 
before  the  second  week  of  the 
onset  of  symptoms. 

Hemorrhage  is  considered  a 
hallmark  finding  of  HSE  but  often 
is  seen  microscopically  and 
generally  is  not  a feature  iden- 
tified by  CT  or  MRI. 


In  our  patient,  initial  contrast- 
enhanced  CT  on  hospital  day  2 
(Figures  4 and  5)  demonstrated 
diffuse,  poorly  marginated, 
diminished  attenuation,  pre- 
dominantly in  the  right  temporal 
lobe  and,  to  a lesser  degree,  in  the 
right  frontal  lobe.  There  was 
moderate  mass  effect  with  com- 
pression and  shift  of  the  ipsi- 
lateral  lateral  ventricle.  There  also 
was  abrupt  transition  to  normal 
density  at  the  lateral  margin  of 
the  lenticular  nucleus.  Ques- 
tionable linear  streaks  of  contrast 
enhancement  were  present  at  the 
periphery. 

A subsequent  contrast-en- 
hanced CT  study  on  hospital  day 
15  (Figure  2)  demonstrated  con- 
tinued diminished  attenuation  in 
the  right  temporal  lobe  with  in- 
terval development  of  gyral 
enhancement.  The  overall  degree 
of  edema  began  to  subside  and 
the  mass  effect  was  decreased  and 
the  ventricles  assumed  a normal 
configuration  and  location. 

MRI  performed  on  hospital  day 
20  (Figure  4)  revealed  consider- 


able bright  signal  intensity  in  the 
right  temporal  lobe  and  to  a lesser 
extent  in  the  right  frontal  lobe  on 
T2-weighted  images.  Extensive 
right  temporal  gyral  enhancement 
was  noted  on  the  post-gadolinium 
injection  T1 -weighted  study. 

A high  index  of  suspicion  of 
HSE,  confirmed  by  the  typical 
appearance  of  temporal  lobe  in- 
volvement on  CT  and  MRI, 
should  permit  early  institution  of 
therapy  and  help  diminish  the 
overall  mortality  of  this  disease 
and  obviate  the  need  for  open 
brain  biopsy. 

The  diagnosis  for  this  patient 
was  herpes  encephalitis.  ■ 

Drs.  Jacoby,  DiMarcangelo,  and 
Kramer  are  affiliated  with  Cooper 
Hospital/University  Medical  Center  and 
with  UMDNJ-Robert  Wood  Johnson 
Medical  School.  The  paper  was  sub- 
mitted in  September  1992  and  ac- 
cepted in  December  1992.  Address 
reprint  requests  to  Dr.  Jacoby,  Cooper 
Hospital,  One  Cooper  Plaza,  Camden, 
NJ  08103. 
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Structured  abstract:  Driving 
patterns  of  dementia  diagnostic 
clinic  outpatients 

Andrew  C.  Coyne,  PhD 
Linda  C.  Feins,  RNC 
Artiss  L.  Powell,  MD 


Objective.  One  issue  that 
must  be  confronted  by 
caregivers  of  in- 
dividuals with  demen- 
tia, as  well  as  by  health  care 
professionals  who  deal  with  de- 
mentia patients,  is  whether  auto- 
mobile driving  should  be  discon- 
tinued. This  study  examined  driv- 
ing behavior  of  elderly  adults  in 
a dementia  diagnostic  clinic. 

Method.  Medical  charts  of  80 
consecutive  outpatients  evaluated 
for  suspected  dementia  were  re- 
viewed. The  following  informa- 
tion specific  to  driving  behavior 
was  abstracted:  abnormal  driving 
history,  e.g.  getting  lost,  violating 
motor  vehicle  laws;  visual-spatial 
dysfunction;  use  of  sedative 
drugs;  and  current  alcohol  use. 
Information  regarding  driving 
history  was  provided  by  care- 
givers; no  motor  vehicle  or  other 
law  enforcement  records  were 
examined. 

Results.  Twenty  patients  had 
never  driven;  among  the  remain- 
ing 60  patients,  42  patients 
previously  had  discontinued  driv- 
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ing  while  18  patients  continued  to 
drive  on  a daily  basis.  Current 
drivers  did  not  differ  from  others 
on  the  basis  of  diagnosis,  average 
age,  average  duration  of  symp- 
toms of  cognitive  impairment, 
Hachinski  Ischemic  Score,  or 
rating  of  depressive  behavior. 
Drivers,  however,  did  score 
significantly  higher  than  those 
who  discontinued  driving  on  the 
Mini-Mental  State  Examination 
and  on  ratings  of  self-care  ability. 
In  addition,  those  individuals  who 
continued  to  drive,  despite  the 
onset  of  symptoms  of  cognitive 
impairment,  were  more  likely 
than  others  to  have  gotten  lost, 
damaged  their  vehicles,  had 
minor  accidents,  failed  to  obey 
traffic  laws,  or  experienced  other 
difficulties  when  driving. 

Conclusion.  Results  suggest 
that  continued  driving  of  an 
automobile  by  individuals  with 
suspected  dementia  poses  a risk 
to  the  individual,  to  caregivers, 
and  to  the  public.  To  minimize 
this  risk,  the  staff  of  the  Com- 
prehensive Services  On  Aging 


(CO  PSA)  Dementia  Diagnostic 
Clinic  recommends  that  patients 
diagnosed  with  dementia  discon- 
tinue driving.  As  with  other  issues 
surrounding  the  management  of  a 
dementia  patient,  family  member 
caregivers  require  time,  sup- 
portive counseling,  and  specific 
suggestions  in  order  to  comply 
with  and  to  cope  with  the 
sometimes  unwelcome  recom- 
mendation to  stop  driving.  Such 
interventions,  however,  appear  to 
be  in  the  best  interests  of  patients 
with  Alzheimer  s disease,  multi- 
infarct dementia,  or  other  de- 
menting illnesses.  H 

Dr.  Coyne  and  Ms.  Feins  are  affiliated 
with  COPSA  Institute  for  Alzheimer’s 
Disease  and  Related  Disorders, 
UMDNJ-Community  Mental  Health 
Center  (CMHC),  Piscataway.  Dr. 
Powell  is  affiliated  with  the  Department 
of  Neurology,  UMDNJ-Robert  Wood 
Johnson  Medical  School.  This  abstract 
was  submitted  in  February  1993  and 
accepted  in  April  1993.  Address  reprint 
requests  to  Dr.  Coyne,  UMDNJ-CHMC, 
667  Hoes  Lane,  PO  Box  1392, 
Piscataway,  NJ  08855-1392. 
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An  intensivists  view: 

Who  should  be  admitted  to 
the  intensive  care  unit? 

Marc  Adelman,  MD 


An  intensivist  believes  that  by  asking  several  key  questions 
before  admitting  a patient  to  the  intensive  care  unit  (ICU),  and 
then  following  the  principles  of  priority  selection,  the  best 
interests  of  the  patient  are  served  in  an  ethical  and  unbiased 
manner. 


In  an  age  of  scarce  medical 
resources,  when  public 
scrutiny  and  moral  and 
ethical  issues  take  center 
stage,  it  is  critically  important  that 
sound  criteria  for  determining  ad- 
mission to  the  intensive  care  unit 
(ICU)  be  established. 

Suitability  for  admission  to  the 
ICU  must  be  judged  by  objective 
standards.  The  overriding  goal 
always  should  be  to  act  in  the  best 
interests  of  the  patient.  An  inten- 
sivist has  specialized  knowledge 
of  both  critical  care  technology 
and  critical  care  prognoses;  he  is 
in  a good  position  to  act  as  the 
patient’s  advocate. 

Maintaining  neutrality  is  a very 
difficult  task.  Many  competing 
pressures  are  put  upon  an  in- 
tensivist from  various  sources. 
Often,  a physician  will  appeal  for 
admission  of  a patient  because  the 
physician  is  being  pressured  by 
the  family  who  is  telling  him  to 
do  everything  to  save  the  patient. 

An  intensivist  understands  that 
many  of  the  patients  that  request 
to  be  admitted  have  extremely 
poor  prognoses.  For  example,  an 
intensivist  is  realistically  skeptical 
about  admitting  patients  who 
have  advanced  HIV  disease, 
metastatic  carcinoma,  and  nursing 
home  patients. 


At  Saint  Michael’s  Medical 
Center,  policies  have  been 
adopted  to  maintain  objectivity. 
Before  accepting  any  patient  to 
the  ICU,  four  simple  questions 
are  asked.  The  first  question  is, 
“What  are  the  patient’s  wishes? 
The  best  way  to  answer  this  ques- 
tion is  by  inquiring  if  an  advance 
directive  is  present.  If  not,  de- 
terminations are  made  by  discuss- 
ing the  medical  options  with  the 
patient,  if  he  is  competent.  If  the 
patient  is  not  competent,  the 
physician  must  determine  what 
prior  conversations  the  patient 
has  had  with  his  family  and  physi- 
cian. If  the  intensivist  still  cannot 
decide,  a determination  is  based 
on  a discussion  with  the  surrogate 
decision  maker. 

The  second  question  is,  “Is  the 
patient’s  acute  problem  re- 
versible? When  answering  this 
question,  an  intensivist  focuses  on 
whether  the  acute  problem  can  be 
reversed.  Intensivists  are  aware 
that  there  are  patients  with 
metastatic  carcinoma  who  de- 
velop an  acute  problem  such  as 
superior  vena  cava  syndrome  or 
brain  metastasis,  who  can  never- 
theless live  3 to  12  months  of 
productive  life  if  this  acute 
problem  is  reversed.  Similarly, 
there  are  patients  with  HIV  dis- 


ease with  acute  respiratory  failure 
or  nursing  home  patients  who  de- 
velop urinary  sepsis  who  can  live 
several  months  to  years  if  the 
acute  problem  is  reversed.  These 
patients  should  have  access  to  the 
ICU  despite  having  poor  long- 
term prognoses,  because  they  are 
no  different  from  patients  with 
decompensated  congestive  heart 
failure  or  cirrhotic  patients  with 
new  upper  gastrointestinal  bleed, 
who  have  equally  poor  long-term 
prognoses,  but  are  readily  ad- 
mitted to  the  critical  care  unit. 

The  third  question  is,  “Can  the 
ICU  provide  treatment  and 
monitoring  that  will  alter  the 
short-term  prognosis  more  than 
standard  floor  care  will?”  Most  of 
the  time  this  is  an  easily  answered 
question,  and  if  there  are  doubts, 
the  intensivist  errs  on  the  side  of 
admission  to  the  ICU. 

The  fourth  question  is,  “Can 
the  patient,  from  his  own  point  of 
view,  derive  a quality  of  life  if  the 
acute  problem  is  reversed?  For 
some  patients,  even  those  with 
advanced  age,  chronic  medical 
problems,  and  multiple  dis- 
abilities, the  simple  act  of  com- 
panionship, touch,  eating,  or 
watching  television  is  enough  to 
derive  quality  of  life,  and  this 
must  be  respected. 

Once  these  questions  are 
answered,  intensivists  prioritize 
patients  based  on  guidelines 
(Table)  from  the  Society  of  Criti- 
cal Care.  Patients  requiring  in- 
tensive treatment  (priority  1)  have 
priority  over  monitoring  patients 
(priority  2)  and  terminally  or  criti- 
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Table.  Guidelines  from  the  Society  of  Critical  Care. 

Priority  1 patients.  Critically  ill,  unstable  patients  in  need  of  intensive 
treatment  such  as  ventilator  support  and  continuous  vasoactive  drug  infusion. 
Priority  1 patients  have  no  limits  on  therapy. 

Priority  2 patients.  Patients,  at  the  time  of  admission,  who  are  not  critically 
ill  but  whose  condition  requires  the  technologic  monitoring  services  of  the  ICU. 
These  patients  would  benefit  from  intensive  monitoring,  e.g.  peripheral  or 
pulmonary  arterial  lines,  and  are  at  risk  for  needing  immediate  intensive 
treatment.  Priority  2 patients  have  no  limits  placed  on  therapy. 

Priority  3 patients.  Critically  ill  unstable  patients  whose  previous  state  of 
health,  underlying  disease,  or  acute  illness  (either  alone  or  in  combination), 
severely  reduces  the  likelihood  of  recovery  and  benefit  from  ICU  treatment. 
Examples  of  such  admissions  may  include,  but  are  not  limited  to,  patients  with 
metastatic  malignancy. 

Patients  who  do  not  meet  routine  criteria: 

1.  Patients  who  have  confirmed  clinical  and  laboratory  evidence  of  brain 
death  (such  patients  can  be  admitted  if  they  are  potential  organ  donors, 
but  only  for  the  purpose  of  life  support  prior  to  organ  donation). 

2.  Competent  patients  who  refuse  life-supporting  therapy. 

3.  Patients  with  nontraumatic  coma  causing  a permanent  vegetative  state. 


cally  ill  patients  with  a poor 
prognosis  for  recovery  (priority  3). 

SUMMARY 

An  intensivist  believes  that  by 
asking  several  key  questions 
before  admitting  a patient  to  the 
ICU,  and  then  following  the  prin- 
ciples of  priority  selection,  the 
best  interests  of  the  patient  are 
served  in  an  ethical  and  unbiased 
manner.  I 

Dr.  Adelman  is  affiliated  with  Saint 
Michael’s  Medical  Center.  The  paper 
was  submitted  in  February  1993  and 
accepted  in  April  1993.  Address  reprint 
requests  to  Dr.  Adelman,  Saint 
Michael’s  Medical  Center,  268  Martin 
Luther  King  Jr  Blvd.,  Newark,  NJ 
07102. 
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Hahnemann  University 

OCTOBER  13th 
Hirsutism 

Leslie  I.  Rose,  M.D. 

Professor  of  Medicine 

Director,  Division  of  Metabolism  and 

Endocrinology,  Hahnemann  University 

OCTOBER  20th 
Myocardial  Ischemia 

William  Frishman,  MD. 

Professor  and  Associate  Chairman,  Weller 
Hospital  of  the  Albert  Einstein  College  of 
Medicine,  Bronx,  NY 

OCTOBER  27th 

Recent  Therapeutic  Developments  in 
Magnesium  Therapy  of  Diabetes, 
Hypertension,  and  Myocardial  Infarction 

Joseph  DiPalma,  M.D. 

Emeritus  Professor  of  Pharmacology, 
Hahnemann  University 


NOVEMBER  1993 

NOVEMBER  3rd 
Asthma/Sinusitis 

David  M.  Lang,  M.D. 

Assistant  Professor  of  Medicine 
Director,  Allergy/Immunology 
Co-Director,  Allergy  and  Asthma  Center, 
Division  of  Allergy,  Critical  Care,  and 
Pulmonary  Medicine,  Hahnemann 
University 

NOVEMBER  10th 

Management  of  Thoracic  Aortic  Aneurysm 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 

Director,  Division  of  Cardiovascular 

Diseases,  Hahnemann  University 

Stanley  K.  Brockman,  M.D. 

Professor  and  Chairman,  Department  of 
Cardiothoracic  Surgery,  Hahnemann 
University 

Knshnaswamy  Chandrasekaran,  M.D. 
Associate  Professor  of  Medicine 
Director,  Cardiac  Ultrasound,  Division  of 
Cardiovascular  Diseases,  Hahnemann 
University 

NOVEMBER  17th 
Dermatology 

Speaker  to  be  announced 

NOVEMBER  24th 
No  Grand  Rounds— Holiday 


Hahnemann  University  Medical  Monograph  Series  (HUMMS) 

“Fine  Needle  Aspiration  Biopsy  in  the  Physician’s  Office” 
“Management  of  Cardiac  Arrhythmias” 

“Cardiac  Electrophysiology  for  the  Practicing  Physician” 
“Diagnosis  and  Medical  Treatment  of  Depression” 

“Managing  the  Patient  with  Heart  Failure:  Standard  Therapy  and  Beyond" 
Call  215-762-8263  to  receive  your  complimentary  copy. 


Wednesday  Medical  Seminar  Series 


8:30  a.m,  to  3:30  p.m. 


SEPTEMBER  22 
Advances  in  Critical  Care 
Pharmacotherapy 

Course  Director: 
Harold  L.  Paz,  M.D. 


OCTOBER  6 
Pulmonary  Enzymatic 
Deficiencies  (Cystic  Fibrosis) 

Course  Director: 
Edward  L.  Schulman,  M.D. 


NOVEMBER  3 
Asthma/Sinusitis 

Course  Director: 
David  M.  Lang,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair  of  Medicine, 
Director,  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education 
programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience 
any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 


Statement  of  Accreditation:  As  an  organization  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  (ACCME),  Hahnemann  University  designates  this 
continuing  medical  education  activity  as  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association.  One  credit  hour  may  be  claimed  for  each 
hour  of  participation  by  the  individual  physician. 
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DOCTORS’  NOTEBOOK 


UMDNJ  NOTES 


New  Jerseyans’  reactions  to 
health  care  reform.  More  than 
one-half  of  New  Jerseyans  are 
willing  to  limit  their  choices  of 
doctors  or  hospitals  to  keep  down 
the  cost  of  health  care,  more  than 
one-half  also  expect  to  end  up 
paying  more,  and  almost  one-half 
anticipate  the  same  quality  of  care 
as  they  now  receive.  These  find- 
ings are  contained  in  the  most 
recent  UMDNJ-Eagleton  Insti- 
tute Poll-“New  Jerseyans  Assess- 
ment of  Health  Care  Reform.” 
Designed  to  measure  New  Jersey 
residents  reactions  to  health  care 
reform,  the  poll  indicates  that  a 
large  number  of  respondents  of 
all  ages  either  are  very  willing  or 
somewhat  willing  to  pay  in- 
creased taxes  for  a variety  of 
health  services,  including  long- 
term care  in  institutions  or  nurs- 
ing homes. 

This  latest  poll  is  the  fourth  in 
a series  conducted  for  UMDNJ 
by  the  Eagleton  Institute.  The 
polls,  funded  by  the  Foundation 
of  UMDNJ,  give  both  private  and 
public  sector  policymakers  in- 
sights into  the  opinions  of  New 
Jersey  residents  about  current 
health  issues. 

UMDNJ  faculty  presents  de- 
velopments in  cancer  research. 

Leading  cancer  researchers  from 
UMDNJ  presented  an  update  on 
their  latest  clinical  and  basic 
science  research. 

Dr.  William  Hait,  director  of 
the  Cancer  Institute  of  New 
Jersey  and  professor  of  medicine 
and  pharmacology  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School,  led  the  presentations.  He 
discussed  research  that  involves 
altering  the  resistance  of  cancer 
cells  to  chemotherapy. 

Dr.  Michael  Gallo,  associate 
dean  for  research  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School,  spoke  about  the  role  en- 


vironment, diet,  and  lifestyle  play 
in  promoting  the  development 
and  growth  of  tumors.  Dr.  Leroy 
Liu,  chairman  of  the  Department 
of  Pharmacology  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School,  explained  how  new  drugs, 
derived  from  trees  found  in  China 
and  India,  are  being  tested  for 
treating  lung  and  colon  cancer. 
Dr.  Jack  Goldberg,  professor  of 
medicine  at  UMDNJ-Robert 
Wood  Johnson  Medical  School  at 
Camden,  spoke  about  novel  im- 
munological approaches  to  treat- 
ing cancer.  Dr.  Milton  Donald- 
son, professor  of  pediatrics  at  the 
Camden  campus,  outlined  new 
clinical  trials  for  combating 
pediatric  cancer.  Dr.  Lynn 
Ripley,  associate  professor  of 
microbiology  and  molecular  ge- 
netics at  UMDNJ-New  Jersey 
Medical  School,  explained  how 
understanding  chemically  pro- 
duced mutations  can  guide  de- 
velopment of  new  chemothera- 
peutic agents.  Dr.  Helen  Hill, 


professor  of  radiology  and  micro- 
biology and  molecular  genetics  at 
UMDNJ-New  Jersey  Medical 
School,  highlighted  the  role  that 
skin  pigmentation  plays  in  the  de- 
velopment of  melanoma. 

UMDNJ  establishes  first 
southern  New  Jersey  post-polio 
clinic.  UMDNJ-School  of  Os- 
teopathic Medicine,  Stratford,  has 
established  southern  New 
Jersey’s  first  diagnostic  clinic  for 
post-polio  syndrome.  The  clinic, 
the  second  of  its  kind  in  the  state, 
is  staffed  by  faculty  physicians,  a 
social  worker,  a physical  thera- 
pist, and  a nurse.  The  clinic, 
located  in  the  Center  for  Aging  in 
the  Specialty  Care  Center,  is 
directed  by  Dr.  Steven  Dinsmore, 
assistant  professor  of  clinical 
medicine  at  the  medical  school. 

Program  teaches  how  to  recy- 
cle car  batteries  properly.  The 
first  public  education  program  in 
the  nation  to  teach  people  how  to 
properly  recycle  car  batteries  has 
been  established  by  UMDNJ- 


ARE  YOU  MOVING? 

Please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name 

Old  Address 

City State Zip 

New  Address 

City State Zip 
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NEW  JERSEY  MEDICINE 


Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


IS  YOUR  OFFICE  BURIED  UNDER  A 
MOUNTAIN  OF  PAPER? 

The  solution  is: 
'The  System"  by  MEDIX 

DESIGNED  TO  MEET  THE  UNIQUE  BUSINESS 
NEEDS  OF  PHYSICIANS  BY  PROVIDING  QUICK 
AND  EASY  ACCESS  TO  INFORMATION 


MEUlX 

MANAGEMENT  SYSTEMS  rOR  HEALTH  CARE  PROFESSIONALS 

P.O.  Box  10079  • Newark,  N,J.  07101-3079 

Call  201-648=0008  Ext.  181 


#4 


IBM  is  a registered  trademark  of  the 
International  Business  Machines  Corporation 


Priorities  for  the  Primary  Care  Physician 

Friday  & Saturday,  October  1 &2, 1993 

Bally's  Park  Place  Casino  Hotel  & Tower,  Atlantic  City,  New  Jersey 


4 


Cooper  Hospital/University  Medical  Center 
UMDNJ/Robert  Wood  Johnson  Medical  School  at  Camden 

American  Cancer  Society,  New  Jersey  Division,  Inc. 
Cancer  Center  of  Southern  New  Jersey 
Cancer  Institute  of  New  Jersey 
Coriell  Institute  for  Medical  Research 


Site  specific  cancers:  • Breast  • Colorectal  • Gynecologic 
• Lung  • Prostate 

Workshops  include:  • Pain  Management  • Hands-on 
Screening  for  Breast,  Prostate,  Pelvic  and  ENT  Exams 


• Nutrition  • Tumor  Markers 

For  brochure: 

Department  of  CME 
Cooper  Hospital/ 

University  Medical  Center 

609.342.3260 

15  Category  1 AMA  Credits 


Chemoprevention 


STATE-OF-THE-ART  IMAGING 


■ Magnetic  Resonance  Imaging  (MR) 

■ Computed  Axial  Tomography  (CT) 

■ Ultrasound  Imaging  (including  Color,  Carotid  & Venous  Doppler) 

■ Low  Dose  X-Rays  including  Fluoroscopy 

■ Low  Dose  Mammography  ( ACR  Accredited) 

SERVING  PHYSICIANS  AND  PATIENTS 

Radiologists  always  present  to 
monitor  all  examinations. 

MEDICAL  IMAGING,  P.A 
(201)  933-0310 

69  Orient  Way,  Rutherford  NJ  07070 

(Just  one  mile  for  the  intersection  of  Routes  3 & 17) 


Written  reports  & ■ 
films  delivered  within  24  hours 


Joseph  F.  Inzinna,  M.D. 
Medical  Director 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & tech- 
niques of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascu- 
lar,  neuromuscular,  central  nervous  systems  & “Bi-Digital 
O-Ring  Test”),  applicable  towards  300-hour  requirement 
for  certification  to  practice  acupuncture,  will  be  given 
periodically  for  licensed  clinicians  (with  or  without  prior 
training)  on  3-day  weekends  (Fri-Sun)  of  September 
10-12  and  December  16-18,  1993,  at  Milford  Plaza 
Hotel,  45th  St.  & 8th  Ave.,  New  York  City. 

The  9th  Annual  International  Symposium  on 
Acupuncture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420 
W.  118th  St.,  N.Y.  City,  during  October  14-17,  1993. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  of- 
ficial journal.  Acupuncture  & Electro-Therapeutics  Re- 
search, The  International  Journal  (published  by  Pergamon 
Press  & indexed  in  15  major  indexing  periodicals,  includ- 
ing Index  Medicus),  Heart  Disease  Research  Foundation; 
NY  Pain  Center;  Electrical  Engineering  Dept.,  Manhattan 
College;  Nordic  Medical  Acupuncture  Society  (Scan- 
dinavia); Schmerz  Therapeutische  Kolloquium  (West 
Germany);  Japan  Bi-Digital  O-Ring  Test  Assn.;  Accredited 
toward  Acupuncture  Certification  to  practice  acupuncture. 
Eligible  for  AMA  CME  Cat.  I credit  (about  40  credit-hours 
for  the  Symposium). 

For  information  on  meetings  or  submission  or  presen- 
tations of  papers,  contact  Symposium  Chairman,  Prof.  Y. 
Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1)  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days 
a week)  or  (212)  928-0658,  Co-chairman,  Prof.  A.W.  Cook, 
MD  (516)  877-1821,  or  Bro.  Michael  Losco  (212)  920-0162. 
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School  of  Osteopathic  Medicine.  tion  and  Education  Program  at  the  project.  □ Stanley  S.  Bergen, 

Dr.  Joan  Cook  Luckhardt,  direc-  the  medical  school,  is  overseeing  Jr,  MD 

tor  of  the  Lead  Poisoning  Preven- 


AMNJ  REPORT 


The  Academy  of  Medicine  of 
New  Jersey  (AMNJ)  Annual 
Awards  Dinner  on  May  26,  1993, 
at  the  Chanticler  in  Short  Hills 
was  a major  success.  An  enthusi- 
astic gathering  of  over  300  guests 
attended  to  honor  the  Award  reci- 
pients and  to  help  install  the  of- 
ficers for  the  1993-1994  year.  The 
Edward  J.  Ill  Award  recipient, 
Benjamin  F.  Rush,  Jr,  MD,  of 
Summit,  and  the  Citizen’s  Award 
designee,  Lee  Gladstein,  RP,  of 
Pine  Brook,  were  eloquent  in 
their  response.  Dr.  Arthur  Bern- 
stein of  South  Orange  was  elected 


to  honorary  fellowship.  In  ad- 
dition, AMNJ  continued  the  tradi- 
tion started  at  the  1991  dinner  of 
presenting  lapel  pins  to  past- 
presidents  in  attendance.  The 
1994  event  will  be  held  at  the 
Chanticler  on  May  25,  1994. 
George  J.  Hill,  MD,  is  soliciting 
nominations  for  1994;  the  dead- 
line for  receiving  nominations  is 
September  24,  1993. 

The  AMNJ  officers  for  1993- 
1994  are  president:  John  L. 
Krause,  Jr,  MD;  president-elect: 
Palma  Formica,  MD;  1st  vice- 
president:  Alan  Lippman,  MD; 


2nd  vice-president:  Vincent  K. 
Mclnemey,  MD;  secretary:  Con- 
nie Uy,  MD;  and  treasurer: 
Robert  R.  Rickert,  MD. 

The  AMNJ  staff  has  prepared 
the  Annual  Calendar  for  1993- 
1994.  The  Calendar  includes 
many  items  of  interest  including 
CME  activities  for  the  upcoming 
academic  year,  a list  of  available 
roving  symposia  topics,  an  appli- 
cation to  participate  in  a speaker’s 
bureau,  and  an  updated  list  of  our 
affiliated  specialty  societies  and 
their  presidents.  □ John  L. 
Krause,  Jr,  MD 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
information  concerning  these 
physicians,  we  suggest  you  make 
inquiries  directly  to  them. 

Gastroenterology 

Jasmine  Jeffers,  MD,  945  Wewanna 
Avenue,  Union,  NJ  07083.  Columbia 
College  of  Physicians  and  Surgeons 
1990.  Board  certified  (IM).  Board 
eligible  (GASTRO).  Group.  Available. 

Intetmal  Medicine 

Gregory  E.  Broslawski,  DO,  57 


Westchester  Terr.,  Annandale,  NJ 
08801.  UMDNJ  1989.  Board  eligible 
(IM).  Available. 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible 
(IM  and  PED).  Available  August 
1993. 

Paul  D.  Hieholzer,  DO,  4019 
Gilham  St.,  Philadelphia,  PA  19135. 
Philadelphia  College  of  Osteopathy 
1990.  Board  certified  (IM).  Available. 
Inez  Teresa  Hubbard,  MD,  P.O. 
Box  489,  Orange,  NJ  07051.  UMDNJ 
1981.  Board  eligible  (IM).  Solo  or 
partnership.  Available. 

James  R.  Smith,  MD,  322  Claremont 


Ave.,  Montclair,  NJ  07042.  UMDNJ 
1989.  Group  or  hospital  based.  Avail- 
able. 

Nephrology 

Vinitha  Raghavan,  MD,  7 Over- 
brook Rd.,  Upper  Saddle  River,  NJ 
07458.  Guntur  Medical  College 
(India)  1981.  Board  certified  (IM). 
Group  or  partnership.  Available. 

Obstetrics/Gynecology 
Slawomir  Magier,  MD,  260  Water- 
side Dr.,  Little  Ferry,  NJ  07643.  Uni- 
versity of  Bonn  (Germany)  1987. 
Board  eligible  (OB/GYN).  Available 
September  1993. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville,  NJ  08876. 
GOA  (India)  1968.  Board  certified 
(PATH).  Group.  Available. 

Pulmonary 

James  R.  Tierney,  MD,  1320  Quail 
Roost,  Pittsburgh,  PA  15237.  World 
University  School  of  Medicine  1986. 
Board  eligible  (PUL).  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

Surgery 

Mark  A.  Bartolozzi,  MD,  West- 
chester County  Medical  Center,  P.O. 
Box  17,  Valhalla,  NY  10595.  New 
York  Medical  College  1987.  Board 
eligible  (SURG).  Partnership.  Avail- 
able. 


MEETINGS  OF  THE 
BOARD  OF  TRUSTEES 
of  the  Medical  Society  of  New  Jersey 

September  19,  1993 
October  17,  1993 
November  21,  1993 
December  19,  1993 
January  16,  1994 
February  20,  1984 
March  20,  1994 

Meetings  of  the  Board  of  Trustees  are  open 
to  all  physicians. 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

I Cardiology 
Update  v 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 


Wednesday,  September  8, 1993  3:00-5:00  PM 


Office  Cardiology: 
Bedside  Diagnosis  of  the 
Cardiac  Patient-Part  I 


Moderator:  Bernard  L.  Segal,  M.D. 


Patients  will  be  presented  with  interesting  clinical  findings.  Carotid  and  jugular 
venous  pulsation  will  be  analyzed.  The  precordium  will  be  palpated  to  determine 
abnormal  impulses.  Heart  sounds  and  murmurs  will  be  interpreted  in  light  of  the 
patient's  symptoms  and  the  clinical  findings.  Stethophones  will  be  available  at  each 
seat  so  that  the  audience  will  be  able  to  hear  and  interpret  these  findings. 

■ Case  Presentations-Scott  Fuchs,  M.D. 

■ Panel  Discussion-Michael  Feldman,  M.D.,  Roger  Weiner,  M.D. 

Marvin  Rosner,  D.O. 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservation  662-8627 


Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society 
Membership  requirement.  Nine  sessions,  18  credits. 
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IN  MEMORIAM 


A MAN  OF  LETTERS  AND  HISTORY 


We  will  miss  Morris  H.  Saffron, 
MD.  Dr.  Saffron  died  on  April  28, 
1993.  His  dedication  to  medicine 
was  just  as  alive  and  vibrant  until 
the  time  of  his  death.  Whether  he 
was  a friend,  colleague,  physician, 
or  mentor.  Dr.  Saffron  was  a life 
force  of  medicine,  especially 
medical  history  in  New  Jersey. 
Dr.  Saffron  was  a member  of  the 
Editorial  Board  of  NEW  JERSEY 
Medicine. 

The  following  article  was 
penned  when  Dr.  Saffron  became 
the  archivist-historian  of  the 
Medical  Society  of  New  Jersey 
(MSNJ). 

How  many  dermatologists  can 
you  think  of  who  have  a PhD 
degree  in  history  from  Columbia 
University  and  have  a collection 
of  books  on  historical  medicine 
named  for  him,  and  almost  single- 
handedly  formed  the  Medical 
History  Society  of  New  Jersey? 

There  is  only  one  such  per- 
son— Morris  H.  Saffron,  MD,  the 
first  archivist-historian  of  MSNJ. 

Morris  Saffron  is  a cultured 
man,  whose  loves  include  music 
and  the  arts;  yet,  most  of  all  he 
is  a bibliophile:  “From  my  father 
who  was  a great  scholar,  I early 
imbibed  a reverence  for  the 
printed  book  that  has  persisted  to 
this  day,  and  the  great  joy  I have 
had  in  collecting  books  for  well 
over  one-half  century  has  been 
equaled  only  by  the  pleasure— 
sometimes  I admit  mixed  with  a 
tinge  of  poignancy — of  seeing 
them  depart  forever  from  my 
shelves  to  serve  a wider  audience. 
Although  Columbia  University, 
my  alma  mater,  has  been  the  prin- 
cipal beneficiary  of  these  gifts,  I 
might  mention  that  at  least  five 
other  institutions  preserve  today 
some  of  my  former  treasures.  * 

Dr.  Saffron  expressed  his 
personal  credo  concerning  books 


Morris  H.  Saffron,  MD 


through  two  mottos  in  Latin. 
“The  first  comes  from  Jean 
Grolier,  16th  century  collector 
and  patron  saint  of  the  famous 
club  that  bears  his  name.  Grolier 
had  embossed  on  all  the  bindings 
of  his  cherished  library  the  words, 
Toannis  Grolieri  et  amicorum, 
implying  that  he  considered 
himself  to  be  merely  a temporary 
custodian  of  his  precious  books, 
and  that  they  belonged  not  only 
to  him  but  to  his  entire  circle  of 
friends  and  by  extension  to  all 
mankind;  the  other  motto  states 
quite  simply,  ‘ Amor  librorum  nos 
unit,’  which  I take  to  mean  that 
the  love  of  books  creates  among 
its  votaries  an  everlasting  bond.”* 
Morris  Saffron  is  a writer  and 
an  editor.  His  books  include 
Samuel  Clossy:  The  Existing 

Works  (1967),  Medical  Illustra- 
tions of  Thomas  Rowlandson 
(1970),  Maurus  of  Salerno  (1972), 
and  Surgeon  to  Washington 
(1977).  He  has  published  numer- 
ous articles;  most  important  to 
MSNJ  was  his  commentary  in  the 
Journal  of  the  American  Medical 
Association,  “New  Jersey  or 
Massachusetts?”  In  this  scholarly 
epistle,  Dr.  Saffron  skillfully  de- 
fends the  claim  that  MSNJ  is  the 


oldest  state  medical  society  in  the 
nation  with  “a  continuous  ex- 
istence under  law.  In  doing  so, 
he  took  on  the  medical  delega- 
tions of  Connecticut,  New  Hamp- 
shire, Vermont,  Rhode  Island, 
Maine,  and  Massachusetts.  Such 
courage  cannot  go  unrecognized. 

Morris  Saffron  also  is  a teacher. 
He  was  appointed  professor  of 
medical  history  in  1958  at  the 
newly  opened  Seton  Hall  College 
of  Medicine  and  “delivered  the 
first  formal  series  of  lectures  on 
this  subject  in  New  Jersey.”** 
Dr.  Saffron  continued  to  lecture 
on  medical  history  as  a visiting 
professor  at  UMDNJ-New  Jersey 
Medical  School  and  at  Rutgers 
University  Medical  School. 

Above  all,  Morris  Saffron  is  a 
student  of  history  and  is  the  con- 
summate historian.  He  is  a 
storehouse  of  oral  history  on 
many  subjects,  especially  medical 
history.  His  comments  at  the 
meetings  of  the  Medical  History 
Society  of  New  Jersey  are  pearls 
that  are  interesting,  accurate,  and 
pointed. 

Dr.  Saffron  has  chaired  many 
groups  including  the  Passaic 
County  Bicentennial  Commis- 
sion, the  City  of  Passaic  Historical 
Commission,  the  Bicentennial 
Committee  of  MSNJ,  and  the 
Friends  of  Columbia  University 
Libraries.  Dr.  Saffron  is  trustee  of 
the  New  Jersey  Historical  Society 
and  a council  member  of  the 
Renaissance  Society  of  America 
and  of  the  Grolier  Club  of  New 
York.  He  is  a member  of  the 
American  Antiquarian  Society,  of 
the  Century  Association  of  New 
York,  of  the  American  and  the 
International  Associations  for  the 
History  of  Medicine,  of  the 
Medieval  Society  of  America,  and 
of  the  Archeological  Institute  of 
America. 
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Dr.  Saffron  was  involved  ac- 
tively in  the  bicentennial  cel- 
ebration of  1976  and  suggested 
the  mounting  of  an  exhibition  en- 
titled “Revolutionary  Medicine  in 
New  Jersey  that  was  seen  in 
Newark,  New  Brunswick,  and 
Trenton. 

Each  of  us  recognizes  that  our 
judgments  are  determined  by  our 
past  experience  and  our  ten- 
dency to  harsh  self-eritieism. 
Those  of  us  with  the  best 
memories  and  with  the  fewest 
self-delusions  make  better  judg- 
ments, but  the  decision-making 
process  of  organizations  is  vastly 
more  difficult  by  a factor 
equivalent  to  the  multitude  of  its 


members.  For  these  and  other 
reasons,  it  is  vital  that  the  nation  s 
first  medical  society,  a venerable 
and  important  group,  has  an 
archivist-historian  whose  stature, 
experience,  historical  judgment, 
and  honesty  are  beyond  question. 

Dr.  Saffron’s  objectives  as 
archivist-historian  will  be  to 
preserve  the  traditions  and  collec- 
tive experience  of  our  physicians 
and  leaders,  to  collect  and  an- 
notate memorabilia  and  historical 
material,  and  to  establish  an  oral 
history  program  that  will  record 
the  voices  and  experiences  of 
older  and  distinguished  practi- 
tioners. There  is  no  more 
dedicated  and  able  person  for 


these  tasks  than  Morris  Saffron, 
MD.  To  our  archivist-historian, 
we  say,  “ Floreat  ad  multos  annos. 
M Arthur  Krosnick,  MD,  and 
Peter  J.  Guthorn,  MD 

* Remarks  of  Dr.  Saffron  on  the  oc- 
casion of  the  dedication  of  the 
Academy  of  Medicine  of  New  Jersey 
Rare  Book  Collection,  presented  in 
Dr.  Saffron’s  name  to  UMDNJ- 
George  F.  Smith  Library  of  the 
Health  Sciences,  on  October  18, 
1978. 

**Morris  H.  Saffron  Collection  of 
Books  on  Historical  Medicine:  A Short 
Title  Catalogue.  George  F.  Smith 
Library  of  the  Health  Sciences, 
UMDNJ,  Newark,  1980. 
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EDITORIAL  CRITERIA 


CONTENT 


New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
Society  of  New  Jersey.  The  goals 
are  educational  and  informational. 
All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  of 
each  issue  appear  as  scientific 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  of  nonscien- 
tific  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contributors 
on  timely  and  relevant  subjects. 
The  Doctors’  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa- 
tion of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 

transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  NEW  JERSEY  MEDICINE 
must  contain  the  following 


language  and  must  be  signed  by 
all  authors. 

‘‘In  consideration  of  NEW 
Jersey  Medicine  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns. 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  NEW 

Jersey  Medicine.” 


SPECIFICATIONS 


Submit  two  manuscripts  that 
must  be  typewritten  and  double 
spaced  on  8V2"  by  11"  paper. 
Statistical  methods  used  in 
articles  should  be  identified. 

The  title  page  should  include 
the  full  name,  degrees,  and  affilia- 
tions of  all  authors,  and  the  name 
and  address  of  the  author  to 
whom  reprint  requests  and  cor- 
respondence should  be  sent. 

The  author  should  submit  a 30- 
word  abstract  to  be  used  at  the 
beginning  of  the  article. 

Tables  must  be  typewritten  and 
double  spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and 
number.  Symbols  for  units  should 
be  confined  to  column  headings, 


and  abbreviations  should  be  kept 
to  a minimum. 

Illustrations  should  be  profes- 
sional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  When  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or 
publication  permission,  signed  by 
the  subject  or  responsible  person, 
must  be  included  with  the  photo- 
graph. Material  taken  from  other 
publications  must  give  credit  to 
the  source. 

Generic  names  should  be  used 
with  proprietary  names  indicated 


parenthetically  or  as  a footnote 
with  the  first  use  of  the  generic 
name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the 
registration  symbol — ®. 

The  summary  of  the  article 
should  not  exceed  250  words;  it 
should  contain  essential  facts. 

References  should  not  exceed 
35  citations  except  in  review 
articles,  and  should  be  cited  con- 
secutively by  numbers  in 
parentheses  at  the  end  of  the 
sentence.  The  style  of  New 
Jersey  Medicine  is  that  of  Index 
Medicus: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  N J MED 
74:1050-1052,  1977. 


PUBLICATION  POLICY 


Receipt  of  each  manuscript  will 
be  acknowledged;  the  paper  will 
be  referred  to  the  Editorial 
Board.  Final  decision  is  reserved 


for  the  editor.  No  direct  contact 
between  the  reviewers  and  the 
authors  will  be  permitted. 

All  communications  should  be 


sent  to  NEW  JERSEY  MEDICINE, 
MSNJ,  2 Princess  Road, 
Lawrenceville,  NJ  08648.  □ 
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PROFESSIONAL  LIABILITY 


MALPRACTICE  POLICY  DEVELOPMENTS 


Court  changes  procedure  on 
the  frivolous.  On  July  1,  1993,  the 
New  Jersey  Supreme  Court 
substantially  changed  the  method 
of  penalizing  attorneys  for  bring- 
ing frivolous  lawsuits.  Ruling  in 
a ease  involving  a casino’s  termi- 
nation of  an  employee,  the  court 
unanimously  determined  that  the 
defendants  in  frivolous  actions 
may  not  sue  the  plaintiff  ’s  at- 
torney. Instead,  action  against 
lawyers  who  bring  frivolous  ac- 
tions is  left  to  judicial  disciplinary 
proceedings  — the  legal  profession 
analog  of  proceedings  by  the  State 
Board  of  Medical  Examiners. 

The  decision  still  allows  defen- 
dants in  frivolous  suits  to  sue 
plaintiffs  who  themselves  acted 
in  bad  faith,  solely  for  the 
purpose  of  harassment,  delay,  or 


malicious  injury,”  or  knew  that 
their  suit  “was  without  any  rea- 
sonable basis  in  law  or  equity  and 
could  not  be  supported  by  a good 
faith  argument.  The  same  stan- 
dard, codified  in  statute  as 
N.J.S.A.  2A:  15-59.1,  applies  to  de- 
fendants or  other  parties  who  file 
frivolous  counter-claims  or  cross- 
claims. 

However,  the  decision  strikes 
down  the  application  of  the 
statute  to  attorneys,  on  the  theory 
that,  under  the  state  constitution, 
only  the  Supreme  Court  and  not 
the  Legislature  may  govern  legal 
practice  and  procedure.  Because 
the  current  Rules  of  Professional 
Conduct  prohibits  lawyers  from 
bringing  suits  ‘unless  the  lawyer 
knows  or  reasonably  believes 
that  the  suit  "is  not  frivolous,”  the 


statute  was  held  to  intrude  on  the 
court’s  prerogatives. 

To  implement  the  decision,  the 
court  charged  its  Committee  on 
Civil  Practice  to  consider  criteria 
for  imposing  counsel  fees  and 
costs  on  attorneys  who  bring 
frivolous  actions,  so  that  the  de- 
fendants in  frivolous  suits  will  be 
reimbursed  for  their  losses. 

Although  the  ruling  still 
permits  actions  against  plaintiffs 
in  frivolous  suits,  the  court  noted, 
with  respect  to  the  employment 
case,  that  the  “attorney’s  failings 
. . . may  not  be  imputed  to  the 
client.  Consequently,  the  court 
left  off  the  hook  the  dismissed 
employee  because,  the  court  said, 
she  “did  not  act  in  bad  faith.  The 
unanimous  opinion  was  authored 
by  Justice  Stewart  G.  Pollock. 


HEALTH  CARE  FINANCING 


New  Jersey  experience  ex- 
plained. An  article  coauthored  by 
New  Jersey  Health  Commissioner 
Bmce  Siegel,  MD,  MPH,  and 
published  in  the  prestigious 
journal,  Health  Affairs,  suggests 
lessons  from  New  Jersey’s  ill- 
starred  experience  with  hospital 
rate  setting.  The  experience,  sug- 
gest the  authors,  shows  that  a 
regulated  system  and  cost  shifting 
cannot  long  coexist. 

A University  of  Pennsylvania 
MD  and  PhD  candidate,  Kevin  G. 
Volpp,  was  senior  author  of  the 
piece,  but  Dr.  Siegel  was  listed  as 
the  sole  coauthor.  The  article, 
therefore,  provides  a glimpse  into 
Dr.  Siegel  s own  opinions  about 
health  care  regulation. 

The  authors’  general  sympathy 
for  rate  setting  may  be  gleaned 
from  their  advice  on  how  best  to 
structure  a regulatory  system, 
although  the  authors  never  clearly 
advocate  an  entirely  regulatory 
approach.  They  do  question, 
however,  whether  “a  system  in 


which  people’s  access  to  care  is 
determined  by  where  they  work 
and  live,  their  age,  or  their  in- 
come— in  short,  the  predomi- 
nantly private  sector  health  care 
system  — can  ever  be  “ra- 
tionalized. 

New  Jersey’s  cost-shifting  ex- 
perience involved  private  in- 
surers’ forced  subsidization  of 
hospital  charity  care  and  bad 
debt.  A lawsuit  brought  by  labor- 
sponsored  health  plans  under  the 
federal  Employee  Retirement  In- 
come and  Security  Act  led 
Federal  District  Court  Judge 
Alfred  M.  Wolin  to  ban  the  cost 
shift  in  May  1992.  The  states 
hospital  rate-setting  system  quick- 
ly fell,  like  a house  of  cards,  and 
was  supplanted  six  months  later 
through  passage  of  the  pro-com- 
petitive Health  Care  Reform  Act. 

Subsequently,  a three-judge 
appeals  panel  overruled  the 
earlier  decision.  An  appeal  to  the 
U.S.  Supreme  Court  is  likely.  In 
any  event,  the  impact  of  the  initial 


decision  already  was  solidified 
into  law. 

Beside  cost  shifting,  the  rate- 
setting system  was  faulted  by  Mr. 
Volpp  and  Dr.  Siegel  for  failing 
to  crack  down  on  bad  debt,  to 
spur  more  uninsured  patients  to 
enroll  in  Medicaid,  or  to  avoid  the 
appearance  of  enriching  hospitals. 
The  authors  note  that  no  hospital 
drifted  into  insolvency  during  a 
decade  of  rate  setting,  and  that 
the  regulatory  system  never  was 
“insulated  from  political  pres- 
sure.” The  system’s  collapse  was 
inevitable,  they  imply,  once  the 
costs  of  paying  for  uncompen- 
sated care  became  too  great  to 
hide. 

The  authors  further  blame  the 
old  system  for  supporting  hospital 
care  but  not  ambulatory  primary 
and  preventive  care.  This  im- 
balance is  intended  to  be  rectified 
under  the  state’s  new  subsidized 
insurance  program,  initially 
proposed  by  Governor  Jim  Florio. 

Efficiency  is  not  equity. 
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Health  economists  are  over-valu- 
ing efficiency  and  not  showing 
enough  appreciation  for  equity, 
suggests  noted  Princeton  Univer- 
sity economist  and  federal  Physi- 
cian Payment  Review  Com- 
mission member  Uwe  E.  Rein- 
hardt in  an  article  in  Yale  Law 
and  Policy  Review. 

Any  improvement  in  the  effi- 
ciency of  the  system,  argues  Dr. 
Reinhardt,  benefits  some 
members  of  society  at  the  expense 
of  others.  Social  values  should  be 
defined  before  redistributing  ben- 
efits through  health  reform,  he 
contends. 

As  Dr.  Reinhardt  explains, 
most  economists  who  speak  about 
efficiency  are  thinking  about  the 
utilitarian  concept  of  “Pareto  ef- 
ficiency, under  which  no  one  can 
be  made  better  off  without 
someone  else  being  made  worse 
off.  Under  the  Pareto  principle,  a 
system  is  superior  if  it  makes  one 
person  feel  better  off  without 
making  someone  else  feel  worse 
off.  Similarly,  economists  view  ef- 
ficiency as  a function  of  the 
production-possibility  frontier, 
where  the  production  of  two  com- 
modities combined  is  increased 
without  additional  cost. 

Economists  tend  to  oppose — as 
a “welfare  loss” — subsidization 
schemes  under  which  society  at 
large  pays  costs  that  individuals 
otherwise  are  willing  to  pay  for 
themselves.  In  Dr.  Reinhardt’s 
view,  deregulatorv  schemes  ad- 
vanced by  economists  during  the 
past  15  years  in  the  name  of  effi- 
ciency have  raised  health  care  ca- 
pacity and  increased  the  cost  of 
health  care  and  health  insurance, 
thus  driving  millions  of  people 
out  of  the  market. 

To  demonstrate  that  efficiency 
is  not  everything,  the  author 
raises  the  example  of  trans- 
plantable organ  donation,  which 
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Diagnosing  hip  fracture.  A 

woman  in  her  late  60s  was  cross- 
ing the  street  when  she  fell  into 
a six-foot  pothole.  Taken  to  an 
emergency  department,  the 


probably  is  done  more  fairly 
under  a regulatory  scheme  than 
through  a market-based  scheme 
rewarding  the  highest  bidders. 
Application  of  traditional  princi- 
ples of  efficiency  to  high-technol- 
ogy medicine  generally.  Dr. 
Reinhardt  suggests,  ignores  such 
noneconomic  factors  as  social 
envy  and  guilt. 

Dr.  Reinhardt  strongly  cautions 
against  use  of  the  so-called 
“Kaldorian  criterion,”  which 
labels  as  a social  improvement 
even  changes  that  are  made  be- 
cause those  who  are  disadvan- 
taged by  the  change  are  “bribed 
into  accepting  it,  regardless  of 
whether  the  bribe  eventually  is 
paid. 

Medicare  changes  proposed.  A 

National  Academy  of  Social  In- 
surance study  panel,  chaired  by 
Bruce  C.  Vladeck,  PhD,  and  in- 
cluding several  other  health 
policy  illuminati,  has  called  for 
mandatory  Medicare  assignment, 
direct  Medicare  payment  of 
providers,  and  greater  local  access 
to  Medicare  personnel.  Since 
heading  the  study  team.  Dr. 
Vladeck  has  become  the  head  of 
the  Health  Care  Financing  Ad- 
ministration, responsible  for 
federal  Medicare  and  Medicaid 
policy. 

Insurers  may  be  sued,  in  theo- 
ry. As  part  of  a long  line  of  com- 
plicated antitrust  decisions,  the 
U.S.  Supreme  Court  may  have 
more  carefully  defined  the  in- 
surance exemption,  under  which 
firms  “in  the  business  of  in- 
surance” may  not  be  held  liable 
for  antitrust  actions.  The  exemp- 
tion is  important  in  the  health 
care  arena,  where  health  care 
providers  increasingly  are  being 
subjected  to  antitrust  scrutiny 
that  third-party  payers  are  avoid- 
ing. 


woman  was  x-rayed.  After  spend- 
ing the  next  month  in  a wheel- 
chair, she  twice  visited  an  or- 
thopedic surgeon,  who  diagnosed 
a back  problem.  Two  weeks  after 


In  a case  brought  by  New 
Jersey  and  18  other  states,  the 
high  court  permitted  a suit  to 
proceed,  but  it  drew  a sharply 
circumscribed  field  where  plain- 
tiffs could  prevail.  Under  the 
McCarran-Ferguson  Act  of  1945, 
insurance  is  exempt  from  antitrust 
law  except  when  insurers  engage 
in  boycotts.  By  a 5 to  4 vote,  the 
Court  ruled  that  a mere  refusal  to 
do  business  with  a particular 
group  is  not  a boycott,  unless  the 
insurers  also  refuse  to  engage  in 
unrelated  transactions  with  the 
group. 

In  the  5 to  4 vote  on  the  issue 
of  defining  a boycott,  con- 
servatives prevailed.  Justice  An- 
tonin Scalia  wrote  this  part  of  the 
Court  decision,  in  which  Chief 
Justice  William  H.  Rehnquist  and 
Justices  Sandra  Day  O’Connor, 
Anthony  M.  Kennedy,  and 
Clarence  Thomas  joined.  Con- 
servatives— and,  reportedly,  Ruth 
Bader  Ginsburg — tend  to  be 
suspicious  of  antitrust  enforce- 
ment. But  the  chief  justice  joined 
the  Court’s  other  four  members  in 
permitting  the  action  to  go 
forward,  despite  concerns  over 
the  international  character  of  the 
insurers’  business. 

The  case  itself  did  not  spe- 
cifically involve  health  insurance. 
The  insurers  and  reinsurers  were 
accused  of  conspiring  to  refuse  to 
write  “occurrence”  basis  coverage 
and  to  write  only  “claims  made” 
coverage  in  insuring  parks, 
schools,  and  other  public  areas. 
Under  claims-made  coverage,  the 
insurer  accepts  responsibility  only 
for  claims  involving  incidents  that 
occurred  during  the  period  of 
coverage — not  incidents  that  oc- 
curred outside  the  coverage 
period  but  were  filed  as  lawsuits 
during  the  period. 


the  second  visit,  she  saw  another 
physician,  who  successfully 
diagnosed  a hip  fracture. 

The  patient  sued  the  city,  an 
emergency  physician  and 
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radiologist,  and  the  orthopedic 
surgeon.  The  city  settled  for 
$45,000.  With  regard  to  the 
emergency  department  physi- 
cians, she  contended  that  they 
negligently  failed  to  detect  the 
fracture.  She  further  claimed  that 
the  delay  caused  by  the  or- 
thopedist’s failure  to  diagnose  the 
fracture  resulted  in  displacement 
of  the  fracture,  the  need  for  a 
partial  hip  replacement,  and  ex- 
acerbation of  continuing  problems 
in  ambulation. 

An  expert  orthopedic  surgeon 
testified  for  the  plaintiff  that  the 
fracture  was  visible  on  the  initial 
x-ray,  although  the  quality  of  the 
film  was  limited.  The  report 
maintained  that  the  emergency 
physician  and  radiologist  either 
should  have  read  the  x-ray 
properly  or  taken  additional 
studies.  These  two  defendant 
physicians  denied  that  the  frac- 
ture was  visible  or  that  the  quality 
was  poor. 

In  defense  of  the  failure  to  take 
a followup  x-ray  or  diagnose  the 
fracture,  the  orthopedic  surgeon 
contended  that  the  patient  had 
come  to  him  complaining  primari- 
ly of  back  pain.  His  records, 
however,  revealed  complaints  in- 
volving the  hip. 

A New  Jersey  trial  court  jury 
found  the  emergency  physician 
and  radiologist  not  negligent.  The 
jury  found  that  the  orthopedic 
surgeon  was  negligent  and 
assessed  total  damages  at  $50,000 
for  the  fall  and  $120,000  for  the 
negligence. 

Laryngectomy  complications. 
A man  in  his  70s  with  laryngeal 
cancer  underwent  a total 
laryngectomy  performed  by  an 
otolaryngologist.  Due  to  an  un- 
derlying heart  condition,  the 
physician  did  not  extend  the 
operation  to  explore  the  lymph 
nodes.  After  the  surgery,  damage 
to  the  hypoglossal  nerves  control- 
ling the  tongue  was  observed,  and 
the  patient  was  unable  to  use  an 
artificial  voice  box.  Nine  months 
later,  the  patient  experienced  a 
recurrence,  and  a second  opera- 
tion was  conducted.  In  four  years 


since  the  second  operation,  no 
cancer  has  appeared. 

A malpractice  action  was 
brought  against  the  otolaryn- 
gologist. The  patient  claimed  that 
the  physician  negligently  trauma- 
tized the  nerves  during  the 
surgery.  To  support  this  claim,  an 
expert  otolaryngologist  testified 
for  the  plaintiff  that  the  nerves 
are  outside  the  operative  field, 
that  injury  to  the  nerves  is  not  a 
frequent  complication,  and  that 
the  injury  would  not  have  oc- 
curred in  the  absence  of 
negligence.  An  otolaryngologist 
who  performed  the  second  opera- 
tion testified  that  he  observed 
damage  to  the  nerve. 

In  defense,  the  defendant 
otolaryngologist  testified  that  the 
plaintiff  probably  suffered  a 
stroke  during  surgery.  But,  the 
second  surgeon  asserted  that  he 
would  have  seen  more  gen- 
eralized injury  in  the  case  of  a 
stroke. 

The  patient  also  blamed  the  re- 
currence on  the  defendant’s 
failure  to  administer  radiation 
therapy  incident  to  the  initial 
operation.  According  to  the  de- 
fendant, however,  radiation  thera- 
py could  not  have  been  adminis- 
tered safely  until  at  least  three 
months  after  the  surgery,  and  the 
patient  moved  to  Florida  within 
half  that  time.  The  second 
otolaryngologist,  a noted  authority 
and  author  of  several  texts,  con- 
tended that  radiation  could  have 
been  administered  within  six 
weeks,  however. 

With  proper  care,  according  to 
the  plaintiff’s  experts,  there 
would  have  been  at  least  a 94 
percent  chance  of  a complete  re- 
covery. Besides  the  need  to  com- 
municate on  a slate  board  due  to 
a total  inability  to  speak,  the  pa- 
tient attributed  difficulties  in 
swallowing,  with  a resulting  need 
to  have  all  food  pureed,  to  the 
defendant’s  alleged  negligence. 
The  jury  came  back  with  a finding 
of  negligence  and  assessed 
damages  at  $2,200,000  for  the 
plaintiff  and  $300,000  for  his  wife. 

Hysterectomy  complications. 


Due  to  severe  endometriosis,  a 
woman  in  her  late  40s  had  an 
abdominal  hysterectomy  per- 
formed by  her  obstetrician- 
gynecologist.  She  was  discharged 
from  the  hospital  13  days  later. 
Subsequently,  a urinoma  formed 
and  the  ureter  became  distended, 
both  as  a result  of  obstruction  of 
urine.  Additional  surgery  was 
performed,  leaving  a scar  running 
from  the  diaphragm  to  the  pubic 
area.  Two-thirds  of  the  function- 
ing of  one  kidney  was  lost. 

The  patient  brought  suit  in 
New  Jersey  against  the  obstetri- 
cian-gynecologist, claiming  that 
the  physician  should  have  de- 
termined before  discharge  that 
the  ureter  was  compromised  dur- 
ing the  surgery.  She  asserted  that 
this  negligence  led  to  her  loss  of 
kidney  function,  scar,  post-trau- 
matic stress  disorder  requiring 
future  psychotherapy,  vulnerabili- 
ty to  urinary  tract  infections  due 
to  the  distention  of  the  ureter, 
and  gastrointestinal  problems  for 
two  years  as  a result  of  the  need 
to  take  large  quantities  of  anti- 
biotics. 

An  expert  nephrologist  testified 
for  the  plaintiff,  with  the  support 
of  medical  texts,  that  the  standard 
of  care  included  creatinine  testing 
before  and  after  surgery,  which 
would  have  facilitated  diagnosis  of 
the  compromised  ureter.  The 
nephrologist  said  that  damage  to 
the  ureter  is  a relatively  common 
complication  of  the  surgery  and 
that  postoperative  findings  of  a 
low-grade  fever,  hypertension, 
low  abdominal  pain,  elevated 
white  blood  count,  and  reduced 
hemoglobin  levels  should  have 
tipped  off  the  surgeon  to  the 
presence  of  an  infection,  which 
could  have  been  resolved  through 
antibiotic  use  prior  to  discharge. 
Additional  effective  interventions 
that  could  have  been  taken,  in 
this  expert  s view,  included  a 
shunt  for  draining  of  the  urine 
and  earlier  surgical  repair. 

An  expert  obstetrician-gyne- 
cologist testified  for  the  defense 
that  only  the  flank  pain  that  de- 
veloped one  week  after  surgery 
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would  have  led  to  a reasonably 
expected  diagnosis  of  reduced 
kidney  functioning.  This  expert 
denied  that  creatinine  testing  is 
required  under  routine  circum- 
stances. Finding  for  the  plaintiff, 
the  jury  awarded  $450,000  to  her 
and  $50,000  to  her  husband, 
despite  her  currently  asymp- 
tomatic condition. 

Evaluation  of  fetus.  A pregnant 
19-year-old  patient  was  admitted 
to  a hospital  with  irregular  con- 
tractions. The  patient  was  under 
the  care  of  the  director  of  a youth 
pregnancy  clinic  at  the  hospital. 
When  the  contractions  ceased  the 
following  day,  the  patient  was  dis- 
charged. During  the  evening  of 
the  following  day,  the  patient  was 
readmitted  while  in  labor  with 
signs  of  fetal  distress.  Eighty 
minutes  after  a decision  was  made 
to  perform  a cesarean  section,  the 
surgery  was  initiated.  The  baby 
suffered  from  perinatal  asphyxia 
that  caused  cerebral  palsy,  with 
profound  mental  retardation  and 
an  inability  to  walk  or  talk.  A 
malpractice  action  was  brought  in 
New  Jersey  against  the  physician. 

Gestational  age  never  had  been 
established  during  the  pregnancy. 
A series  of  nonstress  tests  was 


Florio  praises  Society.  In  a let- 
ter to  MSNJ  Secretary  Bernard 
Robins,  MD,  Governor  Jim  Florio 
thanked  MSNJ  on  July  9 for  sup- 
porting increased  funding  for 
AIDS  treatment  and  tuberculosis 
control. 


performed,  most  recently  four 
days  before  the  contractions  oc- 
curred. An  expert  obstetrician- 
gynecologist  testified  for  the 
plaintiff  that  the  40-minute  test 
was  not  reassuring,  because  the 
fetal  heart  beat  did  not  increase 
upon  activity.  The  defendant  dis- 
puted this  interpretation,  saying 
that  the  test  was  unreliable  and 
noting  that  the  strip  was  tom  at 
the  end.  However,  the  defendant 
personally  acknowledged  that  the 
plaintiff  ’s  expert  was  world  re- 
nowned. 

Fetal  distress  also  was  apparent 
at  the  time  of  the  contractions, 
according  to  the  plaintiff  s expert, 
who  argued  that  the  discharge 
one  day  later  was  highly  inap- 
propriate. Also  presented  by  the 
plaintiff  was  the  testimony  of  an 
obstetrician  who  had  trained 
under  the  defendant  and  said  that 
the  defendant  performed  as  few 
tests  as  possible  at  the  clinic. 

An  additional  controversy  in- 
volved the  cause  of  the  cerebral 
palsy.  An  expert  developmental 
pediatrician  testified  for  the  de- 
fense that  asphyxia  was  not  im- 
plicated in  the  condition.  This  ex- 
pert suggested  that  developmen- 
tal difficulties  occurred  earlier  in 


“I  very  much  appreciate  the 
support  of  MSNJ  for  these  public 
health  measures,”  said  the  chief 
executive.  “Working  together,  he 
added,  “we  can  make  real 
progress  in  improving  the  health 
of  the  people  of  New  Jersey.  □ 


the  pregnancy,  a position  at  odds 
with  medical  records  reflecting 
normal  fetal  movement  during 
the  course  of  the  pregnancy.  The 
expert  further  suggested  that  a 
short  umbilical  cord  reflected  re- 
duced fetal  movement  and  that 
weight  gain  had  been  low  during 
pregnancy.  The  plaintiff  coun- 
tered that  the  umbilical  cord  had 
been  measured  only  from  the  side 
protruding  from  the  placenta  after 
it  had  been  cut.  The  plaintiff 
further  presented  evidence  from 
a study  showing  that  babies  born 
in  the  Netherlands  during  World 
War  II  showed  no  higher 
morbidity  than  other  babies, 
despite  severe  food  shortages. 

With  optimal  care,  said  the 
plaintiff  ’s  pediatrician,  the  baby 
probably  will  live  40  to  60 
years  at  a cost  of  approximately 
$4,600,000.  An  expert  for  the  de- 
fense estimated  only  a 50  percent 
chance  of  survival  to  age  20  and 
a cost  approximately  one-half  the 
plaintiff’s  estimate.  The  jury 
found  for  the  plaintiff  with  an 
award  of  $5,000,000  for  life  care, 
$2,000,000  for  injury  and  loss  of 
enjoyment  of  life,  and  $1,000,000 
to  the  mother  for  loss  of  services 
and  companionship. 


James  E.  George,  MD,  JD;  Neil 
E.  Weisfeld,  JD,  MSHyg 
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Hospitalization, 
From  The  MSNJ 
Health  Care  Plan. 


The  MSNJ  Health  Care  Plan  has  reduced  its  premium  rates  by  10  percent, 
with  hill  hospitalization  coverage  maintained.  In  spite  of  rising  health  care 
costs,  this  reduction  follows  three  consecutive  renewals  with  no  change 
in  premium  rates.  Now  is  the  right  time  to  take  a look  at  the  special 
features  the  MSNJ  Health  Care  Plan  offers  you  and  your  employees: 

■ Full  plan  benefits  in  New  Jersey  Blue  Cross 
network  and  non-network  hospitals 

■ Full  plan  benefits  for  special  condition  hospitals 

■ Full  coverage  while  traveling  at  home  or  abroad 

■ Full  coverage  for  unmarried  dependent  children  to  age  23 

■ Continuance  of  coverage  for  retirees,  widows  and  widowers 

■ Optional  dental  coverage  available 

■ Dedicated  staff  of  professionals  providing  enrollment, 
billing  and  claims  submissions  assistance 


For  more  information,  please  call 
Jean  Wasielczyk,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.0.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895- 1616  - (800)  227-6484 

[DONALD  E SMITH^V ASSOCIATES! 


VOL.  90-NUMBER  9 SEPTEMBER  1993 


649 


Take  Home 
A Piece  Of  History 


Now  available  at  Recollections:  Very  rare  naval  surgeon  commission,  signed  by  President  Abraham 
Lincoln  and  by  Secretary  of  the  Navy  Gideon  Welles.Dated  February  19,  1863.  During  January  and  February 
of  1863,  Lincoln  and  Welles  focused  their  attention  on  restructuring  the  naval  command  and  standardizing  medical 
procedures  in  the  Union  Navy.  Call  Recollections  and  take  home  a piece  of  Civil  War  medical  history! 


dm, iedim ! 

(ZoMecfajMe  AutayuzfiA& 


Investment  quality, 
guaranteed  authentic 
autographs, 

documents,  photographs 
and  memorabilia 


The  Galleria 

2-40  Bridge  Ave.,  Bldg.  #3 
Red  Bank,  NJ 

(908)  747-3858 


Gallery  Hours: 

Mon. -Sat.  10  a.m.-9  p.m. 
Sun.  12  noon-6  p.m. 
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BOOK  REVIEWS 


NUCLEAR  MEDICINE  ANNUAL,  1993 


Leonard  Freeman  (ed).  New 
York,  NY,  Raven  Press,  1993.  As 
the  field  of  nuclear  medicine 
progresses  at  a rapid  pace,  it  is 
reassuring  to  know  of  an  annual 
review  that  will  keep  physicians 
abreast  of  the  field. 

This  year’s  edition  opens  with 
an  excellent  review  of  antibody 
imaging;  it  guides  the  reader 
through  the  use  of  various  radio- 
labeled  antibodies  and  enumer- 
ates their  diagnostic  ability  for 
detecting  various  neoplastic  dis- 
eases. 

The  next  chapter,  devoted  to 
brain  SPECT  scanning,  focuses 
on  the  various  dementia  states 
such  as  Alzheimer’s  disease, 
multi-infarct  dementia,  and  fron- 
tal lobe  dementia.  The  section 
that  centers  on  the  radionuclide 
imaging  of  infection  gives  the 
reader  a perspective  on  the  pros 
and  cons  of  the  newer  techniques 


such  as  the  nonspecific  polyclonal 
IgG  agents  and  murine  mono- 
clonal antibodies.  The  chapter 
concerning  nuclear  medicine  and 
the  human  immunodeficiency 
virus  (HIV)  patient  discusses  the 
manifestiations  of  HIV-related 
diseases  as  well  as  patient  precau- 
tions in  the  nuclear  medicine  de- 
partment. The  diagnostic  pitfalls 
of  cardiac  perfusion  imaging  are 
presented  in  a detailed  manner. 
The  editor  includes  a section  on 
uses  of  radioaerosols  to  in- 
vestigate a broad  range  of 
pulmonary  disorders. 

Other  areas  include  outpatient 
thyroid  ablation  and  adrenergic 
imaging  of  the  heart.  As  in  pre- 
vious editions,  the  contents  of  this 
book  are  clearly  written  and  give 
physicians  a superb  state-of-the- 
art  review  of  the  field.  □ Neil  B. 
Homer,  MD 


NEOPLASMS  WITH  FOLLICULAR  DIFFERENTIATION 


A.  Bernard  Ackerman;  Pierre 
A.  de  Viragh;  Nidhi  Chongchit- 
nant.  Dr.  Ackerman  and  his 
coauthors  have  begun  a series  of 
books  that  seek  to  focus  on  a 
limited  scope  of  dermatopath- 
ology,  within  which  particular  en- 
tities can  be  discussed  in  detail. 
This  particular  volume  focuses  on 
neoplasms  that  differentiate  to- 
ward some  feature  of  the  normal 
hair  follicle.  An  earlier  work  cov- 
ers eccrine  differentiation,  while 
monographs  on  neoplasms  with 
apocrine  and  sebaceous  differen- 
tiation are  planned  to  complete 
the  series.  Whereas  other  text- 
books of  dermatopathology  can 
only  devote  a chapter  to  each  of 
these  in  order  to  be  compre- 
hensive, in  this  text  the  authors 
have  presented  an  extensive, 
evenly  written  description  of  a 
select  group  of  proliferations. 


The  introductory  chapters 
briefly  present  principles  of 
diagnosis,  with  an  emphasis  on 
pattern  analysis.  This  important 
tenet,  useful  in  many  aspects  of 
medicine,  urges  one  to  use  a low- 
power  approach.  The  diagnosis  is 
made  by  looking  first  at  the 
silhouette  of  the  specimen  and 
the  preponderant  architectural 
features,  rather  than  relying  on 
cytologic  detail.  The  authors  next 
raise  the  thorny  issue  of  termino- 
logical considerations;  misnomers 
and  inaccurate  terms  are  pointed 
out  and  their  definitions  are 
stated.  Some  may  disagree  with 
the  authors  interpretation  and  the 
introduction  of  some  new  terms; 
however,  the  precise  definitions 
form  the  basis  for  clear  and  logical 
commentaries. 

Two  chapters  cover  the  normal 
hair  and  hair  follicle.  As  each  por- 
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tion  of  the  follicle  is  described, 
signs  of  differentiation  toward 
that  portion  are  outlined.  These 
histologic  features  are  sum- 
marized in  a following  chapter. 
All  this  is  prelude  to  the  backbone 
of  this  work,  the  authors’  classi- 
fication system,  which  they  state 
is  based  on  signs  of  differentiation 
not  speculation  as  to  origin  or  his- 
togenesis. Their  schema  is  com- 
pared and  contrasted  to  that  of 
such  well-known  dermatopath- 
ologists  as  Lever  and  Schaum- 
burg-Lever,  and  Mehregan  and 
Hashimoto. 

Twenty  chapters  are  devoted  to 
particular  proliferations.  A thor- 
ough historical  prospective  of  the 
entity  is  presented,  followed  by  a 
brief  mention  of  clinical  presenta- 
tion, a detailed  histopathological 
description  and  differential 
diagnosis,  and  a commentary  sec- 


tion. The  numerous  photomicro- 
graphs are  superb;  essentially 
every  example  is  shown  at  scan- 
ning, medium,  and  high  power. 
There  also  is  a 15-plate  color  atlas 
beautifully  illustrating  the  various 
types  of  differentiation,  which  can 
be  criticized  only  for  its  place- 
ment within  another  chapter. 

As  a whole,  Neoplasms  with 
Follicular  Differentiation  is  a 
carefully  written,  well-referenced 
work.  Several  novel  concepts  are 
presented  and  challenges  to 
established  dogma  are  made. 

While  this  series  of  books 
would  more  likely  be  a better  in- 
vestment for  the  dermatopathol- 
ogist  or  pathologist,  the  concepts 
presented  make  interesting  read- 
ing for  the  general  dermatologist, 
or  anyone  interested  in  silhou- 
ettes on  the  slide.  □ Lynn  K. 
Bickley,  MD 
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Sleep  Diagnostics  at 


Don’t  Your  Patients  Deserve 
A Good  Night’s  Sleep? 

How  often  do  you  hear  complaints  from  your  patients  and  their  loved  ones  of  snoring,  chronic 
fatigue  or  poor  sleep  quality9  Let  the  experts  at  Sleep  Diagnostics  help  your  patients  get  the  good 
night’s  sleep  they  deserve  Sleep  Diagnostics,  a division  of  The  Breathing  Center,  will 
perform  a comprehensive  sleep  evaluation  to  identify  your  patients’  problems.  We  treat  all  forms  of 
sleep  disorders  — including  sleep  apnea  — utilizing  the  most  experienced  sleep  specialists  from 
the  Tri-State  Area  and  beyond. 

Sleep  Diagnostics  has  successfully  worked  with  hundreds  of  referring  medical  professionals 
like  you,  treating  each  patient  with  the  professional  courtesy  and  competence  that  is  expected  in  your 
own  office. 

Our  prompt  scheduling  and  state-of-the-art  evaluation  techniques  will  have  patients  back  in  your 
care  as  soon  as  possible.  And  Sleep  Diagnostics  prides  itself  on  their  communications  proce- 
dure that  keeps  you  informed  of  all  progress. 


-Breathing 
Center 


10th  Anniversary... 

A Decade  of  Caring 


For  statewide  appointment  scheduling,  call  1-800-634-5864. 

• Morristown:  (201)539-5330  • Edison:  (908)417-9339  • Princeton:  (609)683-1800 

• Bricktown:  (908)458-3800  • Paramus:  (201)  368-0202 


John  Penek,  MD,  FCCP,  Medical  Director 
Diplomate  — American  Board  of  Sleep  Medicine 
Fellow  — American  Sleep  Disorders  Association 
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IMPORTANT  BENEFITS  ANNOUNCEMENT  FOR  ALL  MEMBERS  OF  THE 
MEDICAL  SOCIETY  OF  NEW  JERSEY 


NOW  AVAILABLE  up  to  $25,000.00  per  month  DISABILITY  BENEFITS 
ENDORSED  BY  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

* 

IMPORTANT  FEATURES 


★ Non-Smoking  members  SAVE  30% 

★ Guaranteed  renewable  and  non-cancellable. 

★ Choice  of  benefit  periods  including  lifetime. 

★ Professional  overhead  expense  coverage.  Are  you 
adequately  protected? 

★ Finest  definition  of  disability  providing  full  recognition 
of  over  100  medical  specialties. 


UNDERWRITTEN  BY: 

The  Paul  Revere  Life 
Insurance  Company 

Worcester,  Mass.  01608 

ADMINISTRATOR: 

MR.  LEONARD  KLAFTER 
1-800-248-7090 


★ FULL  lifetime  renewability. 

★ Optional  residual,  COLA.  & future  purchase  guaran- 
tees regardless  of  insurability. 

★ Personal,  highly  professional  service  for  each  mem- 
ber. 


ADMINISTERED  BY: 

International  Underwriters  Agency 
International  Klafter  Company 

3 Executive  Blvd. 

Yonkers,  New  York  1 0704 
1-800-248-7090 


* 


* 


Learn  how  you  can  obtain  the  finest  disability  coverage  the  industry  offers— and  how  you 
can  save  substantial  premium  costs— send  this  coupon  today! 


International  Underwriters  Agency 
3 Executive  Blvd. 

Yonkers,  N.Y.  10704 
1-800-248-7090 


Attention:  Mr.  Leonard  Klafter,  Administrator,  MSNJ  Disability  Plans 


Please  provide  me  with  the  details  on  Paul  Revere’s  disability  income  benefits 
for  up  to  $25,000.00  per  month.  I am  a member. 


Member’s  Name: 

Address:  Home  □ 

Office  □ 

City:  Phone: 


am  interested  in: 

disability  coverage 

□ 

overhead  expense 

□ 
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LETTERS  AND  VIEWPOINTS 


BREAST  RECONSTRUCTION 


I am  writing  to  comment  on  the 
article  “Immediate  breast  re- 
construction after  mastectomy 
by  Umar  Atabek,  MD  (90:379- 
382,  1993).  I congratulate  NEW 
Jersey  Medicine  for  featuring 
this  important  material,  complete 
with  a cover  illustration.  I must 
admit,  however,  that  I am  quite 
disappointed  by  the  limited  and 
outdated  content  of  the  article. 
Immediate  reconstruction  was 
discussed  and  encouraged,  a con- 
cept of  which  I agree.  However, 
it  is  important  for  medical  and  lay 
readers  to  appreciate  that  now 


BREAST  RECONSTRUCTION: 


We  wish  to  thank  Dr. 
Bloomenstein  for  his  comments 
regarding  our  article  stressing  the 
benefits  of  immediate  breast  re- 
construction (NJ  MED  90:379-382, 
1993).  We  agree  completely  that 
immediate  breast  reconstruction 
utilizing  prosthetic  implants  is 
only  one  way  to  approach  this 
problem.  The  illustrative  case  in 
our  article  was  that  of  an  ideal 
patient  for  implant  reconstruc- 
tion, namely  a thin,  small- 
breasted patient  with  minimal 
ptosis.  At  the  time  this  patient’s 
reconstruction  was  performed, 
silicone-filled  implants  were 


there  are  considerably  improved 
methods  of  reconstruction  avail- 
able and  in  use. 

Your  readers  should  under- 
stand that  most  plastic  surgeons 
use  textured  saline-filled  breast 
implants  when  a reconstruction 
with  artificial  material  is  em- 
ployed—to  decrease  slippage  and 
contracture.  Autogenous  tissue 
reconstruction,  utilizing  abdom- 
inal or  latissimus  muscle-based 
back  tissue  with  or  without  an 
implant,  also  is  widely  employed 
for  immediate  and  delayed  re- 
construction. There  are  other  in- 


A  RESPONSE 


readily  available,  and,  in  fact,  still 
are  available  for  reconstructive 
surgeries  under  certain  circum- 
stances with  appropriate  docu- 
mentation. However,  it  is  true 
that  most  implants  in  general  use 
now  are  saline-filled  implants, 
either  smooth-walled  or  textured. 

In  addition,  we  did  not  mean 
to  imply  that  prosthetic  implant 
reconstruction  is  the  only  method 
of  reconstruction.  It  certainly  is 
true  that  autologous  tissue  re- 
construction has  been  a viable 
technique  for  more  than  a decade 
and  frequently  is  used  in  patients 
with  the  appropriate  indications 


MEDICUS  PRIVATICUS  PRIMARIUS 


The  election  of  the  Clinton/ 
Gore  team  has  given  new  life  to 
the  environmental  movement. 
There  is  increased  awareness  that 
extinction  is  an  aesthetic  problem 
and  that  extinction  impacts  the 
health  of  the  entire  ecosystem. 
Expanding  attention  now  is  being 
given  to  the  reclusive  spotted  owl, 
the  attractive  California  condor, 
the  gentle  gray  wolf,  and,  of 
course,  the  vital  pupfish. 

Yet,  one  species  is  endangered 
and  is  being  ignored  by  the  ad- 


ministration and  the  environmen- 
tal movement.  In  fact,  current 
government  policies  are  increas- 
ing the  threat.  Its  numbers  dwin- 
dle by  the  day,  it  is  predicted  to 
be  extinct  by  the  end  of  the  cen- 
tury. This  quiet  creature  usually 
is  solitary  and  recognized  by  its 
distinctive  white  coat.  It  generally 
can  be  found  responding  to  a dis- 
tress call,  usually  during  the  early 
morning  hours.  Its  ubiquitous 
nature  has  long  been  taken  for 
granted-  Its  range  is  quite  wide 


teresting  developments,  including 
resection  of  the  breast  through  a 
cireumareolar  excision  for  small 
central  breast  lesions,  immediate 
reconstruction  with  a latissimus 
and  back  subcutaneous  fat  com- 
posite flap,  and  a circular  skin 
island  that  replaces  the  nipple- 
areolar  complex. 

It  would  be  unwise  to  leave  the 
reader  with  the  assumption  that 
the  method  of  reconstruction 
presented  in  the  article  is  the  only 
one  available  in  1993.  □ Richard 
B.  Bloomenstein,  MD 


who  desire  autologous  recon- 
struction. 

In  the  relatively  limited  scope 
of  the  article  that  we  presented, 
our  primary  emphasis  was  on  the 
safety,  effectiveness,  and  de- 
sirability of  immediate  breast  re- 
construction following  mastec- 
tomy. It  is  our  hope  that  this 
article  will  promote  further 
education  and  interest  regarding 
the  many  options  of  breast  re- 
construction in  the  immediate 
postoperative  period.  □ Lenora 
R.  Barot,  MD,  and  Umur  Atabek, 
MD 


and  the  species  at  one  time  could 
be  found  in  nearly  every  neigh- 
borhood. However,  it  now  is  in 
dire  threat  of  a new  wave  of  de- 
velopment that  destroys  its 
habitat. 

Perhaps  even  more  than  the 
pupfish  or  gray  wolf,  this  en- 
dangered species  has  been  of  vital 
importance  to  humans,  and  its  ex- 
tinction will  be  deeply  felt.  It 
would  seem  prudent  to  include  it 
on  the  endangered  species  list 
and  to  afford  it  the  same  protec- 
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tions  as  the  hairy-eared  dwarf 
lemur.  The  animal  to  which  I 
refer  is  technically  known  by  it 
biological  name  genus  Medicos, 
species  privations,  subspecies 


VIRAL  DIAGNOSTICS 


This  letter  continues  a ten-year 
tradition  of  sharing  with  the 
physicians  of  New  Jersey  an  an- 
nual review  of  viral  diagnostic  ac- 
tivities at  UMDNJ-Robert  Wood 
Johnson  Medical  School,  Viral 
Diagnostic  Laboratory,  New 
Brunswick.  During  1992,  almost 
2,300  specimens  were  submitted 
for  viral  diagnosis  by  rapid  anti- 
gen detection  or  viral  isolation. 
Five  hundred  two  viruses  were 
identified  for  a total  of  22  percent 
of  the  specimens  submitted  being 
positive  for  a viral  pathogen.  As 
has  been  the  case  for  many  years, 
herpes  simplex  virus  was  isolated 
from  over  200  of  the  patients,  or 
9 percent  of  the  total  isolates 
were  herpes  simplex.  Cytomega- 
lovirus (CMV)  was  isolated  from 
6 percent  of  the  patients  and  ac- 
counted for  almost  25  percent  of 
the  total  viruses  isolated.  Herpes 
simplex  virus  accounted  for  40 
percent  of  the  total  viral  isolates. 
Respiratory  syncytial  viruses  were 
detected  in  another  almost  20 
percent  of  the  specimens  utiliz- 
ing both  rapid  antigen  diagnostic 
methodologies  as  well  as  culture. 
There  was  an  especially  pro- 
longed and  intense  annual  epi- 


primarius,  although  taxonomists 
also  have  referred  to  its  as 
Welbius  marcus.  At  the  very  least, 
we  should  preserve  a few  indivi- 
duals or  a mating  pair  for  the  San 


demic  of  respiratory  syncytial 
virus  this  past  year.  This  was  ac- 
companied by  a relatively  dra- 
matic increase  in  adenovirus 
isolation  accounting  for  an  unusu- 
ally high,  almost  5 percent  of  the 
total  viral  isolates.  Enteroviral 
isolation  rates  were  lower  than 
usual,  reflecting  decreased  activi- 
ty during  1992.  Similarly,  the  in- 
cidence of  rotavirus  infection  also 
was  decreased,  accounting  for  ap- 
proximately 4 percent  of  the  total 
viral  isolates.  The  specific  num- 
bers are  illustrated  in  the  Table. 

Although  tissue  culture  meth- 
odology remains  the  gold  stan- 
dard, rapid  antigen  detection  con- 
tinues to  grow  slowly  in  terms  of 
availability  and  reliability.  In  all 
probability,  one  of  the  next 
methodologic  changes  will  be 
shell  viral  technology  paired  with 
early  antigen  detection  or  poly- 
merase chain  reaction  detection. 
Immunofluorescent  methodolo- 
gies continue  to  maintain  some 
role  in  viral  diagnostic  technolo- 
gy. Immunoperoxidase  and  DNA 
probe  technologies  will  continue 
to  slowly  expand.  Hopefully, 
technologic  developments  will 
not  be  hurt  by  cost  curtailment 


Diego  Zoo,  to  be  appreciated  by 
future  generations.  □ Michael  A. 
Patmas,  MD 


Table.  Specimens  submitted 
for  viral 

identification:  1992. 


Total  submitted 

2,285 

Viruses  identified 

502 

Percent  positive 

22 

Herpes  simplex  virus 

204 

Cytomegalovirus 

139 

Respiratory  syncytial  virus 

93 

Enterovirus 

17 

Adenovirus 

22 

Parainfluenza  virus 

3 

Influenza  A virus 

1 

Influenza  B virus 

0 

Rotavirus 

21 

pressure.  However,  the  major 
force  on  diagnostic  laboratories 
will  be  the  increasing  cost  of 
regulatory  and  administrative  ex- 
penses and  pressures  to  sacrifice 
quality  for  cost  containment.  This 
is  a dilemma  faced  by  physicians 
around  the  state  and  throughout 
the  country.  May  we  all  continue 
our  efforts  to  assure  that  the 
rights  of  the  individual  patient  are 
not  forgotten  in  the  current  up- 
heaval that  is  euphemistically 
labeled  health  care  reform.  □ 
Lawrence  D.  Frenkel,  MD 
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As  Alzheimer's  Disease  progresses,  it  is  not  unusual  for  its  victims  to 
have  clear  memories  of  childhood,  yet  not  recognize  those  dearest  to 
them.  It  is  this  tragic  symptom  and  others  that  make  Alzheimer's  as  dev- 
astating to  a victim's  family  as  it  is  to  the  victim.  ❖ In  conjunction  with 
consultants  from  the  Dementia  Research  Clinic  at  the  Johns  Hopkins 
University  School  of  Medicine,  Meridian  Healthcare  has  supported  a 


series  of  studies  aimed  at  innovating  new  and  better  ways  of  caring  for 
the  memory  impaired.  ❖ Meridian's  leadership  role  in  supporting 
dementia  research  resulted  in  the  first  Alzheimer's  care  unit  modeled  on 
principles  of  modem  psychiatry.  Today  that  research  is  embodied  in  a 
program  called  FOCUS,  now  in  place  at  Meridian  Nursing  Center  - 
Westfield.  The  goal  of  FOCUS  is  to  prolong  the  independence  of  the 
memory  impaired  by  sharpening  their  remaining  abilities.  FOCUS  offers 
an  individual  program  of  care  for  each  patient,  provided  by  a specially 
trained  staff  in  a secure  and  structured  residential  environment.  For  fam- 
ilies struggling  to  cope  with  the  consequences  of  their  loved  one's  illness, 
FOCUS  offers  education,  counseling  and  sup- 
port. ❖ If  someone  you  love  has  Alzheimer's 
Disease,  call  and  ask  for  our  free  FOCUS 
brochure.  While  there  is  no  cure,  FOCUS  offers 
the  care  you  and  your  loved  one  need. 


/< 


I c u s 

n Alzheimer’s 


151S  LAMBERTS  MILL  ROAD  ❖ WESTFIELD  ❖ NEW  JERSEY 
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By  THE  TIME  yet  BEAD  THIS 

MCST  PHYSICIANS  HILL  BE  IN 
THE  4C%  BRACKET.  YCD  HAVE  AN 

ALTEDNATIVE  TO  CIVIN6  HP 
HALF  yCHD  LIVELIHOOD.  THE 
ENDODSED  V.E.B.A.  PLAN  IS  THAT 
ALTERNATIVE.  IT  IS  A LON 6 TERM 
STATHTOPy  PIAN.  AND  THE  TPHST 
WHICH  SHELTERS  INCOME  WAS 
APPRO  VED  BY  I.P.S. 


ENDORSED  BY 

MEDICAL  SOCIETY  OF  NEW  JERSEY 

EXECUTIVE  OFFICES 
TWO  PRINCESS  ROAD 
LAWRENCEVILLE.  NEW  JERSEY  08648 
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CtC  CLAN  IS  WELL  StCCCCTEC 
BY  LEADING  LAW  & ACCOUNTING 
FICMS,  BANKS  AND  INStCANCE 
COMPANIES  WHO  VECY  CEADILy 
CACTICICATE.  MOST  CtiySICIANS  IN 
IDE  TOC  BCACKET  WILL  CAy  $30,000 
MOCE  IN  FEDECAL  INCOME  TAX. 
yetc  CHOICE:  SEND  $30,000  MOCE 
TO  THEM,  OC  USE  IT  FOC  yODCSELF 
TO  ODEN  yODC  V.E.B.A. 

THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE.  PA  19047 
(215)  750-7616 
1-800-283-7666 
FAX  (215)  750-7791 
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THEY  HAD  A 
MEETING  TO  DECIDE 
YOUR  FUTURE... 
AND  YOU  WEREN'T 
INVITED 


sure 


Post 


duate 


tga 

dici 


Read  the  September  15th  and 
November  15th  issues  of 
Postgraduate  Medicine  to  get 
details  of  the  Clintons’  healthcare 
plan  and  to  learn  how  it  will  affect 
you  and  what  you  can  do  about  it. 


icine 
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GUEST  EDITORIAL 


OPEN  WIDE 


Howard  D.  Slobodien , MD, 
editor-in-chief  of  NEW  JERSEY 
MEDICINE,  requested  Christo- 
pher M.  Papa,  MD,  a dermatolo- 
gist and  member  of  the  Editorial 
Board,  to  comment  on  the  lead 
article,  “ Pemphigus  presenting  as 
oral  ulcers  refractory  to  acyclovir 
therapy.''  Dr.  Papa's  insightful 
message  is  a lesson  to  all  physi- 
cians. Dr.  Slobodien  appreciates 
Dr.  Papa's  editorial  for  this  issue 
of  New  Jersey  Medicine. 

I was  a member  of  the  second 
graduating  class  (1961)  of  Seton 
Hall  College  of  Medicine,  now 
UMDNJ-New  Jersey  Medical 
School.  The  college  was 
justifiably  proud  of  its  chief  of 
medicine,  the  renowned  Harold 
Jeghers,  MD,  of  eponymic  Peutz- 
Jeghers  fame.  A superb  clinician, 
he  was  very  much  the  educator  as 
well.  “The  Moose,”  as  he  was 
affectionately  known  by  the  stu- 
dents, eagerly  participated  in 
bedside  teaching.  His  most 
memorable  didactic  events  were 
two  lectures,  repeated  annually 
for  the  new  second-year  students. 

Armed  with  a pair  of  pliers  and 
a screwdriver,  he  spent  one  hour 
extolling  the  virtues  of  building 
a personal,  lifelong  medical 
literature  file.  My  classmates 


VOL.  90-NUMBER  9 SEPTEMBER  1993 


probably  still  chuckle,  remember- 
ing the  grave,  methodical  dem- 
onstration of  how  to  skillfully 
dissect  journals  to  extract  the 
articles  to  be  archived. 

The  other  lecture  he  reveled  in 
presenting  emphasized  the  im- 
portance of  developing  observa- 
tional skills.  Students  were  ex- 
horted to  devour  the  skin  with 
their  eyes  in  hopes  of  discovering 
clues  to  underlying  diseases.  No 
examination  was  complete  with- 
out a thorough  examination  of 
the  oral  cavity.  Of  course,  the 
discovery  and  description  of 
“gastrointestinal  polyposis  with 
mucocutaneous  pigmentation 
had  proceeded  from  his  careful 
attention  to  these  very  portals. 

The  instructive  case  of  pem- 
phigus vulgaris  presented  in  this 
issue  (page  667)  serves  to  re- 
emphasize the  need  to  hone  ob- 
servational skills  and  to  learn  to 
read  the  external  signs  of  internal 
disease. 

If  there  is  another  lesson  to 
learn,  it  is  to  be  bold  in  reaching 
out  for  help  from  the  pathologist. 
The  skin  and  oral  mucosa  are  so 
accessible  that  direct  sampling  of 
the  abnormal  tissue  should  be  a 
primary  consideration.  It  is  an 
economical,  rapid  means  of  verify- 


ing the  nature  of  the  underlying 
disease.  In  this  instance,  scraping 
the  base  of  the  skin  or  mucosal 
lesions  for  a simple,  stained  smear 
(Tzanck  preparation)  would  reveal 
the  pathognomic  findings  of 
multinucleated  giant  cells  of  the 
putative  viral  disease,  or  the 
acantholytic  squames  of  the  actual 
pemphigus.  Some  of  the  other 
conditions  considered  in  the  dif- 
ferential diagnosis  are  readily 
identified  by  tissue  biopsy,  involv- 
ing nothing  more  than  injecting  a 
bit  of  local  anesthesia  and  using 
scissors  and  forceps  to  snip  off  a 
small  sample  for  fixative  transport 
to  the  pathologist.  In  the  reported 
case,  there  was  an  unfortunate 
delay  in  diagnosis,  which  came 
only  after  the  skin  problem  be- 
came apparent. 

The  narrative,  nonetheless,  is 
an  excellent  cautionary  tide  and 
educational  gem.  Remember  to 
carefully  examine  the  skin  and 
mucous  membranes,  then  act 
with  appropriate  swiftness  to  nail 
down  the  diagnosis.  “The 
Moose,”  now  grazing  in  celestial 
academia,  will  beam  his  approval 
from  the  heavens.  □ Christopher 
M.  Papa,  MD 
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Some  of  the  finest 
medical  specialists 
in  New  Jersey 
work  in  our 
lending  department 

But  they  specialize  in  treating  doctors,  not  patients. 

In  fact,  our  Medical  Banking  Group  has  effectively  treated 
New  Jersey  physicians  to  well  over  $110  million  in  loans 
and  leases  for  starting  or  expanding  private  practices 
(part  of  a healthy  $512  million  we've  invested  in  the 
health  care  industry). 

And  along  with  the  money  it  takes  to  afford  those 
practices,  our  Medical  Banking  Group  has  been  providing 
the  financial  advice  it  takes  to  run  them.  Successfully. 

If  that’s  the  way  you’d  like  your  practice  to  run,  call 
Tom  Ferris  at  1-201-646-5858,  or  Norm  Buttaci  at 
1-609-987-3561. 


UNITED 

JERSEY 


THE  FAST- MOVING  BANK 


Members  FDIC  Equal  Opportunity  Lenders.  Members  of  UJB  Financial  Corp.,  a financial  services  organization  with  over  $13  billion  in  assets. 
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PHYSICIAN  SELF-REFERRAL 


In  June,  I was  invited  to 
participate  in  “A  Round  Table 
Discussion  on  Physician  Self- 
Referral  at  the  Division  of  Con- 
sumer Affairs  in  Newark.  Three 
questions  were  posed  on  the  in- 
vitation: Should  health  care 

professionals  be  permitted  to 
refer  patients  to  facilities/services 
in  which  they  have  a financial  in- 
terest? Should  certain  types  of 
health  care  services  continue  to 
be  exempt  from  self-referral 
prohibition,  i.e.  renal  dialysis, 
lithotripsy,  oncological  protocols? 
If  so,  are  there  other  areas  that 
also  should  be  exempt?  Should 
physicians  and  other  practitioners 
be  permitted  to  make  a profit 
from  the  sale  of  products  and 
medications? 

The  American  Medical  Associa- 
tion (AMA)  has  codified  its  opin- 
ion from  the  Council  on  Ethical 
and  Judicial  Affairs  and  the  Board 
of  Trustees  in  Policies  #140.961, 
140.967,  and  140.984,  which  ap- 
pear in  the  1993  AMA  Policy 
Compendium: 

140.961  Conflicts  of  Interest  — 
Physician  Ownership  of  Medical 
Facilities:  (1)  Physician  investment 
in  health  care  facilities  can  provide 
important  benefits  for  patient  care. 
However,  when  physicians  refer  pa- 
tients to  facilities  in  which  they  have 
an  ownership  interest,  a potential 
conflict  of  interest  exists.  In  general, 
physicians  should  not  refer  patients 
to  a health  care  facility  outside  their 
office  practice  at  which  they  do  not 
directly  provide  care  or  services 
when  they  have  an  investment  in- 
terest in  the  facility. 

(2)  Physicians  may  invest  in  and 
refer  to  an  outside  facility,  whether 
or  not  they  provide  direct  care  or 
services  at  the  facility,  if  there  is  a 
demonstrated  need  in  the  community 
for  the  facility  and  alternative  financ- 
ing is  not  available.  There  may  be 
situations  in  which  a needed  facility 


Joseph  N.  Micale,  MD 


would  not  be  built  if  referring  physi- 
cians were  prohibited  from  investing 
in  the  facility.  Need  might  exist  when 
there  is  no  facility  of  reasonable 
quality  in  the  community  or  when 
use  of  existing  facilities  is  onerous  for 
patients.  In  such  cases,  the  following 
requirements  also  should  be  met: 

(a)  Individuals  who  are  not  in  a 
position  to  refer  patients  to  the  facili- 
ty must  be  given  a bona  fide  op- 
portunity to  invest  in  the  facility,  and 
they  must  be  able  to  invest  on  the 
same  terms  that  are  offered  to  refer- 
ring physicians.  The  terms  on  which 
investment  interests  are  offered  to 
physicians  must  not  be  related  to  the 
past  or  expected  volume  of  referrals 
or  other  business  from  the  physi- 
cians. 

(b)  There  is  no  requirement  that 
any  physician  investor  make  referrals 
to  the  entity  or  otherwise  generate 
business  as  a condition  for  remaining 
an  investor. 

(c)  The  entity  must  not  market  or 
furnish  its  items  or  services  to  refer- 
ring physician  investors  differently 
than  to  other  investors. 

(d)  The  entity  must  not  loan  funds 
or  guarantee  a loan  for  physicians  in 
a position  to  refer  to  the  entity. 


(e)  The  return  on  the  physician’s 
investment  must  be  tied  to  the  physi- 
cian’s equity  in  the  facility  rather 
than  to  the  volume  of  referrals. 

(f)  Investment  contracts  should 
not  include  “noncompetition  clauses 
that  prevent  physicians  from  invest- 
ing in  other  facilities. 

(g)  Physicians  must  disclose  their 
investment  interest  to  their  patients 
when  making  a referral.  Patients 
must  be  given  a list  of  effective 
alternative  facilities  if  any  such 
facilities  become  reasonably  avail- 
able, informed  that  they  have  the  op- 
tion to  use  one  of  the  alternative 
facilities,  and  assured  that  they  will 
not  be  treated  differently  by  the 
physician  if  they  do  not  choose  the 
physician-owned  facility.  These  dis- 
closure requirements  also  apply  to 
physician  investors  who  directly 
provide  care  or  services  for  their  pa- 
tients in  facilities  outside  their  office 
practice. 

(h)  The  physician’s  ownership  in- 
terest should  be  disclosed,  when  re- 
quested, to  third-party  payors. 

(i)  An  internal  utilization  review 
program  must  be  established  to 
ensure  that  investing  physicians  do 
not  exploit  their  patients  in  any  way, 
as  by  inappropriate  or  unnecessary 
utilization. 

(j)  When  a physician’s  financial  in- 
terest conflicts  so  greatly  with  the 
patients  interest  as  to  be  incom- 
patible, the  physician  must  make  ar- 
rangements for  the  care  of  the  pa- 
tient. 

(3)  With  regard  to  physicians  who 
invested  in  facilities  under  the  Coun- 
cil s prior  opinion,  it  is  recommended 
that  they  re-evaluate  their  activity  in 
accordance  with  this  report  and 
comply  with  the  guidelines  in  this 
report  to  the  fullest  extent  possible. 
If  compliance  with  the  need  and 
alternative  investor  criteria  is  not 
practical,  it  is  essential  that  the  iden- 
tification of  reasonably  available 
alternative  facilities  be  provided. 
(CEJA  Rep.  C,  1-91;  Reaffirmed: 
Sub.  Res.  4,  1-92) 
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140.967  Conflicts  of  Interest: 
Physician  Ownership  of  Medical 
Facilities — Interim  Report:  (1)  The 
AMA  calls  on  all  physicians  with  in- 
vestments in  facilities  to  which  they 
refer  patients  to  assiduously  follow 
the  following  guidelines  of  the  Coun- 
cil on  Ethical  and  Judicial  Affairs  in 
every  respect.  It  is  not  unethical  for 
a physician  to  have  a financial  in- 
terest in  a health  care  facility  to 
which  the  physician  refers,  provided 
that  the  potential  conflict  of  interest 
is  addressed  by  the  following:  (a)  The 
physician  has  an  affirmative  ethical 
obligation  to  disclose  to  the  patient 
or  referring  colleagues  his  ownership 
interest  in  the  facility  or  therapy 
prior  to  utilization,  (b)  The  physician 
may  not  exploit  the  patient  in  any 
way,  as  by  inappropriate  or  unneces- 
sary utilization,  (c)  The  physician’s 
activities  must  be  in  strict  con- 
formance with  the  law.  (d)  The  pa- 
tient should  have  free  choice  either 
to  use  the  physician’s  proprietary 
facility  or  therapy  or  to  seek  the 
needed  medical  services  elsewhere, 
(e)  When  a physician’s  commercial 
interest  conflicts  so  greatly  with  the 
patient’s  interest  as  to  be  incom- 
patible, the  physician  should  make 
alternative  arrangements  for  the  care 
of  the  patient,  (f)  Investment  income 
should  not  be  related  to  the  number 
of  referrals  or  the  revenue  generated 
by  the  physician  owner  or  investor, 
but  instead  to  ownership  and  equity 
considerations,  (g)  An  internal  pro- 
gram of  utilization  review  should  be 
established  in  health  care  facilities  to 
which  physician  investors  refer  pa- 
tients. (h)  Individuals  who  are  not  in 
a position  to  refer  patients  to  the 
health  care  facility  should  be 
provided  with  a bona  fide  opportuni- 
ty to  invest  in  the  commercial  ven- 
ture on  an  equal  basis  with  referring 
physicians,  (i)  Opportunities  for 
physician  investment  in  health  care 
facilities  should  not  be  contingent 
upon  referral  to  that  facility,  nor 
should  divestiture  be  required  of 
physicians  who  do  not  refer  patients 
to  the  facility. 

(2)  The  AMA  calls  on  state  and 
county  medical  societies  to  seek  out 
and  to  respond  to  complaints  of 
significant  violations  of  the  Council 
on  Ethical  and  Judicial  Affairs’ 
guidelines,  and  it  reminds  those 
societies  of  the  AMA’s  pledge  to 
stand  behind  and  to  provide  financial 
support  for  any  society  enforcing  in 


good  faith  and  under  approved  dis- 
ciplinary procedures  AMA’s  code  of 
ethics.  (CEJA  Rep.  G,  A-91) 

140.984  Physicians’  Involvement 
in  Commercial  Ventures:  The  AMA 
opposes  an  across-the-board  ban  on 
self-referrals  because  of  the  benefits 
to  patients  including  increased  access 
and  competition,  but  proposes  a list 
of  standards  to  ensure  ethical  and 
acceptable  financial  arrangements: 

(1)  Opportunity  To  Invest — The 
opportunity  to  invest  in  the  medical 
or  health  care  facility  established  by 
a health  care  service(s)  (HCS)  finan- 
cial arrangement  should  be  open  to 
all  individuals  who  are  financially 
able  and  interested  in  the  invest- 
ment. This  would  include  nonphysi- 
cians. The  only  exception  allowed 
would  be  for  a sole  community  health 
care  provider  where  ownership  could 
be  limited  to  potential  referring 
physicians  or  their  immediate  family 
due  to  a lack  of  other  individuals  who 
have  sufficient  capital  and  interest  to 
establish  the  facility. 

(2)  Real  Investment  at  Risk — Each 
investor  should  be  undertaking  a real 
financial  risk  similar  to  that  which 
might  occur  in  any  other  similar  com- 
mercial investment.  A referring 
physician  should  not  be  allowed  to 
become  involved  in  the  HCS  invest- 
ment without  incurring  a real  finan- 
cial risk.  The  ability  of  a physician  to 
refer  patients  must  not  be  considered 
“capital  to  become  an  investor  in  the 
facility.  Each  investor  in  the  medical 
facility  must  be  at  risk  by  virtue  of 
a binding  commitment  to  capitalize 
the  venture,  such  as  a commitment 
to  contribute  money,  property,  or 
services. 

(3)  Patient  Referral  Require- 
ment— No  investor  in  the  medical 
facility  can  be  required  or  coerced  in 
any  manner  to  refer  patients  to  the 
facility.  No  investor  can  be  required 
to  divest  his  investment  for  failure  to 
refer  patients.  No  investor  can  be 
required  to  divest  because  he  moves 
from  the  area  or  ceases  practicing 
medicine. 

(4)  Distribution  of  Profit  or  Equi- 
ty— Distribution  should  be  based 
generally  on  the  amount  contributed 
to  capital.  Remuneration  or  profit 
distribution  may  not  be  related  to 
patient  referrals. 

(5)  Disclosure  of  Ownership  In- 
terest— A physician  or  other  health 
care  professional  or  provider  with  an 
ownership  interest  in  a medical  or 


other  health  care  facility  or  service  to 
which  the  physician  refers  patients 
must  disclose  to  the  patients  this 
ownership  interest.  A general  dis- 
closure can  be  made  in  a manner 
which  is  appropriate  to  his  practice 
situation. 

(6)  Request  for  Care— Each  pa- 
tient of  a physician  with  an 
ownership  interest  (or  whose  im- 
mediate family  member  has  an  in- 
terest) must  be  provided  with  a 
physician’s  request  for  ancillary  care 
to  enable  the  patient  to  select  a facili- 
ty for  such  care.  However,  in  ac- 
cordance with  the  physician’s  ethical 
responsibility  to  provide  the  best 
care  for  the  patient,  the  physician 
must  be  free  to  recommend  what  in 
the  physician’s  judgment  is  the  most 
appropriate  facility,  including  his 
own  facility. 

(7)  Notification  of  Ownership  In- 
terest to  Payor— If  the  physician  (or 
immediate  family  member)  has  an 
ownership  interest  in  a medical  or 
health  care  facility  or  service  to 
which  he  refers  patients  who  are 
Medicare  beneficiaries,  this  physi- 
cian should  identify  the  ownership 
interest  on  the  Medicare  claim  form. 
If  the  Medicare  carrier  detects  a pat- 
tern suggesting  inappropriate  utiliza- 
tion, the  matter  could  be  referred  to 
the  PRO  for  followup  pursuant  to  the 
existing  PRO  review  process.  Such 
PRO  review  would  have  to  be  con- 
ducted in  a uniformly  fair,  open- 
minded  manner. 

(8)  Internal  Utilization  Review 
Program  — Each  medical  facility  with 
referring  physician  owners  (or  im- 
mediate family  members)  must  have 
an  internal  utilization  review  pro- 
gram to  monitor  referrals  by  such 
physicians.  Regular  reports  from  this 
internal  program  should  be  made 
available  to  the  Medicare  carrier  on 
request. 

(9)  Compliance  with  Standards  — 
Failure  to  comply  with  any  one  in- 
dividual standard  or  compliance  with 
all  the  standards,  in  and  of  itself, 
would  not  be  sufficient  to  find  that 
the  arrangement  is  illegal.  The  entire 
arrangement  needs  to  be  examined  to 
determine  whether  it  is  merely  a 
sham  arrangement  to  conceal  a 
kickback  scheme  or  whether  it  is 
“legal.  Failure  to  comply  with  stan- 
dards would  subject  the  HCS  invest- 
ment arrangement  to  further 
scrutiny.  (BOT  Rep.  ZZ,  A-89) 
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We  recognize  that  a “potential 
conflict  of  interest”  may  exist.  We 
believe  that  “physicians  may  in- 
vest in  and  refer  to  an  outside 
facility,  whether  or  not  they 
provide  direct  care  or  services  at 
the  facility,  if  there  is  a dem- 
onstrated need  in  the  community 
for  the  facility  and  alternative 
financing  is  not  available.” 

Need  might  exist  when  there  is 
no  facility  of  reasonable  quality  in 
the  community,  or  when  the  use 
of  existing  facilities  is  onerous  for 
patients.  We  agree  that  the  re- 
quirements outlined  in  the  AMA 
policy  should  be  followed, 
however.  The  following  is  the 
position  of  the  Medical  Society  of 
New  Jersey:  “Self-referral  is 

ethical  if  the  procedure,  examina- 
tion, or  test  is  medically  indicated 
and  necessary;  it  is  rendered 
under  the  highest  standard  of 
quality;  and  it  is  competitively 
priced.” 

What  is  the  extent  of  the 
problem?  In  a Council  report, 
“Conflicts  of  Interest  (JAMA 
267:2366-2369,  1992),  the  AMA 
Council  on  Ethical  and  Judicial 
Affairs  requested  that  the  AMA 
Center  for  Health  Policy  Re- 
search review  three  studies  that 
provided  “original  data  and 
analyses  on  the  effects  of  self-re- 
ferral on  utilization  and  costs.” 
The  Center  found  that  all  of  these 
studies  have  flaws,  but  made  the 
following  points: 

Nationwide,  approximately  10 
percent  of  physicians  have  invest- 
ments in  health  care  facilities 
where  a potential  conflict  of  in- 
terest exists;  however,  not  all  the 
physician  investors  self-refer.  For 
several  important  classes  of 
services  for  which  physicians 
make  referrals,  patients  of  physi- 
cians who  self-refer  have  higher 
utilization  rates  than  other  pa- 
tients. None  of  the  studies, 
however,  examined  the  appropri- 
ateness of  the  utilization  levels  of 
physicians  who  self-refer  and 
those  who  refer  to  other  sources. 
“There  is  no  evidence  in  these 
sources  of  the  extent  to  which 
physicians  may  profit  from  self- 


referral, so  the  degree  of  the  con- 
flict is  not  known,  except  anec- 
dotally.” 

In  the  same  article,  a panel  of 
experts  raised  several  consider- 
ations. It  was  noted  that  the 
“profession’s  ability  to  preserve 
autonomy  and  the  nature  of  the 
physician-patient  relationship  . . . 
have  succeeded  in  large  part  due 
to  the  profession’s  lack  of  toler- 
ance for  commercialism  in 
medicine.”  Government  policies, 
unfortunately,  have  treated  physi- 
cians as  entrepreneurs  rather  than 
professionals,  and  have  con- 
tributed to  a rise  in  com- 
mercialism. 

Physicians  are  asking  for  the 
professional  prerogative  to  in- 
fluence when  and  where  patients 
may  have  their  tests  performed.  If 
the  business  community  were  in- 
volved in  the  ownership  of  health 
care  facilities,  would  they  be  con- 
cerned about  patients’  welfare? 
Since  the  time  of  Hippocrates, 
ethical  physicians  have  cultivated 
the  trust  of  their  patients  by  plac- 
ing the  patients’  welfare  before  all 
other  considerations. 

The  grandfather  clause  was  in- 
cluded in  the  1991  act  for  two 
basic  reasons.  Forced  divestiture 
would  compromise  the  value  of 
the  equity  of  investors  in  an  un- 
fair and  unacceptable  fashion  and 
simultaneously  present  a clear 
danger  to  the  continuation  of 
services  that  were  otherwise  not 
available.  The  certificate  of  need 
program  in  New  Jersey  has  pro- 
duced major  distribution  prob- 
lems that  were  answered  by 
private  sector  investment.  These 
problems  are  not  about  to  be  re- 
solved in  the  current  health  care 
climate.  The  Legislature  very 
prudently  determined  that  pro- 
spective prohibition  was  the  best 
possible  solution.  Normal  attrition 
over  a five-to-ten  year  period  will 
greatly  resolve  whatever  problem 
is  believed  to  exist. 

The  Clinton  administration  is 
pursuing  refonn  predicated  upon 
managed  care  and  managed  com- 
petition. Those  concepts  are 
founded  upon  global  budgets  and 


capitation  for  physician  services. 
Consequently,  in  order  to  be  a 
part  of  the  process,  physicians 
will  have  to  forge  multidisci- 
plinary networks.  Bans  on  self- 
referral wil  become  extraneous 
and  of  no  value. 

Beyond  that,  the  managed  care 
format  of  capitation  means  there 
is  no  economic  incentive  to  over- 
utilize. Actually,  the  economic  in- 
centive for  physicians  would  be  to 
underutilize. 

There  is  a particular  hazard  in 
multiple,  uncoordinated  regu- 
latory approaches.  Federal  legis- 
lation on  self-referrals  is  con- 
templated based  on  Congressman 
Stark’s  proposal.  The  Federal 
Trade  Commission  and  the  De- 
partment of  Human  Services, 
through  the  Office  of  the  Inspec- 
tor General  and  monitoring  of 
safe  harbors,  already  are  active. 
An  overabundance  of  regulatory 
oversight  serves  no  practical 
purpose,  generates  unnecessary 
paperwork,  frustrates  even  the 
most  highly  ethical  physicians, 
and  drives  up  the  cost  of  care  as 
to  be  literally  counterproductive. 

Surely,  before  embarking  on  a 
new  regulatory  initiative  against 
self-referrals,  the  Division  of  Con- 
sumer Affairs  and  the  State  Board 
of  Medical  Examiners  (SBME) 
should  be  expected  to  develop  a 
realistic  estimate  of  the  costs  and 
benefits.  It  would  be  interesting 
to  know  just  how  much  in  unnec- 
essary medical  expenditures 
would  be  saved  by  a repeal  of  the 
grandfather  clause. 

At  this  time,  the  Division  and 
SBME  appear  to  us  to  be  deter- 
mined to  further  restrict  self- 
referral and  to  remove  the  grand- 
father clause.  It  is  our  belief  that 
no  changes  should  be  made  in  the 
New  Jersey  statutes  at  this  time 
nor  in  the  immediate  future.  After 
federal  reform  has  been  com- 
pleted, a timely  reanalysis  would 
be  appropriate. 

For  the  moment,  we  must 
carefully  monitor  forthcoming  de- 
velopments from  the  regulatory 
and  statutory  arenas.  □ Joseph  N. 
Mieale,  MD 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modityirtg  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 •3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  YoconT  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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Pemphigus  presenting  as 
oral  ulcers  refractory  to 
acyclovir  therapy 

Gary  R.  Good,  MD 
Mark  J.  Di Nubile,  MD 


The  authors  present  a patient  with  severe  and  persistent  oral 
ulcerations  despite  acyclovir  therapy.  Because  the  patient 
initially  had  no  skin  lesions,  the  diagnosis  of  pemphigus  was 
delayed.  However,  pemphigus  commonly  presents  with 
oromucosal  lesions  before  skin  manifestations  appear. 


A 27-year-old  female  was 
admitted  to  the  hospital 
on  June  24,  1992,  com- 
plaining of  a sore  mouth 
and  severe  pain  on  swallowing. 
Her  symptoms  began  four  weeks 
prior  to  admission,  when  she 
noted  fever,  chills,  arthralgias, 
and  myalgias.  After  48  hours,  she 
developed  a painful  mouth.  The 
flu-like  symptoms  completely  re- 
solved, but  her  mouth  pain 
progressively  worsened  and  be- 
came associated  with  pain  on 
swallowing.  She  lost  15  pounds 
over  the  four-week  period.  At  the 
time  of  presentation,  she  denied 
any  current  fevers,  chills,  rashes, 
myalgias,  arthralgias,  eye  com- 
plaints, vaginal  discharge,  or 
genital  ulcers.  There  was  no  past 
history  of  sexually  transmitted 
diseases,  blood  transfusions,  or  in- 
travenous drug  use.  Her  current 
sexual  partner  and  a former 
partner  were  intravenous  drug 
users.  She  had  not  traveled  out  of 
southern  New  Jersey. 

Her  examination  was  notable 
for  severe  gingivostomatitis  with 
shallow  erosions  of  the  gingival, 
sublingual,  and  buccal  mucosa, 
petechiae  of  the  soft  palate,  an 
erythematous  uvula,  and  mildly 
enlarged  tonsils  without  exudates. 
There  was  no  evidence  of  thrush 


or  intact  vesicles.  Her  neck  was 
supple,  with  small  bilateral  sub- 
mandibular and  anterior  cervical 
nodes.  There  were  no  con- 
junctival or  vulvar  lesions.  She 
did  not  have  a skin  rash  or  joint 
effusions. 

Her  admission  leukocyte  count 
was  4,800  with  48%  neutrophils 
and  36%  lymphocytes.  There  was 
no  eosinophilia.  Her  liver  func- 
tion tests  were  within  normal 
limits. 

Empiric  therapy  was  started 
with  acyclovir  5 mg/kg  in- 
travenously every  eight  hours.  A 
topical  preparation  of  nystatin, 
tetracycline,  and  hydrocortisone 
also  was  administered.  Subse- 
quent studies  showed  the  pa- 
tient’s heterophile  antibody,  RPR, 
MHA-TP,  and  HIV  serology  were 
negative.  Cultures  of  oral  mucosa 
did  not  grow  gonococcus  or 
herpes  simplex.  After  six  days  of 
therapy,  her  symptoms  decreased 
and  she  was  switched  to  oral 
acyclovir,  200  mg  five  times  daily. 
She  was  discharged  on  hospital 
day  seven  and  completed  seven 
additional  days  of  oral  therapy  as 
an  outpatient. 

The  patient  presented  again  on 
September  24,  1992,  with  a one- 
month  history  of  progressive 
mouth  soreness.  On  further  ques- 


tioning, she  admitted  that  her 
buccal  ulcers  had  never  complete- 
ly resolved.  This  time,  her 
symptoms  began  as  a sore  tongue 
that  progressed  to  severe  mouth 
pain.  Examination  revealed 
marked  inflammation  of  the  hard 
and  soft  palate,  tonsils,  and 
posterior  pharynx.  She  had  dis- 
crete ulcers  on  her  tongue,  soft 
palate,  and  buccal  mucosa.  She 
was  admitted  for  presumed  recur- 
rent herpetic  stomatitis  (Table  1) 
and  restarted  on  intravenous 
acyclovir  5 mg/kg  administered 
every  eight  hours.  She  also  was 
treated  with  viscous  lidocaine. 
Her  HIV  serology  again  was 
negative.  After  nine  days  she  was 
switched  to  oral  acyclovir  400  mg 
5 times  daily.  Her  symptoms  wyre 
relieved,  but  the  ulcers  remained 
unchanged.  She  was  discharged 
on  the  same  treatment. 

Three  days  after  discharge,  she 
noted  a blister  on  the  anterior 
surface  of  her  left  forearm.  One 
day  later,  she  had  similar  lesions 
on  her  back,  which  spread  to  her 
arms,  chest,  neck,  face,  and  legs 
(Figures  1 to  3).  She  was  read- 
mitted and  a skin  lesion  biopsy 
was  performed.  Routine  path- 
ology and  immunofluorescence 
were  characteristic  of  pemphigus 
vulgaris.  She  was  treated  with 
prednisone  and  azathioprine,  with 
prompt  improvement. 

DISCUSSION 

Pemphigus  vulgaris  is  an  auto- 
immune suprabasal  intraepider- 
mal  blistering  disease  involving 
skin  and  mucous  membranes.  The 
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Table  1.  Differential  diagnosis  of  persistent  or  recurrent 

vesicular,  bullous,  or  ulcerative  lesions  of  the  oral 
mucosa. 

• Viral  Infections 

Herpes  simplex  virus  (primary  gingivostomatitis;  recurrent  intraoral  lesions) 
Epstein-Barr  virus  (infectious  mononucleosis) 

Coxsackieviruses  (herpangina;  hand,  foot,  and  mouth  disease) 

Primary  HIV  infection  (near  the  time  of  seroconversion) 

• Bacterial  Infections 

Secondary  syphilis  (mucous  patches) 

Gonorrhea 

• Fungal  Infections 

Candida 

Histoplasma 

• Other  Conditions 

Systematic  lupus  erythematosus 
Behcet’s  syndrome 
Recurrent  aphthous  ulcers 
Lichen  planus 
Traumatic  ulcers 

Cyclic  neutropenia-related  mucositis 

Stevens-Johnson  syndrome  (triggered  by  herpes  simplex  infection) 


Table  2.  Characteristics  of  selected  blistering  diseases. 


Disorder 

Clinical 

Appearance 

Site  of 
Involvement 

Immune 

Deposits 

Pemphigus  vulgaris 

Flaccid 

blisters 

Suprabasal 

IgG,  C3 

Bullous  pemphigoid 

Tense 

blisters 

Basement 

membrane 

IgG,  C3 

Dermatitis 

herpetiformis 

Pruritic 

papules, 

vesicles 

Dermal 

papillae 

IgA 

circulating  and  tissue  antibodies 
are  directed  against  a specific 
pemphigus  glycoprotein  antigen 
that  functions  as  part  of  the  in- 
tercellular cement  of  squamous 
epithelium. 

The  disease  predominantly  af- 
flicts adults,  usually  in  their 
fourth  to  sixth  decades.  Jewish 
patients  may  be  disproportionate- 
ly affected,  especially  those  pa- 
tients with  the  HLA-DR4  pheno- 
type. Occasionally,  an  identical 
clinical  illness  follows  the  admin- 
istration of  certain  drugs,  includ- 
ing penicillamine,  captopril, 


rifampin,  and  the  penicillins.  The 
primary  lesion  is  a flaccid  blister 
that  may  arise  on  normal  or 
erythematous  skin  or  mucosa.  The 
lesions  can  coalesce  to  form  bul- 
lae that  break  readily,  leaving  de- 
nuded areas  of  variable  size  that 
tend  to  enlarge  as  the  epidermis 
detaches  from  the  dermis  at  the 
periphery  of  the  lesion.  The 
Nikolsky  sign  (lateral  pressure  ap- 
plied to  the  edge  of  a blister  re- 
sulting in  separation  of  the 
dermis)  and  Asboe-Hansen  sign 
(direct  pressure  on  the  blister 
causing  the  lesion  to  expand)  are 


seen  in  patients  with  pemphigus, 
but  are  not  pathognomonic  of  this 
condition.  The  lesions  typically 
heal  without  scarring. 

The  distribution  of  blisters  may 
be  localized  or  generalized.  Any 
areas  of  the  skin  may  be  involved. 
The  most  common  sites  are  the 
scalp,  face,  axillae,  and  oral  cavity, 
corresponding  to  areas  where  the 
largest  concentration  of  pemphi- 
gus antigen  is  found.  In  50  to  70 
percent  of  patients,  the  disease 
originates  in  the  oral  cavity.  More 
than  90  percent  of  patients  will 
have  oral  involvement  at  some 
time  during  the  course  of  their 
disease.  Lesions  may  involve  the 
entire  oral  cavity,  but  develop 
most  commonly  on  the  buccal, 
palatine,  and  gingival  mucosa.  In- 
volvement of  other  mucosal  sur- 
faces also  can  occur  in  severe 
cases. 

Skin  biopsies  show  intraepi- 
dermal  vesicle  formation  secon- 
dary to  loss  of  cohesion  between 
suprabasal  epidermal  cells.  Blister 
cavities  contain  acantholytic  epi- 
dermal cells  that  appear  as  round 
homogeneous  cells  containing 
hyperchromatic  nuclei  on  Tzanck 
preparations.  Basal  keratinocytes 
remain  attached  to  the  epidermal 
basement  membrane.  Direct  im- 
munofluorescence microscopy  of 
normal  appearing,  perilesional 
skin  discloses  IgG  on  the  surface 
of  keratinocytes.  Deposits  of  C3 
also  may  occur  in  the  same  dis- 
tribution. Using  epithelium  from 
monkey  esophagus  as  the  sub- 
strate, circulating  autoantibodies 
can  be  demonstrated  in  80  to  90 
percent  of  patients. 

Pemphigus  is  one  of  several  im- 
munologically  mediated  blistering 
diseases  (Table  2).  Bullous 
pemphigoid,  like  pemphigus,  can 
involve  the  oral  mucosa. 

Pemphigus,  thymoma,  and  my- 
asthenia gravis  have  been  as- 
sociated together.  Some  patients 
with  concurrent  myasthenia  gra- 
vis and  thymoma  have  circulating 
pemphigus  antibodies  despite  the 
absence  of  clinically  apparent  skin 
or  mucosal  disease.  Pemphigus 
vulgaris  can  be  life  threatening. 
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Figure  1.  Photograph  of  the  patient  at  the  time  of  third  admission;  note  the  intraoral  lesions  (note  tongue  involvement). 


Figure  2.  Photograph  of  the  patient  at  third  admission;  note  the  labial  lesions. 
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Figure  3.  Photograph  of  patient  at  third  admission;  note  skin  lesions  (and  biopsy  site)  on  thigh. 


Mortality  rates  of  60  to  90  percent 
were  reported  prior  to  the  era  of 
systemic  glucocorticoid  therapy. 
The  current  mortality  is  5 to  15 
percent.  The  most  frequent 
causes  of  death  are  infection  and 
pulmonary  embolism.  Staphylo- 
coccus aureus  is  a frequent  cause 
of  bacterial  superinfection.  Op- 
portunistic pathogens  also  can  in- 
fect patients  whose  cell-mediated 
immunity  is  compromised  by 
long-term  steroid  use. 

CONCLUSIONS 

The  differential  diagnosis  of  ve- 
sicular or  ulcerative  oral  lesions  is 
extensive.  In  our  HIV-seronega- 
tive patient,  the  failure  to  respond 
completely  to  acyclovir  therapy 
should  have  suggested  an  alterna- 
tive diagnosis  to  herpes  simplex 
infection.  Her  apparent  partial 
responses  to  acyclovir  may  have 
resulted  from  topical  steroids  and 
lidocaine.  Early  HIV  infection 
can  cause  mouth  ulcers  before 
seroconversion;  in  our  high-risk 
patient  this  was  a realistic  con- 
sideration. However,  this  case 
demonstrates  that  blistering  dis- 
eases, such  as  pemphigus,  may 
present  with  oral  involvement 
long  before  skin  lesions  develop. 


The  diagnosis  of  pemphigus 
should  be  made  quickly  because 
most  authorities  feel  prompt 
treatment  decreases  the  potential- 
ly severe  morbidity  from  this  dis- 
ease. As  always,  an  appropriate 
index  of  suspicion  will  facilitate 
accurate  diagnosis  and  specific 
therapy. 


REFERENCES 

1.  Simon  DG,  Krutehkoff  D, 
Kaslow  RA,  Zarbo  R:  Pemphigus  in 
Hartford  County,  Connecticut,  from 
1972  to  1977.  Arch  Dermatol 
116:1035-1037,  1980. 

2.  Korman  NJ:  Pemphigus.  J Am 
Acad  Dermatol  8:1219-1238,  1988. 

3.  Millikan  LE:  Vesieulobullous 
skin  disease  with  prominent  im- 
munologic feature.  JAMA  258:2910- 
2915,  1987. 

4.  Flowers  FP:  Immunologic  dis- 
orders of  the  skin  and  mucous  mem- 
branes. Med  Clin  North  Am 
69:657-673,  1985. 

5.  Kaplan  RP,  Callen  JP: 
Pemphigus-associated  diseases  and 
induced  pemphigus.  Clin  Dermatol 
1:42-71,  1983. 

6.  Greenspan  JS:  Infections  and 
non-neoplastic  diseases  of  the  oral 
mucosa.  Oral  Pathol  12:139-166, 
1983. 


7.  Martin  RL,  McSweeney  GW, 
Schneider  J:  Fatal  pemphigus  vulgar- 
is in  a patient  taking  piroxicam.  N 
Engl  J Med  309:795-796,  1983. 

8.  Eversole  LR,  Kenney  EB, 
Sabes  WR:  Oral  lesions  as  the  initial 
sign  in  pemphigus  vulgaris.  Oral 
Surg  33:354-361,  1972. 

9.  Meurer  M,  Millns  JL,  Rogers 
RS,  Jordon  RE:  Oral  pemphigus  vul- 
garis. Arch  Dermatol  113:1520-1524, 
1977. 

10.  Pisani  M,  Ruocco  V:  Drug-in- 
duced pemphigus.  Clin  Dermatol 
4:118-132,  1986. 


The  authors  are  affiliated  with  the 
Division  of  Infectious  Diseases,  De- 
partment of  Medicine,  Cooper  Hos- 
pital/University Medical  Center, 
Camden,  and  with  UMDNJ-Robert 
Wood  Johnson  Medical  School, 
Camden.  The  manuscript  was  sub- 
mitted in  January  1993  and  accepted 
in  April  1993.  Address  reprint  requests 
to  Dr.  DiNubile,  Education  & Research 
Building,  401  Haddon  Avenue, 
Camden,  NJ  08103. 


670 


NEW  JERSEY  MEDICINE 


Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


j£|  HOC  000?  871S0I 

pj  10  mL  HI 710 
ur,its  per  mL 

Jmulin  / 

an  insulin 
r*  suspension  , 
insulin  ^ 

DNA  origin)1 


r'an  inuulin 
' Suspensior. 
nsjhn 


human  insulin  ? 

[ recombinant  DNA  origin ] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]] . 
tHumulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  (recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 

HI-791 8-B-349310  © 1993.  eh  lilly  and  company 


VOL.  90-NUMBER  9 SEPTEMBER  1993 


671 


PostsurgicaJ  radiation  therapy 
for  prophylaxis  of  heterotopic 

ossification  Vincent  Barba 

Daniel  Izon,  MD 
Thomas  Eanelli,  MD 
William  Oppenheim,  MD 


Radiation  therapy  has  been  shown  to  be  the  most  effective 
prophylactic  measure  against  heterotopic  ossification  (HO)  in 
surgically  repaired  hip  fractures.  Current  research  is  seeking 
the  minimum  effective  dose  of  radiation.  The  authors  present 
four  case  reports  and  a review  of  the  literature  on  HO. 


In  1989,  238,000  Americans 
over  the  age  of  50  years 
were  victims  of  hip  frac- 
tures. It  is  estimated  that  in 
the  year  2040,  this  figure  will  rise 
to  512,000  Americans  as  the 
population  of  the  United  States 
grows  older.1 

The  leading  cause  of  morbidity 
in  young  people  today  is  trauma.2 
It  is  estimated  that  4 percent  of 
patients  admitted  to  regional  trau- 
ma centers  in  the  United  States 
have  suffered  traumatic  acetab- 
ular fractures  (TAF).  These  frac- 
tures are  serious  enough  that  15 
percent  of  these  patients  require 
extensive  surgical  repair.  Surgery 
involves  multiple  osteotomies  that 
lead  to  an  increased  incidence  of 
heterotopic  ossification  (HO) 
around  the  hip  joint.  The  in- 
cidence of  HO  is  estimated  to  be 
5 to  50  percent  in  patients  under- 
going total  hip  arthroplasty.  The 
incidence  of  HO  in  surgically  re- 
paired traumatic  hip  fractures 
(THF)  has  yet  to  be  determined. 
However,  based  on  the  patho- 
genesis of  HO,  it  can  be 
postulated  that  these  patients 
would  have  a similar,  if  not 
higher,  incidence.34 

HO  can  become  symptomatic 
and  result  in  pain  and  reduced 
mobility  of  the  hip  joint.  This 


leads  to  decreased  mobility  and, 
sometimes,  incapacitation  of  the 
patient.2 

The  presence  of  necrotic  mus- 
cle, blood,  and  bone  fragments  in 
the  hip  area  postsurgically 
provides  the  stimulus  for 
pluripotential  mesenchymal  cells 
in  the  soft  tissue  to  differentiate 
into  osteogenic  cells  and  com- 
mence the  laying  down  of  osteoid. 
In  1961,  Tonna  and  Cronkite, 
using  mice,  showed  that  this  os- 
teogenic differentiation  can  com- 
mence as  early  as  16  hours  post- 
traumatically  with  a peak  in- 
cidence at  36  hours.25 

It  is  the  nature  of  TAF  repair 
procedure,  as  well  as  that  for 
other  THF,  that  multiple  os- 
teotomies be  performed,  with  the 
consequence  that  a certain 
amount  of  bone  will  be  left  in  the 
soft  tissue.  Even  with  careful  ir- 
rigation of  the  surgical  site  and 
gentle  handling  of  the  tissues,  the 
deposition  of  bone  fragments  and 
damage  to  the  soft  tissues  is  in- 
evitable. To  preserve  the  efficacy 
of  the  repair  process,  the  patient 
suffers  an  increased  risk  of 
HO.256 

In  the  past,  diphosphonate  ad- 
ministration had  been  advocated 
to  prevent  HO.  Diphosphonate 
administration  has  been  shown  to 


delay  the  mineralization  of  os- 
teoid, as  it  does  not  prevent  its 
deposition.  Once  diphosphonate 
treatment  is  stopped,  mineraliza- 
tion of  osteoid  occurs.2 

Indomethacin  therapy  also  has 
been  advocated  as  prophylaxis 
against  HO.  The  value  of  such 
therapy  is  controversial.  In- 
domethacin acts  to  reduce  the 
acute  inflammatory  response  in 
the  traumatic  area.  Some  reports 
suggest  that  indomethacin  has  a 
deleterious  effect  on  os- 
teoarthritic  hips.2'1 

The  most  effective  prophylactic 
treatment  to  date  has  been  shown 
to  be  low-dose  radiation  therapy 
to  the  surgical  area,  when  begun 
within  five  days  after  surgery.2  '8 

In  1989,  Slawson  demonstrated 
that  radiation  therapy  begun  with- 
in two  days  postoperatively 
significantly  decreased  the  in- 
cidence of  HO  in  TAF  patients. 
Slawson  compared  a group  of  30 
patients  receiving  radiotherapy 
post-TAF  repair  to  a group  of  20 
similar  patients  who  did  not  re- 
ceive radiation.  Slawson  de- 
monstrated that  90  percent  of  the 
patients  who  did  not  receive 
radiation  developed  HO,  while 
only  50  percent  of  the  irradiated 
patients  developed  HO.  Further- 
more, 50  percent  of  the  nonir- 
radiated  patients  developed  se- 
vere HO,  defined  as  class  III  or 
IV  under  the  Modified  Brooker 
Classification  System  (Table  1). 
Only  10  percent  of  the  radio- 
therapy patients  had  class  III 
HO,  while  no  patients  developed 
class  IV  HO.29 
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Table  1. 

Modified  Brooker  Classification  System.29 

Class  0 

No  heterotopic  ossification. 

Class  I 

Islands  of  bone  within  soft  tissue  about  hip  joint. 

Class  II 

Bone  spurs  from  pelvis  or  proximal  end  of  femur  having  at 
least  1 cm  between  opposing  surfaces. 

Class  III 

Class  II  with  less  than  1 cm  between  opposing  surfaces. 

Class  IV 

Apparent  bony  ankylosis  of  the  hip  joint. 

Table  2.  Main  diagnoses  and  surgical  procedures. 


Patient 

Age 

Sex 

Diagnosis 

Operation 

T 

54 

M 

Fracture,  right  acetabulum 

ORIF 

2 

55 

F 

Fracture,  right  femoral  neck 

ORIF 

3 

58 

F 

Fracture,  left  acetabulum 

ORIF 

4 

44 

F 

Brooker  II  HO,  right  hip 

Excision 

ORIF  = Open  reduction  and  internal  fixation 
HO  = Heterotopie  ossification 


It  generally  is  accepted  that  ten 
gray  external  beam  x-rays  admin- 
istered in  five  fractions,  over  five 
to  seven  days,  is  effective  therapy 
for  prophylaxis  of  HO.2  111 

CASE  STUDIES 

Four  patients  were  treated  by 
the  Division  of  Radiation  On- 
cology at  University  Hospital, 
Newark.  Three  patients  had  THF 
and  surgical  repair.  One  patient 
was  treated  following  excision  of 
ectopic  bone  that  formed  from  a 
previous  TAF  and  subsequent 
surgical  repair.  Table  2 lists  the 
patients’  main  diagnoses  and 
surgical  procedures;  Table  3 
describes  the  radiotherapy  and 
treatment  outcomes. 

DISCUSSION 

The  four  patients  in  this  study 
are  representative  of  many  hip 
fracture  patients  admitted  to  re- 
gional trauma  centers. 

Patients  1,  2,  and  3 were  at 
increased  risk  for  HO  about  the 
hip  joint  because  they  received 
two  traumatic  insults  to  that  area, 
the  initial  fracture  and  the  subse- 
quent surgical  repair.2 

Patient  4 was  considered  a very 
high  risk  for  recurrence  since  ip- 


silateral  hip  involvement  is  a 
predisposing  condition  for  HO.7 

Other  predisposing  conditions 
that  put  patients  at  high  risk  for 
HO  are  severe  osteoarthritis  with 
proliferative  osteophytes  and/or 
ankylosing  spondylitis,  diffuse 
idiopathic  skeletal  hyperostosis, 
and  HO  in  a previously  operated 
on  contralateral  hip  joint.7 

In  this  study,  the  patients  were 
followed  for  a minimum  of  9 
months  and  a maximum  of  27 
months.  HO  usually  is  complete 
eight  weeks  postsurgieally  and 
becomes  radiographically  iden- 
tifiable within  that  time.  There- 
fore, it  can  be  concluded  that 
these  patients  were  adequately 
followed  for  evidence  of  HO.'  8 

It  is  the  generally  accepted 
practice  of  orthopedic  surgeons  to 
attempt  to  prevent  HO  with 
careful,  copious  irrigation  of  the 
surgery  site  to  remove  blood  and 
osteogenic  tissue  from  the  sur- 
rounding soft  tissues.  The  soft  tis- 
sues are  handled  with  the  utmost 
care  to  avoid  further  trauma  and 
the  possible  induction  of  necrosis. 
Unfortunately,  even  when  the  ut- 
most care  is  taken  during  surgery, 
HO  occurs.7 

By  combining  careful  surgical 


technique  with  postoperative 
radiation  therapy,  the  risk  of  HO 
in  a particular  patient  should  be 
decreased.  There  may  be  an  in- 
dication to  use  NSAIDs  in  certain 
cases  during  the  window  period 
between  surgery  and  radiation 
therapy  to  prevent  the  inflam- 
matory response  to  soft  tissue  in- 
jury that  may  be  responsible  for 
creation  of  the  osteogenic  en- 
vironment that  allows  HO  to 
occur.7 11 

In  this  study,  two  of  the  four 
patients  started  radiation  therapy 
within  two  days  of  surgery.  One 
patient  began  radiation  therapy 
on  postoperative  day  three,  while 
one  patient  had  a five-day  delay 
between  surgery  and  radiation 
therapy.  It  has  been  shown  that 
to  be  effective,  radiotherapy  must 
commence  within  six  and  one-half 
days  postoperatively,  with  optimal 
results  obtained  if  started  within 
five  days.81012 

The  biggest  impediment  to 
using  radiation  as  a prophylactic 
measure  for  HO  is  the  fear  of 
inducing  neoplastic  trans- 
formation at  the  treatment  site. 
This  fear  usually  is  expressed  to 
the  radiation  oncologist  by  the  pa- 
tient and  the  referring  physician. 
There  have  been  no  reported 
cases  of  radiation-induced 
malignancies  with  tissue  doses 
less  than  3,000  cGy.  This  also  is 
true  for  infants,  who  are  at  higher 
risk  for  neoplastic  transforma- 
tion.2,8,10,12‘15 

The  current  wave  of  research 
appears  interested  in  finding  the 
lowest  possible  dose  administered 
in  the  fewest  fractions  and  still 
achieve  prophylaxis.  This  limits 
radiation  exposure  and  reduces 
the  number  of  trips  these  very 
sick  patients  must  make  to  the 
radiotherapy  suite. 

In  1988,  Lo  demonstrated  that 
700  cGy  in  1 fraction  was  as  effec- 
tive as  1,000  cGy  in  5 fractions. 
In  1989,  Hedley  concluded  that 
600  cGy  in  1 dose  was  as 
prophylactic  as  the  standard  1,000 
cGy  in  5 doses.  Conterato  showed 
that  500  cGy  in  2 fractions  also 
was  as  effective  as  1,000  cGy  in 
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Table  3.  Radiotherapy  and  treatment  outcomes. 

All  patients  were  treated  using  18  MV  external  beam  x-rays.  Each 
patient  received  1,000  cGy  in  5 fractions  to  the  hip  area  in  the  AP  field 
only.  All  patients  tolerated  radiotherapy  well.  The  occurrence  of  HO  was 


determined  radiologically  as  well  as 

clinically. 

Start  date 

Followup 

Patient  (days  postoperative) 

(months) 

HO  Formation 

1 2 

26 

— 

2 2 

27 

— 

3 5 

12 

— 

4 3 

HO  = Heterotopic  ossification 

9 

— 

5 fractions.16'19  In  1990,  Konski 
showed  that  800  cGy  in  1 dose 
was  as  effective  as  1,000  cGy  in 
5 doses. 

CONCLUSION 

Radiation  therapy  appears  to  be 
the  most  effective  treatment  for 
the  prevention  of  HO  in  surgical- 
ly repaired  hip  fractures.  Current 
research  is  seeking  the  minimum 
effective  dose  of  radiation;  at  low 
doses,  there  appears  to  be  no  in- 
creased risk  for  oncogenesis. 
Radiation  therapy  is  most  effec- 
tive if  started  within  five  days 
postoperatively.  Nonsteroidal 
anti-inflammatory  drugs  may  play 
a role  in  reducing  the  risk  of  HO 
in  the  interim  between  surgery 
and  radiation  therapy.  H 
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Physician  hospital 
organizations:  Through 
lawyers’  eyes 
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A physician  hospital  organization  may  be  a necessary  step 
in  the  evolution  of  health  care.  However,  many  important 
decisions  must  be  made  in  addressing  the  competing 
requirements  of  hospitals  and  physicians  in  the  original 
design  of  the  organization. 


The  hottest  topic  confront- 
ing physicians  and 
hospital  medical  staffs 
throughout  the  country  is 
whether  to  establish  a physician 
hospital  organization  (PHO).  A 
PHO  is  an  entity  that  is  jointly 
owned  by  a hospital  or 
multihospital  system  and  physi- 
cians from  a medical  staff  for  the 
purpose  of  integrating  services 
and  programs.  It  is  touted  as  a 
way  for  a hospital  and  its  medical 
staff  to  control  the  gatekeeping 
function  through  the  delivery  of 
“seamless  health  care  with  full 
integration  of  hospital  and 
medical  services  in  a fashion  to 
assure  hospital-physician  col- 
laboration and  clinical  autonomy. 
Once  beyond  the  general  defini- 
tions and  platitudes,  however,  the 
actual  structure  of  a PHO  can 
vary  widely,  along  a continuum 
from  a simple  joint  marketing 
service  to  an  all-encompassing 
health  delivery  system.  For  exam- 
ple, a broker  PHO  may  negotiate 
contracts  with  managed  care 
providers  and  employers  on 
behalf  of  the  hospital  and  its 
physicians.  A full  service  PHO,  by 
contrast,  would  enter  into  con- 
tracts to  provide  medical  and 
hospital  care,  administer  the  pro- 
gram, control  the  gatekeeping 


functions,  manage  revenues,  and 
disperse  profits  to  the  hospital 
and  physicians.  Also,  included  in 
this  PHO  would  be  utilization  re- 
view, quality  assurance,  and 
physician  credentialing  compo- 
nents. As  a variation  on  the  main 
theme,  a nonprofit  foundation 
could  be  set  up  by  a hospital  and 
its  physicians  with  the  foundation, 
in  turn,  employing  or  contracting 
with  the  hospital  and  its  physi- 
cians to  provide  medical  care. 

A recent  KPMG  Peat  Marwick 
survey  of  mid-size  and  large- 
size  companies  found  that  more 
than  50  percent  of  the  American 
workers  employed  by  these  com- 
panies are  enrolled  in  some  type 
of  managed  care  health  care  plan. 
In  light  of  the  trend  toward 
managed  care,  it  is  not  surprising 
that  hospitals  and  medical  staffs 
are  rushing  into  PHO  agree- 
ments. Managed  care  is  changing 
the  way  all  segments  of  the  health 
care  delivery  system — providers, 
consumers,  payors,  and  employ- 
ers— are  struggling  to  cut  costs, 
redistribute  health  care  dollars, 
and  control  the  structure  and  de- 
livery of  care. 

Cost  effectiveness,  quality,  and 
access  are  the  catchwords  of  the 
mid-1990s  in  health  care  delivery. 
Payors  and  employers  are  placing 


enormous  pressure  upon  the 
health  care  system  to  replace  the 
physician  as  the  determiner  of  pa- 
tient-hospital bonds.  Instead,  they 
argue  that  these  decisions  should 
be  based  upon  economic  factors, 
not  the  allegiance  of  the  physician 
to  a particular  hospital. 

Some  physicians  see  potential 
benefits  in  the  new  system.  Fac- 
ing a formidable  future  of  govern- 
ment bureaucracy  and  regulation, 
managed  care  requirements,  high 
office  overhead,  and  diminished 
reimbursement,  many  physicians 
are  looking  to  professional  admin- 
istrators to  manage  the  business 
and  the  marketing  of  medical 
practice.  Physicians  just  leaving 
training  programs  face  even  more 
daunting  problems,  with  a 
burdensome  student  loan  debt 
and  a dearth  of  economic  op- 
portunity. 

WHY  NOT  A PHO? 

Physicians  must  realize  that  a 
PHO  is  not  a panacea.  Indeed,  it 
is  rare  that  a PHO  will  provide 
greater  benefits  to  the  physician 
than  those  available  through  the 
present  private  delivery  systems. 
A PHO  is  a reaction — a necessary 
reaction — to  competitive  forces. 
Physicians  practicing  in  under- 
served rural  areas  or  areas  with 
no  competition  most  likely  have 
no  need  for  a PHO.  Such  an  or- 
ganization, almost  always,  will 
shift  control,  autonomy,  and 
profits  to  the  hospital  at  the  ex- 
pense of  the  physicians.  While 
promises  of  reduced  costs 
through  shared  overhead  and 
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group  purchasing  are  promised, 
more  often  these  reduced  costs 
are  more  than  offset  by  increased 
administrative,  legal,  and  account- 
ing costs.  Similar  savings  may  be 
realized  by  group  purchasing  or- 
ganizations, and  mergers  of 
smaller  medical  offices  into 
multiphysician  offices,  without  in- 
curring the  expense  of  a PHO. 

Those  physicians  who  practice 
in  highly  competitive  areas,  by 
contrast,  may  have  no  choice. 
HMOs,  insurance  companies, 
government,  third-party  adminis- 
trators, and  other  payors  are  de- 
manding managed  care  and  deep 
cost  reductions  from  hospitals  and 
physicians.  Where  multiple 
hospitals  exist  in  competition  with 
each  other,  these  third-party 
payors  are  playing  one  hospital 
against  another. 

FORMING  A PHO 

Once  the  decision  is  made  to 
move  forward  with  the  develop- 
ment of  a PHO,  the  physician 
component  of  the  entity  has  to  be 
defined.  This  is  a crucial  aspect 
of  the  plan.  Dependent  upon  the 
desires  of  those  involved  in  the 
formation  of  a PHO,  a PHO  easily 
can  be  used  as  a device  to  remove 
physicians  who  are  unpopular  or 
who  are  on  the  wrong  side  of  the 
political  struggle  from  active 
hospital  participation.  It  is  at  this 
stage  where  the  strength  of  the 
medical  staff  will  determine  the 
degree  of  protection  to  be  af- 
forded physicians.  A strong 
medical  staff,  determined  to  treat 
all  physician  members  equally, 
will  demand  provisions  in  the 
bylaws  of  the  new  entity  to  re- 
quire equal  access  to  the  PHO  by 
all  medical  staff  members. 
Similarly,  it  will  assure  that  the 
same  rights  of  due  process  af- 
forded in  seeking  removal  of  a 
physician  from  the  medical  staff 
will  be  required  before  dismissing 
a physician  from  the  PHO.  The 
bylaws  also  would  include 
provisions  granting  the  physician 
the  presumption  of  competency 
and  the  presumption  that  he 
possesses  all  other  qualifications 


for  continuing  membership.  The 
burden  of  proving  unfitness  for 
membership  falls  upon  the  entity, 
preferably  by  clear  and  convinc- 
ing evidence. 

The  desires  of  a medical  staff, 
however,  may  be  far  different 
from  the  desires  of  individual 
members  of  that  staff.  The  desires 
of  a medical  staff  also  may  be 
contrary  to  the  best  interests  of 
the  proposed  PHO.  While  the 
medical  staff,  as  a whole,  may  be 
looking  for  equal  treatment  and 
equal  protection  of  all  members, 
individual  members,  especially 
those  with  close  ties  to  the 
hospital  and  its  administration, 
may  look  to  the  PHO  as  an  op- 
portunity to  lock  other  physicians 
out  of  a potentially  lucrative 
market  and  obtain  a far  greater 
proportion  of  market  share  for 
themselves. 

In  areas  where  managed  care 
programs  account  for  a substantial 
percentage  of  the  patient  popula- 
tion, physicians  who  are  excluded 
from  a PHO  may  find  themselves 
lacking  for  patients— having  lost 
those  patients  to  the  PHO  and  the 
physician  members  of  that  entity. 
Physicians  looking  to  increase 
market  share  at  the  expense  of 
their  colleagues  may  be  willing  to 
grant  substantial  concessions  to 
the  hospital  to  become  part  of  the 
PHO.  Those  concessions,  how- 
ever, might  be  unacceptable  to  a 
majority  of  the  medical  staff.  The 
hospital  then  must  decide  wheth- 
er to  enter  into  a contract  with 
those  willing  to  make  the  greatest 
concessions,  and  weather  the 
wrath  of  those  excluded,  or  forego 
the  benefits  of  such  a contractual 
relationship.  That  decision  may 
be  based  upon  the  degree  to 
which  those  excluded  can 
adversely  impact  upon  the 
hospitals  profitability,  balanced 
against  the  adverse  impact  of  hav- 
ing to  include  them,  regardless  of 
their  level  of  productivity.  The 
ability  to  so  impact  may  well  be 
determined  by  the  ability  of  the 
medical  staff  to  maintain  a unified 
front  against  this  competition. 

Similarly,  physicians  with  the 


greatest  political  influence  in  the 
hospital  may  seek  to  enter  into  an 
agreement  that  will  result  in  the 
elimination  of  the  remainder  of 
the  staff  from  the  PHO.  Younger 
members  of  the  staff,  political 
outsiders,  and  those  with  fewer 
admissions  and  referrals  may  be 
denied  access  to  the  patient 
population  simply  because  they 
will  not  be  invited  to  join  the 
PHO.  The  result  will  be  a type 
of  economic  credentialing — per- 
mitting only  those  who  deliver 
the  most  economic  benefit  to  the 
hospital  to  maintain  privileges. 
However,  while  many  may  deem 
economic  credentialing  as  awful 
and  unethical,  in  the  context  of  a 
PHO  it  may  well  be  considered 
a perfectly  acceptable  business 
practice.  A PHO,  ordinarily,  is  not 
imbued  with  the  same  public 
purpose  as  a hospital,  and  a PHO 
will  not  be  subjected  to  the  same 
degree  of  governmental  or  judi- 
cial oversight. 

While  the  medical  staff  may 
argue  for  an  equal  opportunity, 
those  concerned  more  with  the 
profitability  of  the  new  venture 
will  argue  strongly  that,  to  be 
profitable,  only  the  highest  physi- 
cian producers  and  those  with  the 
greatest  referral  base  need  apply. 

Apart  from  issues  of  credential- 
ing, the  physicians  and  hospital 
must  deal  with  the  questions  of 
profit-sharing,  control,  and  de- 
cision making.  Many  hospitals  are 
operating  today  at  a loss.  In  the 
near  future,  more  hospitals  will 
be  facing  greater  financial  dif- 
ficulties as  reimbursement  rates 
are  cut  and/or  restructured. 
Physicians  must  assure  them- 
selves that  monies  for  the  PHO 
would  have  inured  to  their  bot- 
tom line,  do  not  now  become  yet 
another  hospital  subsidy  by  way 
of  the  PHO  and  its  method  of 
profit  sharing.  Physicians  must  be 
careful  to  determine  whether  the 
hospital  with  which  they  intend  to 
collaborate  is  legitimately  in- 
terested in  joint  management  and 
joint  profitability  or  merely  woo- 
ing physicians  with  slick  public 
relations  and  undocumented  pro- 
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jections.  In  evaluating  the 
hospital  as  a partner,  physicians 
must  consider  the  hospital’s  re- 
putation for  excellence  in  quality 
of  care,  its  financial  stability,  the 
desirability  of  its  market  location, 
its  ability  to  provide  managed 
care  across  a full  spectrum  of 
services,  and  its  management  and 
administrative  capabilities. 

Once  decisions  are  reached 
concerning  division  of  profits  be- 
tween the  hospital  and  its  physi- 
cians, decisions  must  be  made 
concerning  the  division  of  profits 
among  the  physician  members. 
Any  formula  for  dividing  income 
must  be  sensitive  to  the  fact  that 
certain  providers  will  generate 
significantly  more  profit  than 
others.  Those  providers  who 
provide  the  lion’s  share  of  the 
profit  must  reap  the  lion’s  share 
of  the  income.  Otherwise,  the  or- 
ganization will  be  doomed  to 
failure.  This  also  may  be  the  only 
way  to  gain  a consensus  among 
the  medical  staff  regarding  in- 
clusion of  all  members  in  the 
PHO.  Efficiency  and  profitability 
are  two  essential  elements  that 
must  be  continuously  rewarded 
for  a PHO  to  remain  competitive. 
The  best  way  to  reward  in- 
dividuals for  their  role  in  enhanc- 
ing profitability  is  to  share  that 
profitability  with  them  in  propor- 
tion to  their  effect  on  the  bottom 
line. 

All  of  these  issues  then  must  be 
dealt  with  in  the  context  of  who 
is  to  control  the  decision-making 
process.  Most  PHOs  state  that  de- 
cisions will  be  made  jointly  by  the 
physician  component  and  the 
hospital  component.  While  this 
may  look  good  on  paper,  reality 
may  be  far  different.  Most  de- 
cisions would  be  made  on  a day- 
to-day  basis  by  the  PHO  adminis- 
tration. If  administration  is  closely 
aligned  to  the  hospital,  most  of 
the  decisions  will  be  made  in  the 
best  interests  of  the  hospital.  Also, 
physicians  tend  to  yield  to  hos- 
pital personnel  on  issues  of 
management  and  administration, 
believing  that  hospital  personnel 
generally  are  better  able  to  deal 


with  these  matters.  When  this 
happens,  as  it  most  probably  will, 
de  facto  decision  making  will  fall, 
disproportionately,  to  the  hos- 
pital. Moreover,  information  pre- 
sented to  the  joint  governing 
body  will  likely  carry  a hospital 
bias,  which  physician  members, 
uninvolved  in  the  day-to-day 
management,  may  not  recognize. 
To  allay  physicians  fears  and  to 
create  a sense  of  fairness, 
hospitals  tend  to  offer  physicians 
greater  control  over  patient  care 
issues.  In  return,  the  hospital 
seeks  to  control  administrative 


decisions.  They  argue  that  just  as 
physicians  have  more  experience 
and  knowledge  in  dealing  with 
medical  decisions,  the  hospital’s 
strengths  lie  in  administration, 
budgeting,  and  management. 
While  this  may  make  sense  in  the 
traditional  hospital-physician 
model,  it  is  far  less  compelling  in 
a joint  venture  where  the  primary 
goal  is  to  maximize  profits.  Giving 
up  administrative  control  means 
giving  up  control  of  costs  and, 
therefore,  profits. 

The  ability  of  the  hospital  to 
covertly  manipulate  the  organiza- 
tion and  retain  control  often  be- 
gins well  before  the  organization 
is  up  and  running.  Too  many 
PHOs  are  being  put  in  place 
today  with  hospital  counsel  advis- 
ing both  the  hospital  and  the 
medical  staff.  Given  the  very  dif- 
ferent interests  of  the  hospital  and 
medical  staff,  it  is  unrealistic  to 
believe  that  counsel  for  the 
hospital  — paid  by  the  hospital  — 
will  address  the  very  real  and  dis- 
parate interests  of  the  medical 
staff.  Entering  into  a contract  of 
this  magnitude  requires  separate 
representation  of  the  medical  staff 
by  counsel  independent  of  the 
hospital.  Indeed,  many  lawyers 


would  advise  clients  of  the  poten- 
tial conflict  in  representing  both 
parties  to  the  agreement  and 
would  advise  separate,  indepen- 
dent counsel  for  the  medical  staff. 
While  the  medical  staff  may  well 
wish  to  rely  upon  hospital  counsel 
to  provide  legal  advice  and 
guidance  on  compliance  with  laws 
and  regulations  and  patient  care 
issues,  when  dealing  with  matters 
in  which  the  respective  authority 
and  profitability  of  physicians  and 
the  hospital  are  at  stake,  going 
forward  without  separate  counsel, 
sensitive  to  the  many  divergent 


needs  of  the  medical  staff,  places 
physicians  at  an  enormous  disad- 
vantage. 

OTHER  CONSIDERATIONS 

From  a legal  perspective,  one 
of  the  most  significant  advantages 
of  a PHO  is  the  elimination  of 
most  issues  of  fraud  and  abuse. 
Referrals  from  one  physician  to 
another,  to  a diagnostic  center,  or 
from  hospital  to  physician,  when 
a financial  interest  exists  in  the 
entity  to  which  the  patient  is  re- 
ferred, is  prohibited  under  federal 
health  programs  such  as 
Medicare,  and  by  a growing 
number  of  states.  However,  the 
referral  from  physician  to  physi- 
cian or  from  physician  to  diag- 
nostic or  surgical  facility  is  not 
prohibited  when  that  same  refer- 
ral takes  place  within  the  confines 
of  a professional  corporation, 
partnership,  or  other  defined 
legal  entity.  As  such,  physicians 
and  hospitals  may  share  in  the 
profits  of  one  another  through  a 
PHO  vehicle,  and  avoid  otherwise 
prohibited  referral  arrangements. 

While  PHOs  eliminate  one 
legal  concern,  they  raise  many 
other  concerns.  Antitrust  con- 
siderations are  the  most  serious 


The  desires  of  a medical  staff  may  be  far  different  from  the 
desires  of  individual  members  of  that  staff.  The  desires  of  a 
medical  staff  may  be  contrary  to  the  best  interests  of  the 
proposed  physician  hospital  organization. 
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concerns  faced  by  PHOs.  Physi- 
cians locked  out  of  a PHO  may 
have  legitimate  anti-trust  claims 
where  the  PHO  is  the  dominant 
provider  in  a geographic  market. 
Similarly,  when  a PHO  dominates 
a geographic  area  due  to  lack  of 
competition,  antitrust  issues 
abound — even  where  the  lack  of 
competition  is  not  directly  related 
to  the  formation  of  the  PHO.  No 
PHO  should  be  structured  with- 
out careful  consideration  to  the 
antitrust  implications  involved. 

Increased  attention  must  be 
given  to  a wide  variety  of  gov- 
ernmental regulations  that  might 
not  apply  in  a solo  or  small  group 
practice.  For  example,  certain 
employee  rights,  such  as  family 
leave,  civil  rights,  and  age  dis- 
crimination requirements,  are  not 
applicable  to  those  with  only  a 
few  employees.  They  do  impact, 
however,  on  larger  employers, 
and  may  well  impact  upon  a 
PHO.  The  Americans  with  Dis- 
abilities Act  also  affects  employers 
with  a large  work  force  far  more 
substantially  than  solo  and  small 
group  practices. 

Pension  plan  benefit  packages 
that  physicians  currently  maintain 
for  themselves  and  their  employ- 
ees also  may  be  disrupted  by  the 


physician’s  inclusion  in  a PHO.  A 
PHO  may  be  considered  an  af- 
filiated entity  of  the  physician’s 
office.  According  to  the  IRS:  “Af- 
filiation is  considered  to  exist 
where  the  entities  are  subservient 
to  a common  organization 
through  a substantial  degree  of 
control  and  close  supervision.  As 
such,  the  qualification  of  existing 
plans  may  be  jeopardized. 

Securities  laws,  tax  laws,  and 
individual  state  licensing  laws 
also  must  be  addressed  in  forming 
a PHO. 

SUMMARY 

A PHO  may  be  a necessary 
step  in  the  evolution  of  health 
care  in  many  geographic  areas. 
However,  many  important  de- 
cisions must  be  made  in  address- 
ing the  competing  requirements 
of  hospitals  and  physicians  in  the 
initial  design  of  a PHO.  Physi- 
cians and  medical  staffs  must  take 
an  active,  partisan  role  in  the 
formation  of  a PHO.  I 

The  authors  are  affiliated  with  the  law 
firm  of  Kern  Augustine  Conroy 
& Schoppmann.  The  article  was  sub- 
mitted in  March  1993  and  accepted  in 
May  1993.  Address  reprint  requests  to 
Mr.  Kern,  Kern  Augustine  Conroy  & 
Schoppmann,  1120  Route  22  East, 
Bridgewater,  NJ  08807. 


Editor’s  note.  To  say  managed 
care,  including  PHOs,  is  a hot 
topic  is  like  calling  a third- 
degree  burn  a mere  tanning 
procedure. 

This  article  is  presented  by 
lawyers  with  deep  experience  in 
representing  physicians  against  a 
variety  of  external  forces;  this 
article  gives  their  unique 
perspectives. 

Other  factors  also  are  of  im- 
portance in  the  evaluation  of 
hospitals  as  potential  bedfellows 
to  physicians  in  a joint  venture 
such  as  a PHO,  and  medical 
staffs  should  avail  themselves  of 
independent  and  competent 
counsel  in  establishing  healthy 
relationships  with  hospitals. 

Much  more  has  been,  and  will 
be,  written  on  this  subject,  but 
Mr.  Kern,  Mr.  Augustine,  and 
Ms.  Sanders  have  given  us  a 
basic  primer  on  which  to  teethe. 
Comments  are  welcome. 
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Review  article: 

Transesophageal 

echocardiography 

Rido  Cha,  MD 


Since  1990,  we  have  performed  transesophageal 
echocardiography  (TEE)  on  508  patients.  This  procedure  has 
provided  valuable  information.  The  author  reviews  the 
indications  and  usage  of  TEE  in  various  clinical  settings  and 
the  need  for  further  evaluation. 


Transesophageal  echocar- 
diography (TEE)  has  be- 
come one  of  the  major 
tools  in  the  diagnosis  of 
various  cardiovascular  diseases. 
The  indications  of  TEE  are  ex- 
panding and  being  redefined. 
This  paper  describes  the  ex- 
perience, and  a brief  review  of 
TEE  in  different  clinical  settings. 

INSTRUMENTATION 

We  prepared  for  trans- 
esophageal color  Doppler  flow 
imaging  with  a 5-MHz  biplane 
transducer  interfaced  with  a 
Hitachi  imaging  system  for  am- 
bulatory patients,  an  Aloka  870 
system  for  inpatients,  and  a single 
plane  pediatric  probe  with  an 
Aloka  870  for  congenital  cases. 

PREPARATION  OF  PATIENTS 

For  ambulatory  patients,  the 
study  is  performed  after  six  hours 
NPO  with  local  anesthesia 
using  10  percent  lidocaine 
(Cetacaine®)  spray.  In  addition, 
half  of  these  patients  may  require 
intravenous  sedation  with  diaze- 
pam (Valium®)  or  midazolam 
(Versed®).  Patients  in  the  in- 
tensive care  unit  are  prepared 
with  intravenous  sedation.  The 
risk  of  bacteremia  with  TEE  is 
very  low,  but  a prophylactic  anti- 


biotic is  given  to  patients  in  the 
high-risk  group,  e.g.  prosthetic 
valve,  history  of  endocarditis.1 

INDICATIONS  AND 
UTILIZATION  OF  TEE 

There  has  been  an  increase  in 
the  utilization  of  TEE  in  various 
settings  (Tables  1,  2,  3);  in  1992, 
there  was  extensive  use  of  TEE 
in  the  operating  room  (Table  4). 
This  can  be  explained  by  further 
understanding  of  the  importance 
of  this  modality  by  the  surgeons. 

OUTPATIENT  AND 
INPATIENT  SETTINGS 

Mitral  regurgitation  (MR).  Be- 
cause of  the  high  volume  of  valvu- 
lar heart  disease  in  our  institution, 
TEE  most  commonly  is  used  to 
assess  the  severity  of  prosthetic  or 
native  mitral  valve  regurgitation. 
These  patients  also  underwent 
transthoracic  echocardiography 
(TTE)  that  did  not  demonstrate  a 
conclusive  diagnosis  as  other  pa- 
tients experienced.2  In  contrast, 
there  has  been  good  correlation  of 
quantification  of  regurgitation  be- 
tween angiography  and  TEE.34 
Some  of  the  patients  underwent 
surgery  without  diagnostic 
cardiac  catheterization  since  TEE 
convincingly  showed  severe  MR. 

Left  atrial  thrombus/mass. 


The  detection  rate  for  thrombus 
in  the  atrial  appendage  is  very 
low  with  TTE,  but  this  limitation 
has  been  eliminated  by  TEE.5 
Also,  TEE  provides  more  ac- 
curate anatomic  definition  of  mass 
lesions  in  both  atria.  In  addition, 
there  is  a higher  incidence  of 
“smoke”  phenomena  in  the  left 
atrium,6  which  suggests  low  flow 
state,  especially  in  patients  with 
mitral  stenosis.  A patient  with  this 
finding  is  recommended  for  an- 
ticoagulation. 

Vegetations/paravalvular  ab- 
scesses. Because  of  better  res- 
olution with  TEE,  vegetations  as 
small  as  1 mm  can  be  visualized7 
and  it  is  an  important  clinical 
value  in  managing  this  group  of 
patients.  The  absence  of  vegeta- 
tions does  not  rule  out  endocar- 
ditis; there  is  a high  incidence  of 
paravalvular  abscesses  in  pros- 
thetic or  native  aortic  valve  en- 
docarditis,8 and  TEE  provides  a 
more  accurate  diagnosis  com- 
pared to  the  TTE  approach. 

Evaluation  of  inter-atrial  sep- 
tum. In  contrast  to  TTE,  TEE  is 
almost  100  percent  diagnostic  for 
the  detection  of  atrial  septal  de- 
fect, its  type  and  concomitant 
anomalous  pulmonary  venous 
drainage,  and  the  direction  of 
shunt.910  With  a saline  contrast 
study,  we  are  able  to  make  a diag- 
nosis of  patent  foramen  ovale,11 12 
and  we  also  can  diagnose  in- 
teratrial septal  aneurysms.13 14 

Pathology  of  aorta.  The  role  of 
TEE  in  the  diagnosis  of  aortic 
dissection  is  well  established.15  Its 
diagnostic  sensitivity  is  compar- 
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Table  1.  Total  number  of  TEE  procedures  performed  between  1990  and  1992. 


able  to  other  diagnostic  modali- 
ties. Although  TEE  has  the 
shortest  preparation  and  proce- 
dure time,  it  may  not  be  able  to 
demonstrate  the  entrance  site  and 
involvement  of  the  arch,  great 
vessels,  and  coronary  arteries. 

Also,  there  has  been  a higher 
detection  rate  of  atheroma  in  the 
thoracic  aorta  in  patients  with 
cryptogenic  stroke  events.16  The 
therapeutic  approach  of  this 
pathology  is  a controversial  issue 
requiring  further  study. 

CRITICAL  CARE  SETTINGS 

Evaluation  of  hypotension. 

Post  open-heart  surgery  TEE  is 
being  used  in  patients  with 
hypotension  to  assess  left  ventric- 
ular (LV)  function,  and  to  rule  out 
pericardial  tamponade.17,18  It  is 
preferable  to  TTE  since  these  pa- 
tients have  tissue  edema,  ban- 
dages around  the  chest  wall,  and 
use  of  various  devices,  which  pre- 
vent obtaining  adequate  visual 
windows.  At  least  30  percent  of 


these  patients  have  evidence  of 
LV  dysfunction  or  cardiac  tam- 
ponade that  requires  immediate 
intervention  (Table  3). 

Mitral  valve  surgery.  If  there 
is  unsatisfactory  hemodynamic 
improvement  after  mitral  valve 
surgery,  TEE  can  be  useful  in 
assessing  for  regurgitation  or  the 
status  of  the  mitral  valve. 

Pulmonary  embolism.  Diag- 
nosis of  pulmonary  embolism  by 
TEE  has  been  described  previ- 
ously and  we  are  able  to  visualize 
blood  clots  in  the  pulmonary  ar- 
tery in  patients  with  suspected 
pulmonary  embolism.19  Although 
TEE  can  detect  only  large  clots 
located  in  the  main  pulmonary  ar- 
tery, or  in  the  proximal  portion  of 
the  pulmonary  artery,  it  provides 
us  with  an  immediate  screening 
method  for  patients  with  acute 
deterioration. 

OPERATING  ROOM 

Visualization  of  the  mitral 
valve.  At  present,  a large  number 


of  patients  with  mitral  valve  dis- 
ease will  undergo  repair  or  com- 
missurotomy rather  than  replace- 
ment, and  the  long-term  progno- 
sis of  these  procedures  has  been 
described.2"21  TEE  can  be  helpful 
in  choosing  a surgical  approach 
by  visualizing  the  nature  of  the 
mitral  valve,  annulus,  subvalvular 
structures,  and  the  degree  of  ste- 
nosis and  regurgitation  by  color 
Doppler.22  Also,  postoperative 
TEE  is  helpful  for  assessing  the 
success  of  surgery  or  any  remnant 
pathology  that  may  require  fur- 
ther therapy.  We  frequently  are 
asked  to  evaluate  mitral  valve 
pathology  in  patients  who  require 
coronary  artery  bypass  surgery  or 
aortic  valve  surgery  in  the  operat- 
ing room. 

Visualization  of  the  aortic 
valve.  Even  though  visualization 
of  the  aortic  valve  does  not  have 
significant  value  in  determining 
the  surgical  approach,  the  degree 
of  calcification,  quantitation  of  re- 
gurgitation (even  though  TEE  is 
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Mitral  valve  replacement 

not  the  ideal  method),  and 
subaortic  stenosis  can  be  quan- 
tified by  TEE.  On  rare  occasions, 
we  perform  TEE  for  guidance  in 
aortic  valve  repair. 

Myomectomy.  Patients  with 
idiopathic  hypertropic  subaortic 
stenosis  or  asymmetrical  septal 
hypertrophy  with  aortic  stenosis 
frequently  require  septal  myo- 
mectomy. After  successful  sur- 
gery, we  were  able  to  evaluate  the 
residual  septal  thickness  and 
demonstrate  the  resolution  of 
systolic  anterior  motion  of  mitral 
valve  in  these  patients.23  Also, 
outflow  gradients  can  be  quan- 
tified but  the  clinical  value  of 
these  results  is  questionable  due 
to  fluctuating  hemodynamics  and 
contractility  of  the  myocardium 
during  open-heart  surgery. 

Congenital  heart  surgery. 
There  has  been  an  increase  in  the 
use  of  TEE  in  pediatric  surgery,24 
especially  for  evaluation  of  the  in- 


teratrial septum,  visualization  of 
mitral  and/or  tricuspid  valves, 
quantitation  of  regurgitation, 
post-patch  repair  of  the  interatrial 
septum,  and  baffle  procedures. 
We  anticipate  further  expansion 
in  this  field. 

Coronary  artery  bypass  graft 
(CABG)  surgery.  We  have  not 
been  extensively  involved  with 
CABG  patients.2’26  The  chance  of 
detecting  global  or  regional  wall 
abnormality  is  excellent,  but  the 
incidence  is  low.  Also,  if  there 
is  a patient  with  hemodynamic 
deterioration,  TEE  can  be  set  up 
and  performed  with  ten  minutes 
of  preparation. 

Para-valvular  regurgitation. 

We  are  able  to  demonstrate  suc- 
cessful repair  of  prosthetic  valve 
paravalvular  leaks. 

Miscellaneous.  We  have  suc- 
cessfully used  TEE  in  detach- 
ment of  the  mitral  annulus  im- 
mediate post-mitral  valve  replace- 


ment, and  for  the  guidance  of 
intra-aortic  balloon  catheter 
placement. 

SUCCESS  RATE  AND 
COMPLICATIONS 

We  have  performed  508 
procedures.  One  procedure  was 
unsuccessful  due  to  an  inability  to 
intubate  the  esophagus.  One  pa- 
tient with  a grand  mal  seizure  due 
to  a hypoxic  spell  was  discharged 
without  neurologic  sequelae.  The 
complication  rate  was  0.004  per- 
cent (2  of  508  patients).  This  re- 
sult is  comparable  with  other 
studies.27 

CONCLUSION 

During  the  past  few  years,  the 
indication  for  and  implication  of 
TEE  have  been  rapidly  expand- 
ing. In  some  cases  it  is  the  only 
diagnostic  modality. 

TEE  and  TTE  complement 
each  other.  Each  technique  has 
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Table  3.  Indications  of  TEE  in  intensive  care  unit  and  evidence  of  positive  findings. 


its  advantages  and  disadvantages 
for  diagnosing  a certain  path- 
ology. 

There  still  are  areas  where 
TEE  cannot  supply  the  adequate 
information,  e.g.  valvular  gra- 
dients, valve  area,  aortic,  tricuspid 
regurgitation.  With  further  de- 
velopment of  high-resolution 
probes,  applying  continuous  wave 
transducers,  a multiplane  scope, 
and  three-dimensional  construc- 
tion of  images,  the  indication  and 
usage  of  TEE  will  be  further 
widened.  H 
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Competition  winner:  An 
overview  of  post-stroke 
depression 

Gerard  S.  Francisco,  MD 


Post-stroke  depression  occurs  in  22  to  60  percent  of  the 
600,000  Americans  affected  each  year  by  strokes.  Without 
intervention,  the  prevalence  and  severity  of  depression  for 
these  patients  is  highest  between  six  months  and  two  years 
post-stroke. 


Strokes  affect  about 
600,000  North  Americans 
yearly.1  Post-stroke  de- 
pression is  estimated  to 
occur  in  22  to  60  percent  of  these 
patients,2'14  as  early  as  one  month 
or  as  late  as  six  months  after  the 
onset  of  illness.6  It  has  been  re- 
ported that,  without  intervention, 
the  prevalence  and  severity  of 
depression  is  highest  between  six 
months  and  two  years  post-stroke 
in  103  randomly  selected  patients 
in  one  study.2  A community- 
based  study  reports  that  over  one- 
half  of  the  treated  and  untreated 
subjects  diagnosed  with  post- 
stroke depression  three  weeks 
after  the  onset  of  stroke  remained 
depressed  one  year  after  the 
evaluation.6  Post-stroke  depres- 
sion may  persist  even  after  stroke- 
related  deficits  have  resolved.16 

DIAGNOSIS 

Robinson  classified  three  post- 
stroke mood  disorders  according 
to  the  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders, 
Third  Edition-  Revised  (DSM-1I1- 
R)  criteria.15  He  categorized  the 
mood  disorders  as:  major  depres- 
sion, minor  depression,  and 
undue  cheerfulness. 

According  to  DSM-lll-R,  the 
essential  feature  of  major  depres- 


sion is  depressed  mood  or  loss  of 
interest  or  pleasure  in  all,  or 
almost  all,  activities,  plus  as- 
sociated symptoms,  for  a period  of 
at  least  two  weeks.  Robinson 
estimated  that  33  to  40  percent  of 
depressed  subjects  in  his  study 
had  a diagnosis  of  major 
depression.21  These  subjects  had 
sadness,  anxiety,  feelings  of 
worthlessness,  loss  of  energy,  loss 
of  interest,  poor  concentration, 
sleep  disturbance  with  early 
morning  awakening,  loss  of  ap- 
petite with  weight  loss,  and 
suicidal  thoughts. 

In  the  same  study,  60  to  67 
percent  of  depressed  stroke  pa- 
tients were  classified  as  having 
minor  depression.  This  diagnosis 
corresponded  to  the  DSM-lll-R 
diagnosis  of  dysthymia.15  The  es- 
sential feature  of  dysthymia  is 
chronic  disturbance  of  mood  with 
a depressed  mood  for  most  of  the 
day,  more  days  than  not,  for  at 
least  two  years.  Robinson 
described  sadness,  sleep  dis- 
turbance, loss  of  energy,  difficulty 
concentrating  or  thinking,  loss  of 
interest,  social  withdrawal,  brood- 
ing, irritability,  and  tearfulness  in 
these  patients.21 

Robinson  distinguished  the  two 
types  of  depression  by  a differ- 
ence in  clinical  presentation,  and 


by  possibly  different  pathogenic 
mechanisms.  Major  depression 
was  found  to  be  more  common  in 
those  with  left  frontal  cortical  and 
left  basal  ganglia  involvement, 
while  those  with  minor  depres- 
sion had  posteriorly  located 
lesions  regardless  of  hemispheric 
involvement.22 

Other  quantitative  measures 
used  to  diagnose  post-stroke 
depression  include  scales  used 
previously  in  psychiatric  research 
and  in  other  settings.  Among 
these  are  self-rating  scales,  such 
as  the  Zung  Depression  Scale,23 
and  examiner-rating  scales,  such 
as  the  Hamilton  Rating  Scale.24 
These  tests,  however,  have  limita- 
tions. 

Unfortunately,  the  diagnosis  of 
post-stroke  depression  often  is 
missed,2  and  this  failure  may  have 
a negative  impact  on  the  patients’ 
rehabilitation69  and  recovery  of 
long-term  functional  capabili- 
ties.13 Ebrahim  and  Lim  cited 
dysphasia  as  a reason  for  missing 
the  diagnosis  of  post-stroke 
depression.4  Outcome  studies 
have  shown  that  patients  with 
post-stroke  depression  have  poor 
and  delayed  recovery  of  activities 
of  daily  living,13  1739  and  have 
more  cognitive4  6'  and  intellectual 
impairment.68  These  patients  fail 
to  resume  premorbid  social  ac- 
tivities10 and  have  a longer  hos- 
pital stay  than  those  without 
depression.11 

PATHOGENESIS 

Reactive  versus  organic.  The 
etiology  of  post-stroke  depression 
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is  unclear.  Some  studies  indicate 
that  post-stroke  depression  is  an 
expected  psychological  reaction 
to  the  physical  and  cognitive  dis- 
abilities resulting  from  stroke.1'  25 
Others,  however,  found  that  post- 
stroke depression  is  not  simply  a 
response  to  disability,  but  is  a 
specific  organic  complication  of 
stroke.7826'29  Depression  was 
found  to  be  more  common  in  a 
group  of  stroke  patients  compared 
to  equally  impaired  groups  of  pa- 
tients with  traumatic  brain  injury 
(P<0.01)8  and  patients  who  un- 
derwent an  orthopedic  procedure 
(45  percent  versus  10  percent).7 
Wade  found  that  depression  was 
associated  with  loss  of  functional 
independence  and  low  levels  of 
activity.6  However,  these  factors 
did  not  account  for  much  of  the 
depression.  Robinson  suggested 
that  functional  impairment  may 
not  be  associated  with  depression 
during  the  early  phase  following 
a stroke,  but  functional  recovery 
may  be  negatively  influenced 
once  depression  occurred.26 

Site  of  lesion.  Most  investiga- 
tions concur  that  lesion  site 
is  important  in  the  pathogenesis 
of  post-stroke  depression. 8,22,27  33,36 
Specifically,  lesions  in  the  left 
frontal  lobe  and  left  basal  ganglia 
have  been  associated  with  a 
higher  occurrence  of  depression, 
probably  because  of  their  poten- 
tial to  disrupt  ascending  biogenic 
amine  pathways  leading  to 
catecholamine  depletion. 

Parikh  suggested  that  the  lesion 
site  was  important  in  the 
pathogenesis  of  post-stroke  de- 
pression only  during  the  first  two 
years  following  a stroke,  and  that 
after  this  time,  other  factors,  such 
as  functional  and  social  impair- 
ment correlated  'more  with 
depression.  Robinson  suggested 
that  the  lesion  site  may  play  a role 
in  depression  occurring  during 
the  acute  post-stroke  period,  but 
that  the  intellectual  and  physical 
impairment  may  account  for 
depression  occurring  within  the 
next  six  months  after  the  acute 
phase.40  Thus,  the  etiology  of 
post-stroke  depression  may  be 


different  depending  upon  the 
time  of  onset. 

Interhemispheric  d ifferences. 
Some  authors  have  argued  that 
there  is  no  difference  in  the  in- 
cidence of  depression  between 
right  and  left  hemisphere-injured 
patients.4 1011 13  On  the  other 
hand,  Gainotti  observed  that 
“depressive-catastrophic  reac- 
tion occurred  in  patients  with 
left  hemisphere  lesions,  and  that 
‘indifference  and  euphoria  were 
common  in  those  with  right 
hemisphere  lesions.  Subsequent 
studies  agreed  that  inter- 
hemispheric differences  exist 
in  the  production  of  mood  dis- 
order in  stroke  patients.8,22,2733 
This  relationship  was  believed  to 
be  true  regardless  of  cerebral 
dominance,33  the  presence  of 
anosognosia,34  and  bilateral 
hemispheric  injury.28 

Robinson  studied  patients  with 
lesions  within  an  arbitrary  ante- 
rior-posterior point  at  an  average 
of  11  days  post-stroke.22  They 
considered  a lesion  to  be  an- 
teriorly located  if  its  anterior 
border  was  rostral  to  40  percent 
and  its  posterior  border  was  an- 
terior to  60  percent  of  the  antero- 
posterior distance  of  the  brain  on 
computerized  tomography  (CT) 
scan.  A lesion  was  considered 
posterior  if  its  anterior  border  was 
posterior  to  40  percent  and  its 
posterior  border  was  caudal  to  60 
percent  of  the  antero-posterior 
distance.22  Lesions  that  were  en- 
tirely anterior  to  40  percent  or 
posterior  to  60  percent  of  the 
antero-posterior  distance  were 
not  included  in  data  analysis. 
Robinson  found  that  the  severity 
of  depression  was  significantly  in- 
creased in  patients  with  left  an- 
terior lesions  as  opposed  to  any 
other  site  of  lesion  (P<0.05). 
Other  studies  by  Robinson  ar- 
rived at  the  same  conclusion.8  2' 33 

I ntrahemispheric  differences. 
More  recent  investigations  have 
attempted  to  further  localize  the 
area  of  the  left  hemisphere  as- 
sociated with  depressed  mood. 
Robinson  observed  that  depres- 
sion scores  were  higher  in  sub- 


jects who  had  more  anteriorly 
located  lesions  in  the  left  cortex 
(P< 0.25)  regardless  of  the  age  of 
the  lesion,  but  particularly  at 
three  and  six  months  post- 
stroke.26,2'  ,71  Other  studies  sup- 
ported this  correlation  between 
depression  and  distance  of  the 
lesion  from  the  left  frontal 
pole.3,37,38 

Starkstein  and  Robinson 
studied  45  patients  with  single 
lesions  to  determine  if  pure 
cortical  or  predominantly  sub- 
cortical lesions  may  be  asso- 
ciated with  post-stroke  depres- 
sion.38 They  noted  that  depres- 
sion was  correlated  with  stroke 
lesions  involving  the  left  anterior 
hemisphere  whether  the  lesions 
were  cortical  or  subcortical  (P< 
0.01).  They  also  showed  that  left 
subcortical  lesions  were  more  re- 
lated to  mood  changes  than  were 
right  subcortical  lesions  (P<0.05). 
Starkstein  and  Robinson  sug- 
gested that  anteriorly  located  sub- 
cortical structures  such  as  the 
head  of  the  caudate  nucleus  and 
the  anterior  part  of  the  internal 
capsule  may  play  an  important 
role  in  mood  production. 

A study  by  Stern  and  Bachman 
attempted  to  relate  symptoms  of 
depression  with  the  lesion  site 
using  three  criteria:  right  vefsus 
left  hemisphere,  frontal  versus 
nonfrontal  lobe,  and  ventral  (in- 
ferior frontal  lobe,  entire  tempo- 
ral lobe)  versus  dorsal  (superior 
frontal  lobe  and  entire  parietal 
lobe,  and  entire  occipital  lobe)  re- 
gion.52 They  discovered  that 
greater  dysphoria  and  sleep  dis- 
turbance occurred  in  patients 
with  left  parietal/occipital  lesions 
(P<0.05),  right  superior  frontal 
lesions  (P< 0.05),  and  right  tem- 
poral (P<0.01)  lesions  than  in 
those  with  lesions  elsewhere.  This 
study  supported  the  hypothesis 
that  the  relationship  between 
lesion  site  and  pathogenesis  of 
post-stroke  depression  may  be 
more  complex  than  has  been  con- 
sidered previously.29 

Much  of  the  evidence,  there- 
fore, suggests  that  post-stroke 
depression  was  more  associated 


VOL.  90-NUMBER  9 SEPTEMBER  1993 


687 


with  lesions  involving  the  left 
hemisphere  than  other  sites.  In 
particular,  anteriorly  located 
lesions  were  related  to  a higher 
incidence  of  depressive  disorder 
following  a stroke. 

Biogenic  amine  pathways.  Rob- 
inson and  Starkstein  described  a 
higher  occurrence  of  depression 
in  subjects  with  lesions  in  the  left 
basal  ganglia,  particularly  the 
head  of  the  caudate  nucleus,  than 
in  subjects  with  right  basal 
ganglia  lesions  (P<0.02),  left 
thalamic  lesions  (P<0.01),  or  right 
thalamic  lesions  (P< 0.02).  Robin- 
son and  Starkstein  hypothesized 
that  basal  ganglia  lesions  almost 
always  guarantee  disruption  of 
important  biogenic  amine  path- 
ways connecting  with  the  frontal 
cortex,  whereas  thalamic  lesions 
usually  spare  these  structures. 
These  pathways  originate  in  the 
brain  stem,  travel  rostrally,  and 
terminate  in  the  frontal  cortex, 
where  the  greatest  concentration 
of  these  catecholaminergic  neu- 
rons can  be  found.42  Alteration  of 
these  biogenie  amine  pathways 
has  been  implicated  in  the  patho- 
genesis of  post-stroke  depres- 
sion, 16-18-22'42-43"45  although  much  of 
the  evidence  for  this  is  indirect. 
Disruption  of  these  pathways  re- 
sults in  depletion  of  norepineph- 
rine and  serotonin.  Tricyclic  anti- 
depressants are  believed  to  re- 
verse the  symptoms  of  depression 
by  increasing  levels  of  norepi- 
nephrine and  serotonin  by  block- 
ing neuronal  re-uptake  of  these 
substances.44 

Apart  from  the  neuroanatomie 
and  neurobiochemical  pathways 
described,  there  may  be  other 
anatomic  areas  involved  in  the 
pathogenesis  of  post-stroke  de- 
pression. Stern  and  Bachman  dis- 
covered a difference  in  the  in- 
cidence of  post-stroke  depression 
between  dorsal  (superior  frontal, 
parietal,  and  occipital  lobes)  and 
ventral  (inferior  frontal  and  tem- 
poral lobes)  region  lesions.29  This 
raised  the  possibility  that  some 
anatomic  area  other  than  the 
ascending  biogenic  amine  path- 
way may  be  involved.  Starkstein 


suggested  that  instead  of  the 
ascending  pathways,  descending 
biogenic  amine  pathways,  consist- 
ing of  descending  spinal  projec- 
tions from  the  locus  ceruleus,  may 
be  damaged.4648  The  same  in- 
vestigators hypothesized  that 
lesions  in  the  more  posteriorly 
located  regions  of  the  brain 
damage  these  descending  bio- 
genic amine  fibers. 

STUDY  LIMITATIONS 

Patient  selection.  A major 
limitation  of  many  studies  was 
poor  description  of  patient 
populations.  Some  studies  did  not 
take  into  account  a previous  his- 
tory of  stroke,  psychiatric  illness, 
or  steroid  intake.234648 

Ideally,  all  stroke  patients,  even 
those  with  aphasia  and  severe 
comprehension  deficits,  should  be 
included  in  the  studies  in  order 
to  obtain  a more  exact  incidence 
of  post-stroke  depression. 

Time  of  diagnosis.  The  statis- 
tics describing  the  incidence, 
prevalence,  and  duration  of  post- 
stroke depression  may  be  under- 
stated due  to  the  inaccuracy  or 
lack  of  reporting  of  the  time  that 
elapsed  between  the  actual  onset 
of  depression  and  the  time  the 
diagnosis  was  made.  One  study 
found  that  post-stroke  depression 
lasted  for  seven  to  eight  months, 
but  referred  only  to  the  period  of 
diagnosis  to  the  time  of  resolution 
of  the  depression.  This  limits  the 
comparability  of  many  studies, 
since  it  is  not  methodologically 
correct  to  compare  data  obtained 
from  different  intervals  after  the 
onset  of  depression.  Most  studies 
relied  on  radiographic  demonstra- 
tion of  brain  lesions.  Two  investi- 
gations, however,  did  not  obtain 
CT  scans.24  Instead,  the  investi- 
gators predicted  the  lesion  site  on 
clinical  grounds  only.  In  some 
studies,  it  was  not  indicated  when 
the  CT  scan  was  performed  in  re- 
lation to  the  onset  of  stroke.4  9 38  46 
This  information  is  important  be- 
cause a scan  performed  during 
the  acute  phase  of  stroke  may  not 
demonstrate  a lesion.50 

Diagnostic  considerations. 


The  applicability  of  the  DSM-111- 
R criteria  to  post-stroke  depres- 
sion has  been  questioned,  be- 
cause the  criteria  were  intended 
for  endogenous  depression.  DSM- 
II1-R  specifically  states  that  a 
diagnosis  of  major  depression  can 
be  made  only  when  it  cannot  be 
established  that  an  organic 
pathology  incited  the  mood  dis- 
order. In  this  situation,  an  alter- 
nate diagnosis,  organic  mood  syn- 
drome with  depression,  may  be 
made.  However,  Lipsey  claimed 
that  the  signs  and  symptoms  of 
endogenous  depression  and  post- 
stroke depression  were  com- 
parable.50 Robinson  argued  that 
using  the  DSM-1II  criteria  in 
diagnosing  post-stroke  depression 
yielded  few  false  positives  or 
negatives.51  Another  problem  of 
the  DSM-III  criteria  is  that  the 
criteria  rely  heavily  on  verbal 
responses,  limiting  the  evaluation 
of  asphasic  patients. 

Other  measures  used  to 
diagnose  depression  differ  in  their 
sensitivities  and  positive  predic- 
tive values.52  Self-rating  scales 
(Zung  Depression  Scale23  and 
Geriatric  Depression  Scale)  have 
the  advantage  of  not  requir- 
ing extensive  observation  of  pa- 
tients, but  limit  the  evaluation  of 
patients  with  asphasia  and  com- 
prehension deficits.  In  a com- 
parison of  three  self-rating 
scales — Zung  Depression  Scale, 
Geriatric  Depression  Scale,  and 
Center  for  Epidemiological 
Studies  Depression  Scale — and 
three  examining-rating  scales  — 
Hamilton  Rating  Scale,  Com- 
prehensive Psychopathological 
Rating  Scale,  and  the  Cornell 
Scale — Agrell  and  Dehlin  found 
that  the  Zung  Depression  Scale, 
Geriatric  Depression  Scale,  and 
the  Comprehensive  Psychopatho- 
logical Rating  Scale  had  the 
highest  sensitivities,  and  that  the 
Zung  Depression  Scale  had  the 
highest  positive  predictive  value. 

Most  scales  used  in  diagnosis  of 
post-stroke  depression  originally 
were  developed  for  the  psychi- 
atric population.  The  General 
Health  Questionnaire  (GHQ)  was 
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validated  by  Robinson  by  correlat- 
ing GHQ  scores  with  scores  in 
the  other  depression  scales  (the 
Hamilton  Rating  Seale  and  the 
Zung  Depression  Scale).12  Its  re- 
liability was  tested  by  correlating 
the  initial  GHQ  scores  with  the 
followup  scores  in  the  patients 
who  were  re-evaluated  within  the 
next  two  months.2 

Several  authors  have  evaluated 
the  Dexamethasone  Suppression 
Test  (DST)  for  predicting 
depression  in  stroke  patients. 
Reding  claimed  that  a positive 
test  correlated  with  depressive 
symptoms  as  measured  by  the 
Zung  Depression  Seale  and  the 
Modified  Hamilton  Depression 
Scale.54  Ross  and  Rush  reached 
the  same  conclusion,  but  based 
their  claim  on  only  five  cases.30 
More  recent  investigations,  how- 
ever, reported  that  the  DST  dem- 
onstrated poor  specificity,  sensi- 
tivity, and  positive  predictive 
value.5556  Grober  found  that  the 
sensitivity,  specificity,  and 
positive  predictive  value  of  the 
DST  were  15  percent,  67  percent, 
and  48  percent,  respectively.56 

Some  studies  contend  that  the 
symptoms  usually  attributed  to 
depression  may  be  secondary  to 
the  physical  sequelae  of  stroke 
and  not  to  an  actual  depressed 
state.5'58  Moreover,  depression 
may  present  atypically  and  the 
diagnosis  may  be  missed.’859  Cer- 
tain medications  that  elderly 
stroke  patients  may  be  taking, 
such  as  anti-hypertensives,  may 
cause  depressed  mood  as  a side 
effect.58 

TREATMENT 

In  contrast  to  the  large  number 
of  studies  performed  on  the 
pathogenesis  of  post-stroke 
depression,  few  studies  have  ad- 
dressed therapeutic  intervention. 
Only  two  double-blind,  placebo- 
controlled  trials  have  been 
performed  using  tricyclic  anti- 
depressants. Lipsey  studied  the 
efficacy  of  nortriptyline  in  the 
treatment  of  post-stroke  de- 
pression in  34  patients  over  a 
four-to-six  week  period.  He 


found  greater  improvement  (P< 
0.021)  in  depression  scores  in  the 
Hamilton  Depression  Scale,  the 
Zung  Depression  Scale,  and  the 
Present  State  Examination,  in 
those  patients  who  received  the 
drug.  Likewise,  the  treated 
group  s overall  depression  scores 
improved  from  an  average  of  10 
to  1,  whereas  the  placebo  group’s 
scores  improved  from  an  average 
of  10  to  5.  The  overall  depression 
scores  were  calculated  from 
scores  in  the  Hamilton 
Depression  Scale,  the  Zung 
Depression  Scale,  and  the 
Present  State  Examination  scores. 
Scores  ranged  from  0 to  15  (15 
assigned  to  the  most  depressed). 

Reding  also  found  that  treat- 
ment with  trazodone  hydro- 
chloride two  weeks  to  three 
months  following  a stroke  im- 
proved rehabilitation  outcome,  as 
measured  by  the  Barthel  Index.19 
Reding  proposed  that  trazodone- 
treated  patients  had  an  increased 
motivation  and  participation  in 
the  rehabilitation  program.  In  a 
retrospective  study,  Finkelstein 
arrived  at  a similar  finding.60 
Despite  these  encouraging  re- 
sults, many  cases  of  post-stroke 
depression  remain  untreated  be- 
cause of  failure  to  detect  its 
presence.26  16  61  Wade  reported 
that  8 percent  of  the  patient 
population  (23  of  274  patients)  in 
his  study  were  being  treated  with 
anti-depressants.6  Ebrahim 
estimated  that  15  percent  of  sub- 
jects in  his  study  were  receiving 
antidepressant  medications.4 

Antidepressants  should  be  used 
for  at  least  six  weeks  before 
considering  other  therapeutic  al- 
ternatives.14 If  a patient  responds 
to  the  medication  favorably,  a 6- 
to  12-month  course  is  recom- 
mended.14 Side  effects  must  be 
monitored.  Lipsey  found  that  3 of 
11  patients  treated  with  nortrip- 
tyline dropped  out  because  of 
drug-induced  delirium  that  was 
reversed  after  discontinuing  the 
medication.  Other  side  effects 
noted  in  the  study  include  con- 
fusion, drowsiness,  and  agitation, 
but  none  of  these  caused  long- 


term problems.  Reding  reported 
that  4 of  14  trazodone-treated  pa- 
tients dropped  out  because  of  ex- 
cessive sedation,  and  1 patient 
dropped  out  because  of  eye  dis- 
comfort. In  general,  tricyclic  anti- 
depressants may  cause  sinus 
tachycardia  and  anti-cholinergic 
side  effects,42  '8  limiting  its  use  in 
those  patients  with  cardiac 
problems,  acute-angle  glaucoma 
and  symptoms  of  prostatism 
Another  antidepressant,  fluox- 
etine hydrochloride  (Prozac®)  has 
been  used  to  treat  post-stroke 
depression. 

Other  therapeutic  interven- 
tions mentioned  in  the  literature 
include  electro-convulsive  thera- 
py (ECT).  One  study  suggested 
that  ECT  may  relieve  depression 
in  stroke  patients,  but  conclusions 
could  not  be  drawn  from  the 
study  because  of  numerous 
methodological  limitations,  in- 
cluding small  sample  size  and 
heterogenous  patient  popula- 
tion.63 ECT,  however,  may  play  a 
role  in  managing  severely  de- 
pressed patients  who  are  unable 
to  tolerate  the  side  effects  of  tricy- 
clic antidepressants.14  Treat- 
ments, such  as  psychotherapy  and 
family  and  peer  therapy  have 
been  described  as  helpful  in  the 
general  management  of  post- 
stroke depression.64  The  re- 
habilitation setting  is  unique  in 
that  it  serves  as  a “built-in  form 
of  psychotherapy.6566  The  mem- 
bers of  the  rehabilitation  team 
listen  to  the  patients,  who  are  al- 
lowed to  share  their  anxieties 
about  disability,  and  provide  the 
patients  with  encouragement  and 
motivation  during  the  rehabilita- 
tion process.  I 

References  are  available  upon 
request. 
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Resident  s note:  Entering 
a practice  in  the  1990s 
in  New  Jersey 

Cory  Vergilio,  MD 


I am  in  my  eighth  year  of 
medical  training  and  I have 
become  accustomed  to 
echoes  of  “the  good  old 
days  of  medicine,’  the  days  of  the 
training  of  my  mentors,  of  a sim- 
pler time.  I am  told  there  were 
times  when  there  was  not  a com- 
mercially available  kit  for  every 
surgical  procedure,  times  when 
the  threat  of  medicolegal  "trivial 
pursuit  did  not  shade  every  ther- 
apeutic decision,  and  times  when 
the  pathway  from  postgraduate 
training  to  fee-for-service  private 
practice  was  clear. 

Perhaps  this  is  the  part  of  the 
reason  why  many  soon-to- 
graduate  or  recently  graduated 
residents  are  so  unsure  of  where 
they  will  go — of  what  they  will  do 
once  they  complete  their  residen- 
cies. The  myriad  of  practice 
choices  as  well  as  obstacles  that 
face  young  physicians  today  did 
not  exist  15  or  20  years  ago.  With 
the  expansion  of  the  technical 
knowledge  base  as  well  as  the  ex- 
pectations of  those  around  us  to 
master  these  constantly  expand- 
ing horizons,  the  new  physician 
can  scarcely  see  himself  venturing 
on  his  own  and  opening  a private 
practice  from  scratch,  as  many  did 
in  prior  generations. 

Barriers  to  the  new  practitioner 
especially  are  present  in  New 
Jersey.  Having  grown  up  and 
completed  every  phase  of  my 
education  from  kindergarten  to 
fellowship  in  this  state,  I have  a 
difficult  time  seeing  myself 
establishing  a practice  anywhere 
else.  Yet,  in  this  densely 


populated  state  where  finding  un- 
explored territory  to  practice  my 
newfound  art  is  next  to  im- 
possible, the  problems  in  starting 
a new  practice  seem  obvious. 
While  the  “business  of  being  a 
new  physician  still  is  probably 
one  of  the  best  bets  in  town,  the 
prospect  of  borrowing  several 
hundred  thousand  dollars,  with 
hopefully  as  few  strings  attached 
as  possible,  to  venture  into 
private  doctoring  is  harrowing  for 
a fledgling  physician.  And  without 
the  help  of  either  a learned  col- 
league or  a new  physician  startup 
firm  (for  a fee),  obtaining  the 
credit  commitments  to  chart  this 
course  is  next  to  impossible. 

That  is,  of  course,  if  a new 
physician  has  any  credit  remain- 
ing. Many  of  us  carry  substantial 
debts  from  our  protean  education. 
Along  with  the  expenses  of  our 
lives  and  families,  the  funds 
needed  to  open  an  office  seem 
impossible  to  obtain.  In  conjunc- 
tion with  the  uncertainties  that 
fee-for-service  primary  care  of- 
fers, this  surely  has  contributed  to 
the  lower  interest  seen  recently  in 
training  for  the  primary  care 
specialties.  Many  of  the  medical 
students  with  whom  I come  in 
contact  in  the  teaching  hospitals 
where  I train  cite  these  uncer- 
tainties as  part  of  their  motivation 
to  compete  for  residency  posi- 
tions in  seemingly  more  reward- 
ing subspeeialties.  I wonder  if 
lengthy  training  programs  provide 
a more  comforting  alternative  to 
the  unknown  that  lurks  outside  a 
hospital. 


These  conditions  along  with 
our  generation  s increasing  in- 
terest in  free  time  are  raising  the 
demand  for  practice  options  that 
several  years  ago  were  considered 
less  desirable  or,  stranger  still,  did 
not  even  exist.  Fixed  hours  and 
fixed  responsibility  positions  in 
large  institutions,  hospitals, 
urgent  care  centers,  emergency 
departments,  and  industrial 
medicine  seem  more  appealing 
and  more  easily  attainable  for  our 
generation.  Positions  in  health 
maintenance  organizations  seem 
to  be  downright  competitive  these 
days.  The  bothersome  aspect  of 
these  practice  options  is  that  often 
they  seem  to  threaten  the  long- 
term physician-patient  relation- 
ship that  compelled  me  to  obtain 
a medical  degree. 

All  this  probably  accounts  for 
the  fact  that  no  one  from  my 
graduating  internal  medicine  re- 
sidency class  entered  into  a new 
fee-for-service  private  practice 
without  an  institution-based 
source  of  external  financial  as- 
sistance. 

As  we  enter  into  a new  era  in 
American  politics,  we  are  enter- 
ing a new  era  in  the  way  we  pro- 
vide care.  It  seems  to  be  a little 
different  than  the  “good  old  days” 
about  which  I often  hear.  H 

Dr.  Vergilio  is  a fellow  in  gastro- 
enterology, UMDNJ-New  Jersey  Med- 
ical School.  Address  reprint  requests 
to  Dr.  Vergilio,  UMDNJ-University 
Hospital,  185  South  Orange  Avenue, 
Newark,  NJ  07103. 
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BOARD  ACTIONS 


The  following  are  the  approved 
actions  taken  by  the  Board  of 
Trustees  from  the  1993  House  of 
Delegates: 

1.  Resolution  #4 — Review  of 
New  Jersey  Regulations.  Will 
refer  to  the  stalf  to  continue  the 
monitoring  and  reviewing 
process,  and  to  report  to  the 
Board  when  deemed  appropriate: 

Resolved,  that  MSNJ  establish  a 
mechanism  to  monitor  the  state  agen- 
cies that  have  an  impact  on  the  prac- 
tice of  medicine,  and  to  report  to  the 
Board  of  Trustees  any  regulations 
and  activities  that  appear  to  be  in- 
consistent with  the  intent  of  the  law; 
and  that  the  information  be  telefaxed 
to  county  medical  society  executives 
for  appropriate  action. 

2.  Resolution  #6— Medicare 
Part  A Reimbursement.  Will 

send  letters  to  the  respective 
groups  regarding  the  possibility  of 
funding  a federal  lawsuit  against 
the  Health  Care  Financing  Ad- 
ministration (HCFA): 

Resolved,  that  the  Board  of  Trustees 
communicate  with  insurance  carriers 
in  New  Jersey,  the  AFL-CIO,  the 
Business  and  Industry  Association, 
and  the  New  Jersey  Hospital  Associa- 
tion with  the  goal  being  the  funding 
of  a federal  lawsuit  to  force  HCFA 
to  appropriately  finance  its  own  fair 
share  of  hospital  medical  care  for  the 
elderly  and  disabled. 

3.  Resolution  #14 — Medicare 
Patients  Freedom  of  Choice. 
Will  retain  jurisdiction  of  the 
resolution  with  continued  moni- 
toring by  the  executive  committee 
and  staff: 

Resolved,  that  a priority  of  MSNJ 
shall  be  to  use  its  influence  with  the 
New  Jersey  congressional  delegation 
to  provide  a legislative  solution 
preserving  freedom  of  contractual 
choice  for  physicians  and  Medicare 
patients;  and  be  it  further 


Resolved,  that  the  AMA  delegation 
be  instructed  to  continue  to  en- 
courage like  activity  at  the  national 
level. 

4.  Substitite  Resolution 
#17  — Right  To  Collective 
Bargaining.  Will  refer  to  the 
AMA  delegation  for  preparation 
of  a resolution  affirming  the 
AMA’s  position,  to  be  introduced 
at  the  1993  AMA  Interim  Meet- 
ing: 

Resolved,  that  MSNJ  direct  its  AMA 
delegation  to  submit  a resolution  to 
the  AMA  requesting  that  Congress 
relieve  physicians  from  antitrust 
regulations  so  that  they  can  negotiate 
under  fair  conditions. 

5.  Substitute  Resolution 
#22 — Allegations  and  Accusa- 
tions of  Misconduct  Against 
Physicians.  Will  refer  to  legal 
counsel  for  consideration  and  re- 
port: 

Resolved,  that  MSNJ  explore  ap- 
propriate ways  to  assure  that  the 
identity  of  physicians  alleged  to  have 
engaged  in  misconduct  remains  con- 
fidential until  the  indictment  is  a 
matter  of  public  record. 

6.  Resolution  #36 — Advance 
Directives.  Will  refer  to  the 
Committee  on  Biomedical  Ethics 
for  study  and  report: 

Resolved,  that  MSNJ  explore  the  de- 
velopment of  a simple,  unencum- 
bered standard  document  that  can  be 
used  to  clarify  the  process  of  advance 
directives  and  facilitate  communica- 
tion among  health  care  workers  and 
patients. 

7.  Resolution  #41 — Washing- 
ton, DC  Action  Items  in  Ameri- 
can Medical  News.  Will  send  a 
letter  to  the  editor  of  American 
Medical  News  and  will  refer  to 
the  AMA  delegation  for  prepara- 
tion of  an  appropriate  resolution 
to  be  introduced  at  the  1993  AMA 


Interim  Meeting: 

Resolved,  that  MSNJ  request  that 
American  Medical  News  carry  a page, 
box,  or  insert  dedicated  only  to  im- 
portant legislative  matters  affecting 
medicine  from  the  AMA  Washington, 
DC  office;  and  be  it  further 
Resolved,  that  this  section  be 
designated  as  the  voice  of  the  AMA 
speaking  to  the  medical  community 
on  important  legislative  issues;  and 
be  it  further 

Resolved,  that  MSNJ  request  the 
AMA  to  adopt  a similar  resolution. 

8.  Resolution  #43 — Health 

Care  Policy  Requirements  for 
Elected  Officials  and  Federal 
Employees.  Will  send  a letter  to 
the  New  Jersey  Congressional 
delegation  and  will  refer  the  reso- 
lution to  the  AMA  delegation  for 
preparation  of  an  appropriate 
resolution  to  be  introduced  at  the 
1993  AMA  Annual  Meeting: 

Resolved,  that  MSNJ  demand  that 
any  new  national  health  care  in- 
surance legislation  adopted  by  Con- 
gress include  the  proviso  that  the 
executive,  legislative,  and  judicial 
branches  of  government,  and  all 
federal  employees  be  enrolled  as 
participants  in  the  program;  and  be 
it  further 

Resolved,  that  MSNJ  ask  the  AMA 
to  adopt  a similar  policy;  and  be  it 
further 

Resolved,  that  the  AMA  enlist  other 
organizations  such  as  the  American 
Association  of  Retired  Persons  and 
the  Chamber  of  Commerce  to  ensure 
that  this  action  is  attained. 

9.  Resolution  #47 — Opposi- 
tion to  Managed  Care.  Will  re- 
main with  the  Board  of  Trustees 
for  ongoing  consideration  and  will 
refer  the  fourth  resolved  to  the 
Council  on  Public  Relations  for 
implementation: 

Resolved,  that  MSNJ  vigorously  en- 
dorse the  principle  of  the  ap- 
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propriateness  of  care;  and  be  it 
further 

Resolved,  that  MSNJ  adopt  a policy 
of  opposition  to  programs  based  upon 
managed  competition  unless  they 
provide  reasonable  options  and 
alternatives  among  their  proposals 
and  afford  freedom  of  choice  for  pa- 
tients and  physicians;  and  be  it 
further 

Resolved,  that  the  AMA  be  urged  to 
follow  MSNJ  s lead;  and  be  it  further 
Resolved,  that  this  policy  and  its  ra- 
tionale be  communicated  to  the 
general  public. 

10.  Resolution  #48 — Support 
for  Health  IRAs.  Will  refer  to  the 
AMA  delegation  for  preparation 
of  a resolution  for  introduction  at 
the  1993  Annual  Meeting; 

Resolved,  that  MSNJ  endorse  the 
concept  of  health  IRAs  and  support 
proposals  for  implementation  thereof; 
and  be  it  further 

Resolved,  that  this  endorsement  be 
transmitted  to  the  AMA  for  its  action; 
and  be  it  further 

Resolved,  that,  to  the  extent  possible, 
this  information  be  made  available  to 
patients. 

11.  Resolution  #49 — Correct 
Health  Insurance  Income  Tax. 
Will  refer  to  the  AMA  delegation 
for  preparation  of  a suitable  res- 
olution for  introduction  at  the 
1993  AMA  Annual  Meeting: 

Resolved,  that  MSNJ  support  an 
equitable  allowance  of  tax  deduc- 


tibility for  nonemployee  taxpayers’ 
health  care  costs;  and  be  it  further 
Resolved,  that  the  AMA  be  urged  to 
pursue  revision  of  the  tax  code. 

12.  Resolution  #50 — Federal 
Health  Care  Reform  Task  Force 
and  Resolution  #51  — Support  of 
American  Association  of  Physi- 
cians and  Surgeons  (AAPS)  Suit. 
Will  send  a letter  to  the  chair  of 
the  AMA  Board  of  Trustees  re- 
questing that  the  AMA  consider 
supporting  and  joining  the  AAPS 
litigation: 

Resolved,  that  MSNJ  urge  the  AMA 
to  join  in  cooperation  with  AAPS 
through  its  legal  foundation  to  have 
free  access  to  the  health  care  reform 
task  force  working  documents  and 
source  materials  as  they  become 
available  to  the  task  force  and  its 
subsidiary  working  groups. 

Resolved,  that  MSNJ  urge  the  AMA 
to  join  the  pending  suit  currently 
sponsored  by  AAPS  that  would  re- 
quire the  Clinton  Administration  to 
conduct  open  meetings  on  health  re- 
form. 

13.  Resolution  #55E  — Wind- 
fall (Provider/Physician)  Tax. 
Will  refer  to  the  AMA  delegation 
for  development  of  an  appropriate 
resolution  to  be  introduced  at  the 
1993  AMA  Annual  Meeting. 
Agreed  that  timely  notification  of 
state  and  federal  legislators  of 
MSNJ’s  opposition  to  a windfall 
(provider/physician)  tax  called  for 


in  the  second  resolved  will  be  at 
the  discretion  of  the  president: 

Resolved,  that  MSNJ  strongly  and 
formally  oppose  the  concept,  crea- 
tion, and  implementation  of  a wind- 
fall (provider/physician)  tax  on  physi- 
cians’ incomes;  and  be  it  further 
Resolved,  that  MSNJ  notify  state  and 
federal  legislators  and  the  AMA  of  its 
opposition  to  a windfall  (provider/ 
physician)  tax;  and  be  it  further 
Resolved,  that  MSNJ  and  the  AMA 
work  to  prevent  realization  of  this 
proposed  windfall  (provider/physi- 
cian) tax  now,  while  it  still  is  a 
proposal,  through  all  necessary  chan- 
nels. 

14.  Resolution  #12— HCFA 
1500  Claim  Forms.  Will  refer  to 
the  AMA  delegation  for  prepara- 
tion of  a suitable  resolution  to  be 
introduced  at  the  1993  AMA  In- 
terim Meeting: 

Resolved,  that  MSNJ  urge  the  AMA 
to  initiate  legal  action  and/or  legisla- 
tion to  force  HCFA  to  supply  HCFA 
1500  claim  form  to  physicians  at  no 
cost. 

15.  Substitute  Resolution 
#13 — Annual  Meeting  Schedule/ 
Location:  Will  refer  to  the  Com- 
mittee on  Annual  Meeting  for  im- 
plementation: 

Resolved,  that  the  Committee  on  An- 
nual Meeting  be  instructed  to  con- 
tinue its  investigation  of  alternative 
sites,  including  the  new  Convention 
Center  in  Secaucus,  and  report  back 
to  the  Board  of  Trustees  on  the  ap- 
propriateness of  each  site. 

16.  Resolution  #28 — Survey 
on  Kern  Augustine  Conroy  & 
Schoppmann.  Will  refer  to  the 
Committee  on  Membership  Ser- 
vices for  implementation: 

Resolved,  that  MSNJ  survey  its 
membership  to  ascertain  the  fre- 
quency of  participation  in,  the  fre- 
quency of  use  of,  and  the  level  of 
satisfaction  with  the  prepaid  legal 
services  programs  of  Kern  Augustine 
Conroy  & Schoppmann. 

17.  Resolution  #37 — Smoking 
Cessation  Counseling.  Will  refer 
to  the  Council  on  Public  Health 
and  to  the  Committee  on  Cancer 
Control  for  consideration  and  re- 
port: 


MEETINGS  OF  THE 
BOARD  OF  TRUSTEES 
of  the  Medical  Society  of  New  Jersey 

September  19,  1993 
October  17,  1993 
November  21,  1993 
December  19,  1993 
January  16,  1994 
February  20,  1994 
March  20,  1994 

Meetings  of  the  Board  of  Trustees  are  open 
to  all  physicians. 
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Resolved,  that  MSNJ  encourage  and 
actively  support  a physician  office- 
based  smoking  cessation  intervention 
program  as  a major  public  health  ef- 
fort; and  be  it  further 
Resolved,  that  MSNJ  call  upon 
licensing,  standards,  credentialing, 
and  accrediting  agencies,  teaching  in- 
stitutions, and  health  care  insurers  to 
assist  in  implementing  such  programs 
and  influencing  physician  behavior  in 
this  regard. 

18.  Resolution  #2 — Medicaid 
Claim  Form.  Will  send  a letter  to 

the  New  Jersey  State  Com- 
missioner of  Human  Services  and 
will  refer  the  resolution  to  the 
Committee  on  Medicaid  for  dis- 
cussion and  report; 

Resolved,  that  MSNJ  petition 
Medicaid  to  accept  a universal  claim 
form  for  reimbursement  on  all  visits, 
including  Health  Start. 

19.  Resolution  #8 — Require- 
ment To  Offer  Traditional 
Health  Insurance  as  an  Option. 
Will  refer  the  first  resolved  to  the 
president  and  the  executive  staff 
and  will  refer  the  second  resolved 
to  the  AMA  delegation  for 
preparation  of  a suitable  resolu- 
tion to  be  introduced  at  the  AMA 
1993  Interim  Meeting: 

Resolved,  that  all  employers  in  New 
Jersey  be  required  to  offer  the  option 
of  traditional  indemnity  health  in- 
surance, whereby  the  patient  has  free 
choice  of  physicians,  whether  or  not 
other  health  insurance  alternatives 
are  offered;  and  be  it  further 
Resolved,  that  a similar  resolution  be 
presented  to  the  AMA  covering  all 
employees  in  the  United  States. 

20.  Resolution  #9  — Proce- 
dure Code  Modification.  Will 

refer  to  the  AMA  delegation  for 
preparation  of  a suitable  resolu- 
tion to  be  introduced-  at  the  1993 
AMA  Interim  Meeting; 

Resolved,  that  MSNJ  support  a 
procedure  code  modifier  to  indicate 
when  a service  is  performed  by  a 
nonphysician;  and  be  it  further 
Resolved,  that  a similar  resolution  be 
sent  to  the  AMA  so  that  it  can  effect 
a change  in  the  procedure  codes  on 
a national  level. 

21.  Resolution  #10 — Proper 


Notification  of  Changes  in  Limit- 
ing Charges.  Will  send  a letter  to 
the  chair  of  the  AMA  Board  of 
Trustees  to  implement  the  first 
resolved;  will  send  a letter  to  PBS 
to  implement  the  second  and 
third  resolveds;  will  send  a letter 
to  MSNJ  membership  to  ac- 
complish the  fourth  resolved;  and 
will  send  a letter  to  the  New 
Jersey  congressional  delegation 
and  to  HCFA  to  implement  the 
fifth  resolved: 

Resolved,  that  MSNJ  petition  the 
AMA  to  seek  legislation  that  requires 
Medicare  intermediaries  to  disclose 
any  and  all  changes  in  limiting 
charges  to  physicians  in  writing  with 
adequate  notice,  prior  to  instituting 
such  fee  changes;  and  be  it  further 
Resolved,  that  MSNJ  condemn  Penn- 
sylvania Blue  Shield  (PBS)  actions, 
especially  in  notifying  patients  when 
in  fact  PBS  was  slow  to  react  when 
it  chose  not  to  notify  the  New  Jersey 
physicians  in  advance;  and  be  it 
further 

Resolved,  that  MSNJ  insist  that  PBS 
send  to  those  physicians  a letter  of 
explanation  and  apology  that  can  be 
copied  and  sent  to  their  patients 
seeking  refunds;  and  be  it  further 
Resolved,  that  a copy  of  this  resolu- 
tion be  sent  to  each  member  of 
MSNJ  for  posting  in  the  waiting 
room;  and  be  it  further 
Resolved,  that  this  resolution  be 
forwarded  to  members  of  the  New 
Jersey  congressional  delegation  for 
their  information  and  to  HCFA. 

22.  Resolution  #11 — Guide- 
lines in  an  Office  Setting.  Will 
keep  the  resolution  with  the 
Board  for  consideration  and  ac- 
tion when  appropriate: 

Resolved,  that  MSNJ  initiate  a 
feasibility  study  for  establishing 
guidelines  in  the  office  setting  for  the 
safety  and  well-being  of  patients  un- 
dergoing invasive  diagnostic  and 
surgical  procedures  in  New  Jersey. 

23.  Resolution  #18 — Man- 
aged Care  Resource  Advisory 
Panel/Committee.  Will  keep  the 
resolution  with  the  Board  with 
the  understanding  that  progress 
reports  will  be  provided  by  staff: 

Resolved,  that  MSNJ  establish  a 
managed  care  resource  advisory 


panel/committee. 

24.  Substitute  Resolution 
#21 — Physicians’  HMO/IPA. 
Will  keep  the  resolution  with  the 
Board  and  the  executive  staff  for 
ongoing  consideration: 

Resolved,  that  MSNJ  support  a 
physicians  HMO/IPA  concept  but 
assume  no  responsibility  for  its 
feasibility  study,  funding,  or  manage- 
ment. 

25.  Resolution  #38  — IPA/ 
Hospital  Networks.  Will  keep  the 
resolution  with  the  Board  of 
Trustees  for  consideration  and  ac- 
tion, pending  receipt  of  the  in- 
formation requested  from  various 
groups: 

Resolved,  that  MSNJ  contact  medical 
staffs  throughout  the  state  to  en- 
courage networking  of  their  in- 
dividual practice  associations;  and  be 
it  further 

Resolved,  that  the  formation  of  a 
health  care  cooperative,  to  include 
the  IPA  network  and  its  affiliated 
hospitals,  be  explored. 

26.  Resolution  #45 — Com- 
munications Between  MSNJ  En- 
dorsed Programs  and  County 
Medical  Societies.  Will  refer  to 
the  staff  for  implementation: 

Resolved,  that  MSNJ  require  that  all 
endorsed  programs  include  the  21 
county  medical  societies  on  their 
mailing  lists  and  that  all  information 
mailed  to  the  members  be  copied  to 
the  county  medical  societies. 

27.  Resolution  #56E  — Re- 
bundling of  Physician  Services. 
Will  take  the  resolution  under  ad- 
visement and  monitor  it: 

Resolved,  that  MSNJ  actively  oppose 
any  rebundling  efforts  by  insurers 
and  hospitals. 

28.  Resolution  #59E  — Op- 
position to  the  Proposed  Blue- 
Cross  BlueShield  of  New  Jersey 
(BCBSNJ)  Network  Plan.  Will 

accomplish  the  first  resolved  via 
a letter  to  the  New  Jersey  com- 
missioner of  insurance  and  will 
refer  the  second  resolved  to  the 
Committee  on  Membership 
Services  for  study  and  report  to 
the  Board. 
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Resolved,  that  MSNJ  petition  the 
state  of  New  Jersey  to  delay  or 
modify  the  BCBSNJ  network  plan 
until  all  BCBSNJ  subscribers  have 
reasonable  access  to  health  care  or 
until  state  or  federal  health  care  re- 
form provides  a reasonable  “safety 
net”  health  insurance  alternative;  and 
be  it  further 

Resolved,  that  the  Board  of  Trustees 
consider  revocation  of  MSNJ’s  en- 
dorsement of  BCBSNJ  as  a health 
insurance  carrier  for  MSNJ. 

29.  Substitute  Resolution  for 
Resolution  #3  (Rlock  Caller  ID); 
and  Resolution  #24  (Privacy  of 
Physician’s  Home  Telephone). 
Will  refer  substitute  resolution  to 
the  Council  on  Legislation  for  its 
information; 

Resolved,  that  MSNJ  work  with  New 
Jersey  Bell  to  permit  physicians  to 
block  the  display  of  their  private  tele- 
phone numbers  free  of  charge;  and 
be  it  further 

Resolved,  that  if  New  Jersey  Bell 
does  not  voluntarily  agree,  MSNJ 
should  seek  legislation  to  accomplish 
this  goal;  and  be  it  further 
Resolved,  that  MSNJ  give  active  sup- 
port to  the  existing  Assembly  bill 
(Russo  A-2236)  on  this  matter. 

30.  Resolution  #7 — Tort  Re- 
form. Will  refer  the  first  resolved 
to  staff  for  implementation  and 
will  forward  a copy  of  the  resolu- 


tion to  the  AMA  Office  of  General 
Council  for  review  and  comment 
to  achieve  the  intent  of  the 
second  resolved: 

Resolved,  that  MSNJ  seek  enactment 
of  a certificate  of  merit  requirement 
as  a condition  for  acceptance  of  the 
filing  of  a malpractice  suit;  and  be  it 
further 

Resolved,  that  a copy  of  this  resolu- 
tion be  forwarded  to  the  AMA  so  that 
it  may  lobby  to  introduce  and  sup- 
port the  passage  of  a federal  law  to 
accomplish  this  tort  reform. 

31.  Substitute  Resolution  for 
Resolution  #15  (Managed  Care 
Program/Physician  Open  Enroll- 
ment) and  Resolution  #32  (Open 
Access  to  HMOs).  Will  send  let- 
ters to  the  New  Jersey  com- 
missioner of  insurance  and  the 
New  Jersey  commissioner  of 
health  to  carry  out  the  intent  of 
the  substitute  resolution  and  will 
refer  the  substitute  resolution  to 
the  Council  on  Legislation  for 
consideration. 

Resolved,  that  those  health  delivery 
systems  that  contract  with  selected 
physicians  should  use  selection 
criteria  based  primarily  on 
professional  competence  and  quality 
of  care;  and  be  it  further 
Resolved,  that  health  care  plans  that 
contract  with  selected  physicians 
should  have  an  established 


mechanism  by  which  any  physician 
willing  to  abide  by  terms  of  the  plan 
contract  could  appeal  a decision  to 
deny  the  physician’s  application  for 
participation  in  the  plan;  and  be  it 
further 

Resolved,  that  MSNJ  support  the 
right  of  any  willing  physician  who 
meets  selection  criteria  to  be  eligible 
for  participation  in  managed  care 
programs. 

32.  Resolution  #19 — Preser- 
vation of  Children’s  Referral 
Centers  in  New  Jersey.  Will  send 
letters  to  Governor  Florio  and  to 
the  leaders  of  the  New  Jersey 
Legislature  and  will  refer  the  re- 
solution to  the  Council  on 
Legislation  for  appropriate  action: 

Resolved,  that  MSNJ  request 
legislative  requirements  that 
managed  care  networks  contract  with 
at  least  those  hospitals  designated  by 
the  New  Jersey  State  Department  of 
Health  as  tertiary  children’s  referral 
centers,  regional,  and/or  community 
children’s  referral  centers;  and  be  it 
further 

Resolved,  that  MSNJ  seek  leg- 
islation to  provide  that  all  hospitals 
categorized  as  a designated  children’s 
referral  center  receive  equal  and  fair 
reimbursement  by  the  managed  care 
networks. 

33.  Resolution  #20  — Free 
Choice  of  Physicians  by  Patients. 
Will  refer  to  the  Council  on 
Legislation  for  implementation: 

Resolved,  that  MSNJ  seek  legislation 
mandating  that  all  managed  care  or- 
ganizations operating  in  the  state  of 
New  Jersey  clearly  and  fully  disclose 
to  the  patients  whether  the  plan 
restricts  the  participation  of  any 
qualified  physician  willing  to  abide 
by  the  contractual  obligations  of  the 
plan. 

34.  Substitute  Resolution 
#25  — Public  Relations  Cam- 
paign. Will  refer  to  the  Council 
on  Public  Relations  for  develop- 
ment of  a program  to  carry  out 
the  intent  of  the  substitute  resolu- 
tion: 

Resolved,  that  MSNJ  redouble  its  ef- 
forts in  a public  relations  campaign 
to  heighten  awareness  regarding  the 
many  unique  tasks  performed  by 
physicians. 


ARE  YOU  MOVING? 
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35.  Resolution  #26 — HMO 

Regulation  Reform.  Will  refer  to 
the  Council  on  Legislation  for  im- 
plementation. 

Resolved,  that  MSNJ  propose  and 
work  to  enact  legislation  that  would 
bring  HMOs  and  similar  providers  of 
health  care  under  the  regulatory 
jurisdiction  of  the  New  Jersey  De- 
partment of  Insurance. 

36.  Resolution  #27 — Patient 

Empowerment  — Freedom  of 

Choice.  Will  refer  to  the  Council 
on  Public  Relations  for  im- 
plementation: 

Resolved,  that  MSNJ  institute  an  ag- 
gressive campaign  of  public 
advertisements  emphasizing  the  im- 
portance of  the  patient  s right  to 
choose  his  own  physician,  the  high 
degree  of  satisfaction  patients  have 
with  their  physicians,  and  how  they 
benefit  from  the  hard  work  and  near 
constant  availability  of  physicians. 

37.  Resolution  #31 — Truth  in 
Health  Care  Costs.  Will  refer  to 
the  Council  on  Public  Relations 
for  implementation  and  to  the 
AMA  delegation  for  preparation 
of  a similar  resolution  to  be  sub- 
mitted to  the  1993  AMA  Interim 
Meeting: 

Resolved,  that  MSNJ  use  its  public 
relations  program  to  enlighten  both 


TRUSTEES’  MINUTES 


A regular  meeting  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  July  18,  1993,  at  MSNJ 
executive  headquarters.  Detailed 
minutes  are  on  file  with  the 
secretary  of  your  county  society. 
A summary  of  significant  actions 
follows: 

President’s  report.  Noted  the 
following  items:  memorandum 

providing  an  overview  of  public 
relations  efforts  expanded  over 
the  past  few  months  by  MSNJ;  re- 
election  of  Palma  Formica,  MD, 
to  the  American  Medical  Associa- 
tion (AMA)  Board  of  Trustees  and 
appointment  of  Edward  A. 
Schauer,  MD,  to  the  AMA  Coun- 
cil on  Legislation;  and  an- 
nouncement that  the  MSNJ  presi- 


government and  the  public  to  non- 
provider causes  of  the  increase  in 
health  care  costs;  and  be  it  further 
Resolved,  that  a similar  resolution  be 
submitted  to  the  AMA. 

38.  Resolution  #33  — Physi- 
cian Input  Health  Care  Reform. 
Will  refer  to  staff  for  inclusion  in 
the  MSNJ  newsletter  section  of 
New  Jersey  Medicine  and  will 
refer  the  resolution  to  county 
medical  society  presidents: 

Resolved,  that  MSNJ  encourage 
members  to  testily,  as  individuals, 
before  any  federal  town  hall  meetings 
on  health  care  that  may  be  held  in 
their  locale. 

39.  Substitute  Resolution 
#40  — Physician  Eligibility 
Under  Managed  Care.  Will  keep 
the  resolution  with  the  Board  for 
appropriate  monitoring. 

Resolved,  that  MSNJ  support  the 
right  of  physicians  to  contract  with 
whatever  health  care  system  they 
deem  desirable  and  necessary;  and 
be  it  further 

Resolved,  that  those  health  care  de- 
livery or  financing  systems  that  con- 
tract with  selected  physicians  to 
furnish  care  should  utilize  selection 
criteria  based  primarily  on 
professional  competence  and  quality 
of  care;  and  be  it  further 


dent  will  assume  the  duties  of 
chairman  of  the  AMA  delegation 
and  Robert  H.  Stackpole,  MD, 
will  serve  as  vice-chairman. 

AMA  delegation.  Received  the 
following  items  of  information 
from  the  AMA  Annual  Meeting 
held  in  June:  230  resolutions 
were  presented  to  the  AMA 
House  of  Delegates;  the  following 
were  introduced  by  the  New  Jer- 
sey delegation:  #134 — Provider/ 
Physician  Income  Tax:  reaf- 

firmed; #135 — Nonexemption  of 
Federal  Officials  and  Employees 
from  Health  Care  Reform: 
adopted;  #138 — Practice  Ex- 
pense Under  Medicare:  Report 
UU  adopted  in  lieu  of  the  resolu- 
tion; #236 — CLIA  Regulations: 
substitute  resolution  #235 


Resolved,  that  MSNJ  oppose  the  use 
of  board  certification  as  a sole 
criterion  for  admission  into  a 
managed  care  program. 

40.  Resolution  #42 — MSNJ’s 
Position  on  Certificate  of  Need. 
Will  keep  with  the  Board  for  on- 
going consideration: 

Resolved,  that  MSNJ  renew  its  posi- 
tion of  opposition  to  the  certificate  of 
need  law  in  New  Jersey  and 
specifically  urge  legislators  to  repeal 
the  certificate  of  need  law. 

41.  Resolution  #53E — Health 
Care  Bill  of  Rights.  Will  be  re- 
ferred to  the  AMA  delegation  for 
preparation  of  a similar  resolution 
to  be  introduced  to  the  1993  AMA 
Interim  Meeting: 

Resolved,  that  in  all  medical  negotia- 
tions, the  following  three  principles 
be  strictly  adhered: 

1.  The  patient  should  have  free 
choice  of  physician. 

2.  The  physician  should  be  able  to 
join  any  panel  or  group  for  which  he 
is  educationally  qualified. 

3.  The  federal  antitrust  restrictions 
on  fee  decisions  and  fee  negotiations 
be  removed  in  their  entirety;  and  be 
it  further 

Resolved,  that  a copy  of  this  resolu- 
tion be  forwarded  to  the  AMA  for 
adoption  and  implementation. 


adopted  in  lieu  of  the  resolution; 
and  #240 — Support  of  Health 
IRAs:  substitute  resolution 

adopted  incorporating  New 
Jersey  issues.  Also,  announced 
that  AMA  dues  will  increase  from 
$400  to  $420  effective  in  1994. 

Committee  on  Annual  Meet- 
ing. Approved  the  following: 

That  the  228th  and  229th  Annual 
Meetings  be  held  at  the  Trump  Taj 
Mahal  Casino/Resort  in  Atlantic  City, 
New  Jersey;  on  Saturday,  April  30 
through  Wednesday,  May  4,  1994; 
and  Saturday,  April  29  through 
Wednesday,  May  3,  1995,  respective- 
ly. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  New  Jersey 
Hospital  Association;  MSNJ  Aux- 
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iliary;  New  Jersey  state  com- 
missioner of  health;  and  the 
Academy  of  Medicine  of  New 
Jersey. 

Executive  director’s  report. 

1.  Caller  ID  blocking.  Noted 
that  New  Jersey  Bell  has  an- 
nounced that  free  blocking  de- 
vices will  be  offered  to  people 
who  have  unlisted  telephone 
numbers;  therefore,  the  problem 
regarding  physician  telephone 
numbers  has  been  resolved. 

2.  State  Board  of  Medical  Ex- 
aminers (SBME)  biennial  licens- 
ing. Filed  a restraining  order  in 
the  Federal  District  Court  on  the 
biennial  licensing  renewal  appli- 
cation. 

3.  Regulations.  Noted  the 
following:  support  from  MSNJ  for 
SBME  regulation  stating  that 
board  certified  specialists  must  be 
certain  that  the  specialty  board  is 
recognized  by  SBME;  proposed 
rule  calling  for  the  implementa- 
tion of  an  alternative  resolution 
program  is  unacceptable  to 
MSNJ;  and  Board  agreement  that 
the  certificate  of  need  exemption 
should  continue  for  multiple 
physician  use  of  single-room 
operating  room  suites. 

BlueCross/BlueShield.  Voted 
in  favor  of  active  support  for  a bill 
(requiring  HMO  Blue  and  other 
HMOs  to  accept  any  well-creden- 
tialed  provider  willing  to  abide  by 
the  protocols  of  a HMO  program), 
pending  the  next  meeting  of  the 
Council  on  Legislation. 

Judicial  Council.  Accepted  the 
following  as  policy  concerning  the 
issue  of  sexual  assault  on  patients 
by  physicians: 

(1)  Maintaining  patient  dignity 
should  be  foremost  in  the  physician’s 
mind  when  undertaking  a physical 
examination.  The  patient  should  be 
assured  of  adequate  auditory  and  vi- 
sual privacy.  The  physician  shall  not 
exploit  the  physician/patient  rela- 
tionship for  sexual  or  other  purposes. 

(2)  It  is  incumbent  upon  the  physi- 
cian or  a member  of  his  staff  to  in- 
form the  patient  of  the  option  to  have 
a third  party  present.  This  precaution 
is  essential  regardless  of  physician/ 
patient  gender.  A third  party  should 
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be  readily  available  at  all  times  dur- 
ing a physical  examination,  and  it  is 
suggested  that  the  third  party  be  ac- 
tually present  when  the  physician 
performs  an  examination  of  the  sex- 
ual and  reproductive  organs  or  rec- 
tum. 

(3)  The  physician  should  in- 
dividualize his  approach  to  physical 
examinations  so  that  the  patient’s  ap- 
prehension, fear,  and  embarrassment 
are  diminished  as  much  as  possible. 
An  explanation  for  the  necessity  of  a 
complete  physical  examination,  the 
components  of  the  examination,  and 
the  purpose  of  disrobing  may  be 
necessary  in  order  to  minimize  the 
patient’s  apprehension  and  possible 
misunderstanding. 

(4)  The  physician  should  be  alert  to 
suggestive  or  flirtatious  behavior  or 
mannerisms  on  the  part  of  the  pa- 
tient, and  should  not  put  himself  in 
a compromising  position. 

Council  on  Legislation.  Ap- 
proved as  amended  the  following: 

That  the  Council  on  Legislation  assist 
MSNJ  and  the  AMA  in  addressing 
the  health  care  reforms  and  any  other 
pertinent  national  health  care  legisla- 
tion that  are  coming  in  future 
months.  (Italics  denote  amendment 
by  the  Board.) 

Also,  approved  all  the  positions 
on  the  active  list  that  were  recom- 
mended by  the  Council  on 
Legislation,  with  the  exception  of 
A-316 — Crecco  (requires  public 
school  sex  education  and  AIDS 
education  program  to  stress 
abstinence):  voted  to  support  the 
bill  without  the  amendments  re- 
commended by  the  Council  on 
Legislation.  And,  approved  all  the 
positions  on  the  monitor  list  that 
were  recommended  by  the  Coun- 
cil on  Legislation. 

Committee  on  Biomedical 
Ethics. 

1.  Comity  among  the  states 
regarding  advance  directives. 
Approved  the  following: 

That  MSNJ  support  the  Citizens’ 
Committee  on  Biomedical  Ethics, 
Inc.  in  their  efforts  to  secure  legisla- 
tion to  achieve  reciprocity  among  the 
states  regarding  advance  directives 
That  MSNJ  request  the  AMA  to  sup- 
port the  concept  of  comity  among  the 


states  regarding  advance  directives, 
and  to  urge  the  endorsement  of  this 
effort  from  all  state  medical  societies. 

Subcommittee  To  Explore 
Methods  of  Increasing  Ethical 
Awareness  Among  Health  Care 
Professionals.  Approved: 

That  each  county  medical  society  be 
requested  to  appoint  a representative 
to  act  as  a liaison  with  the  Committee 
on  Biomedical  Ethics  for  the  purpose 
of  promulgating  educational  pro- 
grams to  increase  ethical  awareness 
among  health  care  professionals. 

Committee  on  Long-Range 
Planning  and  Development.  Ac- 
cepted the  following  as  a reaf- 
firmation of  existing  policy: 

That  MSNJ  develop  and  disseminate 
to  county  medical  societies  fact 
sheets  and  other  materials  for  use  by 
speakers  serving  as  MSNJ 
spokesmen. 

Also,  approved  the  following 
recommendation  as  amended: 

That  the  Board  of  Trustees  place  a 
deadline  on  referrals  to  MSNJ  coun- 
cils and  committees,  when  necessary. 
All  other  referrals  will  be  handled  in 
the  customary  fashion.  (Italics  in- 
dicate amendment  by  the  Board.) 

Committee  on  Membership 
Services.  Noted  that  the  following 
will  be  referred  back  to  the  Com- 
mittee for  further  study: 

That  all  endorsed  programs  for 
MSNJ  membership  should  be  made 
by  the  MSNJ  Committee  on  Mem- 
bership Services. 

Also,  approved  the  following: 

That  MSNJ  endorse  the  Pitney 
Bowes  Facsimile  Systems  as  a 
member  service. 

Committee  on  Women  in 
Medicine.  Voted  to  refer  to  the 
Executive  Committee  for  study 
and  appropriate  action  the  new 
insurance  plans  initiated  for  small 
group  employers  and  individuals 
as  a result  of  the  New  Jersey 
Health  Care  Reform  Act. 

JEMPAC.  Approved  the  ap- 
pointment of  William  J.  Dowling, 
Jr,  MD,  to  fill  the  vacancy  on  the 
JEMPAC  Board  of  Directors.  □ 
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D evelopmental  scientist 

named  distinguished  professor. 

Dr.  Michael  Lewis  of  Princeton, 
internationally  known  develop- 
mental psychologist  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School,  New  Brunswick,  has  been 
named  Distinguished  Professor 
by  the  UMDNJ  Board  of  Trust- 
ees. The  designation  honors  Lhii- 
versitv  faculty  members  for 
outstanding  academic  achieve- 
ment. Dr.  Lewis  is  the  fifth  facul- 
ty member  to  receive  the  honor 
in  UMDNJ  s 23-year  history.  Dr. 
Lewis  is  director  of  the  Institute 
for  the  Study  of  Child  Develop- 
ment in  the  Department  of 
Pediatrics  at  UMDNJ- Robert 
Wood  Johnson  Medical  School. 

New  center  to  diagnose  and 
treat  Fragile  X syndrome.  A new 
statewide  Center  for  the  Diag- 
nosis and  Treatment  of  Fragile  X 
syndrome,  the  most  common 
form  of  inherited  mental  retarda- 


tion, has  been  established  by 
UMDNJ-New  Jersey  Medical 
School,  Newark.  The  Center  is 
the  only  one  in  the  state  that  tests 
for  fragile  X on-site  and  offers  a 
comprehensive  diagnosis,  coun- 
seling, and  treatment  program  for 
families.  When  diagnosed  early  in 
children,  steps  can  be  taken  to 
minimize  learning  and  behavior 
problems  associated  with  the  syn- 
drome. 

Based  in  New  Jersey  Medical 
School  Doctors  Office  Center, 
Newark,  the  Center  has  satellite 
offices  at  Hackensack  Medical 
Center,  Hackensack;  St.  Peters 
Medical  Center,  New  Brunswick; 
and  Cooper  Hospital/University 
Medical  Center,  Camden,  all 
UMDNJ  affiliates.  The  UMDNJ 
Developmental  Disabilities  Pro- 
gram in  Stratford  offers  consul- 
tation to  the  Center. 

Dr.  Marvin  Schwalb,  director 
of  the  Center  for  Human  and 


Molecular  Genetics  at  UMDNJ- 
New  Jersey  Medical  School,  is 
directing  the  new  Center  as  well. 

UMDNJ  names  new  vice- 
president  for  legal  management. 
Vivian  Sanks  King  has  been 
named  vice-president  for  legal 
management  at  UMDNJ.  Ms. 
King  is  the  first  African-American 
woman  to  achieve  the  rank  of 
vice-president  at  UMDNJ.  She 
had  been  associate  director  of 
UMDNJ  s office  for  legal  manage- 
ment since  1988.  In  her  new  posi- 
tion, Ms.  King  is  responsible  for 
all  legal  affairs  at  UMDNJ  and 
also  serves  as  UMDNJ’s  liaison 
with  the  New  Jersey  attorney 
general.  Ms.  King’s  broad 
knowledge  of  corporate  and  labor 
law,  coupled  with  her  under- 
standing of  education,  health 
care,  and  community  issues,  make 
her  ideal  for  this  critical  and  de- 
manding position.  □ Stanley  S. 
Bergen,  Jr,  MD 


NEW  MEMBERS 


The  Medical  Society  of  New 
Jersey  would  like  to  welcome  the 
following  new  members: 

Atlantic  County 

Blair  A.  Bergen,  MD 
Louis  J.  Berges,  Jr,  MD 
Miguel  A.  Cortes,  MD 
Richard  A.  Menghetti,  MD 
Janet  E.  Romano,  MD 
Peggy  A.  Solomon-Bergen,  MD 

Bergen  County 

David  B.  Brozyna,  MD 
Lauren  D.  LaPorta,  MD 
Elliot  J.  Lemer,  MD 
Edward  Lubat,  MD 


Lawrence  J.  Markovitz,  MD 
Maria  C.  Martins-Lopes,  MD 
Michael  G.  Moore,  MD 
David  Panush,  MD 
Nancy  A.  Phillips,  MD 
Jayde  M.  Steckowych,  MD 
Patrick  J.  Toth,  MD 
Damir  Velcek,  MD 
Francisca  T.  Velcek,  MD 
Michael  F.  Wesson,  MD 
Craig  B.  Wiener,  MD 
Steven  A.  Winer,  MD 

Burlington  County 

Scott  W.  Asroff  MD 
Wilbur  C.  Bobila,  MD 
Jagjit  K.  Chawla,  MD 


Stefanie  C.  Crasner,  DO 
Charles  E.  Cordell,  Jr,  MD 
Shailendra  A.  Desai,  MD 
Jon  D.  Kirwin,  MD 
Hiro  B.  Pahlajani,  MD 
Jay  M.  Rosenblatt,  MD 
Joseph  C.  Tsai,  MD 

Camden  County 

Constantine  T.  Andrew,  MD 
David  P.  Avella,  MD 
Jodi  A.  Benett,  DO 
Allen  R.  Berkowitz,  MD 
Jeffrey  D.  Blackman,  MD 
Ron  A.  Braverman,  MD 
Francis  A.  Briglia,  MD 
Paul  R.  Garrett,  MD 
Eugene  A.  Gatti,  MD 
Mark  D.  Gelemt,  MD 
Lennard  R.  Gildiner,  MD 
William  Groh,  MD 
Russell  H.  Harris,  MD 
John  A.  Heim,  MD 
Susan  M.  Hughes,  MD 
Vijay  K.  Pendse,  MD 
Robert  Principato,  DO 
Leonard  V.  Ridilla,  Jr,  MD 
Kenneth  H.  Rogers,  DO 
Fredric  I.  Seinfeld,  MD 
Charlene  M.  Smith,  MD 
Marla  S.  Tiffany,  MD 


ARE  YOU  MOVING? 

Please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 
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Cumberland  County 

Rodolfo  Diaz-Gonzalez,  MD 
Joseph  W.  Fanelle,  MD 
David  R.  Pemelli,  MD 
Robert  C.  Ratcliff,  MD 
Steven  L.  Rodis,  MD 
Catherine  K.  Tugman,  MD 

Essex  County 

Stanley  Anastasiou,  MD 
Ramamohanarao  V.  Ballem,  MD 
David  Blady,  MD 
Craig  H.  Friedmann,  MD 
Frank  A.  Hoffman,  MD 
Stephen  Holt,  MD 
Mark  S.  Johnson,  MD 
Alan  J.  Klukowicz,  MD 
Robert  J.  Melfi,  MD 
Paul  J.  Pellicano,  MD 
Richard  G.  Robbins,  MD 
Petr  O.  Ruzieka,  MD 
Joann  Somers,  MD 

Gloucester  County 

Ashok  R.  Bapat,  MD 
Myung  K.  Chung,  MD 

Hudson  County 

Rosa  Coppolecehia,  MD 

Hunterdon  County 

Jeffrey  D.  Hartford,  MD 
George  E.  Roksvaag,  MD 

Mercer  County 

Mahmoud  S.  Abu-Ghusson,  MD 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  we  suggest 
you  make  inquiries  directly  to 
them. 

Gastroenterology 

Jasmine  Jeffers,  MD,  945  Wewanna 
Ave.,  Union,  NJ  07083-  Columbia 
College  of  Physicians  and  Surgeons 

1993.  Board  certified  (IM).  Board 
eligible  (GASTRO).  Group.  Available. 

Hematology 

Karuna  S.  Koneru,  MD,  8748  Rup- 
pert  Ct.,  Ellieott  City,  MD  21043. 
Osmania  (India)  1983.  Board 
certified  (IM).  Board  eligible 
(HEMATOL  and  ONCOL).  Group, 
partnership,  solo.  Available  January 

1994. 


Philip  Chaikin,  MD 

Kun  H.  Cho,  MD 

Henry  Davison,  Jr,  MD 

Barry  N.  Kutner,  MD 

Thomas  A.  Leach,  MD 

Scott  A.  Oresky,  MD 

Aurora  S.  Payawal-Dela  Rosa,  MD 

Steven  G.  Safran,  MD 

Middlesex  County 

Devin  S.  Friedlander,  MD 
Patrick  J.  Gainey,  MD 
Miriam  Jacobs,  MD 
John  L.  Lundberg,  MD 
Mark  S.  Macher,  MD 
Barbara  Jo  L.  McGarry,  MD 
Dwayne  W.  Siu,  DO 
Anthony  P.  Yudd,  MD 

Monmouth  County 

Sandra  M.  Connolly,  MD 
Muriel  Levy- Kern,  MD 
Lawrence  S.  Turtel,  MD 

Morris  County 

Sirike  T.  Aasmaa,  DO 
William  A.  Baldino,  MD 
Julie  A.  Broome,  MD 
Maria  A.  Costea-Misthos,  MD 
Vincent  A.  Esposito,  MD 
Cyrus  B.  Kapadia,  MD 
Mark  J.  Langhans,  MD 
Ilene  M.  Moss,  DO 
Steven  A.  Pally,  DO 
Robert  S.  Pinke,  MD 
Michael  D.  Robinson,  MD 


Internal  Medicine 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible 
(IM  and  PED).  Available. 

Paul  D.  Hieholzer,  DO,  4019 
Gilliam  St.,  Philadelphia,  PA  19135. 
Philadelphia  College  of  Osteopathy 
1990.  Board  certified  (IM).  Available. 
James  R.  Smith,  MD,  322  Claremont 
Ave.,  Montclair,  NJ  07042.  UMDNJ 
1989.  Group  or  hospital  based.  Avail- 
able. 

Neurology 

Alexander  Pendino,  DO,  5900  Ar- 
lington Ave.,  Apt.  10D,  Riverdale, 
NY  10471.  UMDNJ  1988.  Board 
certified  (NEUROL).  Group  or 
partnership.  Available  July  1994. 

Nuclear  Medicine 

Dimitri  E.  Latoni,  MD,  376  Reflec- 
tions Dr.,  #304,  Virginia  Beach,  VA 
23452.  Albany  (1986).  Board  eligible 


Laurie  L.  Simpson-Sebastiano,  MD 
Joel  H.  Spielman,  MD 
Richard  I.  Stillman,  MD 
Carl  P.  Valenziano,  MD 

Ocean  County 

Amelia  J.  Cardo,  MD 
Marcia  M.  Gonzalez,  MD 

Passaic  County 

Chandra  B.  Chandran,  MD 
Vincent  A.  Graziano,  MD 
Betty  S.  Keller,  MD 
Margaret  Mary  Sacco,  MD 
Govindasamy  Sankaranarayanan,  MD 

Somerset  County 

Stephen  J.  Apaliski,  MD 
Joseph  M.  Bello,  MD 
Betty  Sanchez-Catanese,  MD 
Patrick  F.  Saulino,  MD 
Douglas  E.  Soden,  MD 

Union  County 

Toufic  Boucherit,  MD 
Gary  B.  Breitbart,  MD 
Nicholas  E.  Brodyn,  DO 
David  M.  Cooper,  MD 
Howard  D.  Pomeranz,  MD 
Gerard  J.  Pregenzer,  MD 
Indira  Ravishankar,  MD 
Syed  G.A.  Shah,  MD 
Steven  A.  Topfer,  DO 
Danny  Wang,  MD 


(NUC  MED).  Group,  hospital, 
partnership.  Available. 

Nephrology 

Vinitha  Raghavan,  MD,  7 Over- 
brook Rd.,  Upper  Saddle  River,  NJ 
07458.  Guntur  Medical  College 
(India)  1981.  Board  certified  (IM). 
Group  or  partnership.  Available. 

Pulmonary 

James  R.  Tierney,  MD,  1320  Quail 
Roost,  Pittsburgh,  PA  15237.  World 
University  School  of  Medicine  1986. 
Board  eligible  (PUL).  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

Surgery 

Mark  A.  Bartolozzi,  MD,  West- 
chester County  Medical  Center,  P.O. 
Box  17,  Valhalla,  NY  10595.  New 
York  Medical  College  1987.  Board 
eligible  (SURG).  Partnership.  Avail- 
able. 
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CONTINUING  EDUCATION 


CARDIOLOGY 


October 

1-  Fourth  Annual  Cardiology 

3 Meeting 

Marriott’s  Seaview  Golf  Resort, 
Absecon  (NJ  Chapter,  American 
College  of  Cardiology) 

15 

Anticoagulation  in  Heart 
Disease 

9-10  A.M.  — St.  Francis 
Medical  Center, 

Trenton  (St.  Francis 
Medical  Center) 

No 

11 

ivember 

Renal  Artery  Stenosis 
Evaluation 

6-9  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 

INFECTIOUS  DISEASE 

October 

Medical  Center,  Lakewood 

10 

Emerging  Infectious  Diseases 

6 

Infection  Control  in  the 

(AMNJ) 

10-11  A.M.  — St.  Mary’s 

HIV  Era 

15 

Diagnosis  and  Treatment  of 

Hospital,  Passaic  (AMNJ) 

8-9  A.M.  — Somerset  Medical 

AIDS 

10 

Diagnosis  and  Treatment  of 

Center,  Somerville  (AMNJ) 

12  NOON-1  P.M. — South  Jersey 

AIDS 

7 

Integrating  TB  Management 

Hospital  System,  Bridgeton 

8-9  A M — Somerset  Medical 

into  Care  of  the  HIV-Infected 

(AMNJ) 

Center,  Somerville  (AMNJ) 

Patient 

19 

Diagnosis  and  Treatment  of 

10 

Integrating  TB  Management 

10-11  A.M.  — Forensic 

AIDS 

into  Care  of  the  HIV-Infected 

Psychiatric  Hospital,  West 

1:30-2:30  P.M.  — Runnells 

Patient 

Trenton  (AMNJ) 

Specialized  Hospital,  Berkeley 

11  A.M. -12  NOON  — Kimball 

13 

Diagnosis  and  Treatment  of 

Heights  (AMNJ) 

Medical  Center,  Lakewood 

AIDS 

20 

Diagnosis  and  Treatment  of 

(AMNJ) 

11:30  A.M. -12:30  P.M  — 

AIDS 

16 

Identification  and 

Hamilton  Hospital,  Trenton 

10-11  A.M. —St.  Mary’s 

Management  of  Asymptomatic 

(AMNJ) 

Hospital,  Passaic  (AMNJ) 

HIV  Infection 

13 

Identification  and 

November 

8-9  A.M. — Underwood 

Management  of  the  HIV- 

3 

Immunization 

Memorial  Hospital,  Woodbury 

Indeterminant  Infant 

10-11  A.M.  — St.  Marv  s 

(AMNJ) 

11  A.M. -12  NOON  — Kimball 

Hospital,  Passaic  (AMNJ) 

MEDICINE 

• 

October 

6 

Endocrinology  Grand  Rounds 

13 

Violence:  A Society  in  Crisis 

1 

Family  Violence:  A Family 

13 

11:30  A.M. -12:30  P.M.-VA 

7:30  A.M. -3  P.M. — Holiday  Inn, 

Tradition  Worth  Breaking 

20 

Medical  Center,  East  Orange 

Jamesburg  (NJ  Public  Health 

8:15  A.M.-12:30  P.M.-MSNJ 

27 

(AMNJ) 

Association) 

headquarters,  Lawrenceville 

6 

Interhospital  Endocrine 

13 

Office  Antibiotics 

(AMNJ,  MSNJ , MSNJA) 

13 

Rounds 

10-11  A.M.  — St.  Mary’s 

1 

Thrombosis:  New  Perspectives 

20 

3:30-5  P.M.  — University 

Hospital,  Passaic  (AMNJ) 

in  Diagnosis  and  Treatment 

27 

Hospital,  Newark  (AMNJ) 

13 

Protein  Tyrosine 

9-10  A.M. — Robert  Wood 

6 

Visiting  Professor  Lecture 

11:30  A.M. -12:30  P.M  — VA 

Johnson  Medical  School, 

11:30  A.M.-12:30  P.M.-VA 

Medical  Center,  East  Orange 

New  Brunswick  (UMDNJ) 

Medical  Center,  East  Orange 

(AMNJ) 

1 

Adolescent  Menstrual 

(AMNJ) 

13 

Sports  Medicine  ’93 

Disorders 

6 

Endocrinology  Dinner 

8:15  A.M. -12:30  P.M.-MSNJ 

9-10  A.M. — Christ  Hospital, 

Meeting 

headquarters,  Lawrenceville 

Jersey  City  (AMNJ) 

6 P.M.  — Holiday  Inn,  Newark 

(AMNJ  and  MSNJ) 

6 

Thrombolytic  Therapy  Update 

Airport  (AMNJ) 

15 

Acute  Care  Management  of 

10-11  A.M. —St.  Mary’s 

7 

Food  Addiction:  Disease  and 

the  SCI  Person 

Hospital,  Passaic  (AMNJ) 

Recovery 

8 A.M. -5  P.M.  — Kessler 

6 

Transfusion  Medicine 

6-7:30  P.M.  — Robert  Wood 

Conference  Center,  West 

8-9  A.M. — Somerset  Medical 

Johnson  Medical  School,  New 

Orange  (Kessler  Institute) 

Center,  Somerville  (AMNJ) 

Brunswick  (UMDNJ) 

20 

Nutrition  and  Immunology 

6 

Endocrine  Grand  Rounds 

13 

Pain  Management:  Practice 

11:30  A.M.-12:30  P.M  — VA 

11:30  A.M.-12:30  P.M.-VA 

Standards 

Medical  Center,  East  Orange 

Medical  Center,  East  Orange 

8-9  A.M.  — Somerset  Medical 

(AMNJ) 

(AMNJ) 

Center,  Somerville  (AMNJ) 

22- 

18th  Annual  Orthopaedic 
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r 

PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 


I Cardiology 
Update  ^ 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 

Wednesday,  October  6,  1993  3:00-5:00  PM 


The  Electrocardiogram: 
Old  and  New  Concepts, 
How  to  Improve  Your  Skills 

Moderator:  Charles  D.  Gottlieb,  M.D. 


■ Slide  Presentations 

m Panel  Discussion- Michael  S.  Feldman,  M.D.,  Steven  ].  Nierenberg,  M.D., 
Mark  W.  Preminger,  M.D. 

■ CME  Credits * 

■ No  Registration  Fee 

u Call  for  Reservation  662-8627 


Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  8k  Market  Streets 
Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians’  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society 
Membership  requirement.  Nine  sessions.  18  credits. 
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23 

Symposium 

3 

Interhospital  Endocrine 

10-11  A.M.  — St.  Mary’s 

Somerset  Marriott  Hotel, 

10 

Rounds 

Hospital,  Passaic  (AMNJ) 

Somerville  (NJ  Orthopaedic 

17 

3:30-5  P.M.  — University 

18- 

Orthotics 

Society  and  AMNJ) 

24 

Hospital,  Newark  (AMNJ) 

21 

8 A.M. -5  P.M.  — Kessler 

27 

Rheumatology 

8 

Superficial  Fungal  Infections 

Institute  for  Rehabilitation, 

11:30  A.M.-12:30  P.M.-VA 

1-2  P.M.  — New  Lisbon 

West  Orange  (Kessler  Institute) 

Medical  Center,  East  Orange 

Developmental  Center, 

19 

Cardiovascular  Disease  in 

(AMNJ) 

New  Lisbon  (AMNJ) 

Women 

10 

Nutrition  and  Alcoholism 

9-10  A.M.  — St.  Francis  Medical 

i\ovember 

11:30  A.M. -12:30  P.M— VA 

Center,  Trenton  (St.  Francis 

2 

Making  Decisions  in 

Medical  Center,  East  Orange 

Medical  Center) 

Transfusion  Medicine 

(AMNJ) 

20 

Annual  Meeting  and  Slide 

8-9  A.M.  — Underwood 

10 

Making  Decisions  in 

Seminar 

Memorial  Hospital,  Woodbury 

Transfusion  Medicine 

Robert  Wood  Johnson  Medical 

(AMNJ) 

11:30  A.M. -12:30  P.M  — 

School,  Piscataway  (NJ  Society 

3 

Making  Decisions  in 

Hamilton  Hospital,  Trenton 

of  Pathologists  and  AMNJ) 

Transfusion  Medicine 

(AMNJ) 

23 

How  To  Handle  the  Family  of 

1:30-2:30  P.M.— West  Hudson 

11 

Making  Decisions  in 

a Patient  in  ICU  on  Life 

Hospital,  Kearny  (AMNJ) 

Transfusion  Medicine 

Support 

3 

Endocrinology  Grand  Rounds 

11  A.M. -12  NOON  — St.  Joseph’s 

12  NOON-1  P.M. — West  Jersey 

10 

11:30  A.M. -12:30  P.M.-VA 

Hospital  and  Medical  Center, 

Health  System,  Voorhees 

17 

Medical  Center,  East  Orange 

Paterson  (AMNJ) 

(AMNJ) 

24 

(AMNJ) 

17 

Thyroid  Diseases 

OBSTETRICS/GYNECOLOGY 


October 

1 Perinatal  Association  Meeting 

Holiday  Inn,  Jamesburg 
(Perinatal  Association  ofNJ  and 
AMNJ) 

13  Monthly  Ultrasound  Review  of 
Fetal  Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 
Medical  Center, 

New  Brunswick  (St.  Peter  s 
Medical  Center) 

14  Gynecologic  Care  for  Women 
with  Physical  or  Cognitive 

Disabilities 

11  A.M. -12  NOON  — Monmouth 
Medical  Center,  Long  Branch 
(AMNJ) 

14  Endovaginal  Doppler 

Ultrasound  in  Evaluation  of 
First  Trimester  Pregnancy 
6-9  P.M.— JFK  Medical  Center, 
Edison  (AMNJ) 

26  Amenorrhea 

12  NOON-1  P.M. — CentraState 
Medical  Center,  Freehold 
(AMNJ) 

November 

7-  Issues  and  Controversies  in 

9 Obstetrics/Gynecology 
Walt  Disney  World,  Orlando, 
Florida  (UMDNJ) 

10  Monthly  Ultrasound  Review  of 
Fetal  Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 
Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center) 

ONCOLOGY 

October 

Oncology  Section,  AMNJ) 

6:30-9:30  P.M. — The  Manor, 

21  Scientific  Meeting 

6:30-9:30  P.M. — The  Manor, 
West  Orange  (Head  and  Neck 

November 

17  Scientific  Meeting 

West  Orange  (Radiation 
Oncology  Section,  AMNJ) 

PEDIATRICS 

October 

Specialized  Hospital, 

8-9  A.M. — Children’s 

13  Management  of  Chronic  BPD 

Mountainside  (AMNJ) 

Specialized  Hospital, 

and  Asthma 

8-9  A. M.— Childrens 

November 

10  Post-traumatic  Brain  Injury 

Mountainside  (AMNJ) 

PSYCHIATRY 

October 

Adults  with  Fetal  Alcohol 

19 

Self-Definition  by  Opposition 

5 Psychiatric  Perspectives  of 

Syndrome 

8:30-10  A.M.  — Elizabeth 

Cult  Affiliations 

8:30-10  A.M.  — Elizabeth 

General  Medical  Center, 

8:30-10  A.M.  — Elizabeth 

General  Medical  Center, 

Elizabeth  (EGMC) 

General  Medical  Center, 

Elizabeth  (EGMC) 

20 

Transcultural  Issues  in 

Elizabeth  (EGMC) 

15  Teenage  Suicide 

Psychiatry 

12  Psychiatric  and  Behavioral 

9-10  A.M. — Christ  Hospital, 

All  day— Carrier  Foundation, 

Problems  in  Children  and 

Jersey  City  (AMNJ) 

Belle  Mead  (Carrier  Foundation) 
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NASOLARYNGOSCOPY  TRAINING 
PROGRAM 

Tuesday,  October  19,  1993 


This  (raining  is  designed  for 
primary  care  & emergency 
room  physicians,  and 
allergists. 

Achieve  proficiency  in  the 
safe  technique  of 
nasolaryngoscopy. 

Train  on  modelsand  human 
subjects. 

Registration  is  limited!  $225. 
Department  of  Continuing 
Medical  Education 

(609)  342-3260 

Category  1 AMA  credits 


at  The  Mansion  on  Main  Street,  Voorhees,  NJ 


Cooper  Hospital/University  Medical  Center 
UMDNJ/Robert  Wood  Johnson  Medical  School 

at  Camden 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & tech- 
niques of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascu- 
lar,  neuromuscular,  central  nervous  systems  & “Bi-Digital 
O-Ring  Test”),  applicable  towards  300-hour  requirement 
for  certification  to  practice  acupuncture,  will  be  given 
periodically  for  licensed  clinicians  (with  or  without  prior 
training)  on  3-day  weekends  (Fri-Sun)  of  September 
10-12  and  December  16-18,  1993,  at  Milford  Plaza 
Hotel,  45th  St.  & 8th  Ave.,  New  York  City. 

The  9th  Annual  International  Symposium  on 
Acupuncture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420 
W.  118th  St.,  N.Y.  City,  during  October  14-17,  1993. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  of- 
ficial journal,  Acupuncture  & Electro-Therapeutics  Re- 
search, The  International  Journal  (published  by  Pergamon 
Press  & indexed  in  15  major  indexing  periodicals,  includ- 
ing Index  Medicus),  Heart  Disease  Research  Foundation; 
NY  Pain  Center;  Electrical  Engineering  Dept.,  Manhattan 
College;  Nordic  Medical  Acupuncture  Society  (Scan- 
dinavia); Schmerz  Therapeutische  Kolloquium  (West 
Germany);  Japan  Bi-Digital  O-Ring  Test  Assn.;  Accredited 
toward  Acupuncture  Certification  to  practice  acupuncture. 
Eligible  for  AMA  CME  Cat.  I credit  (about  40  credit-hours 
for  the  Symposium). 

For  information  on  meetings  or  submission  or  presen- 
tations of  papers,  contact  Symposium  Chairman,  Prof.  Y. 
Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1)  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days 
a week)  or  (212)  928-0658,  Co-chairman,  Prof.  A.W.  Cook, 
MD  (516)  877-1821,  or  Bro.  Michael  Losco  (212)  920-0162. 


DEBORAH  HEART  AND  LUNG  CENTER  - DEPARTMENT  OF  PULMONARY  MEDICINE 


PRESENTS 

TH  ANNUAL  CLINICAL  UPDATE 
IN  PULMONARY  MEDICINE 


December  4,  1993  ♦ Bally's  Park  Place  ♦ Atlantic  City,  New  Jersey 


Designed  for  Pulmonologists,  Internists,  Family  Practitioners,  and  Allied  Health  Care  Professionals 

7 Hours  Category  1 CME  Credit 


PROGRAM 


Cystic  Fibrosis  in  the  Adult:  Clinical  Overview  and  Gene  Therapy Ronald  G.  Crystal,  MD 

The  Clara  Falk  Franks  Lecture:  The  Respiratory  Muscle  Pump  in  COPD- 

Prospects  for  Rehabilitation  of  the  Patient Peter  Macklem,  MD 

Approach  to  the  Patient  with  Pleural  Effusion  - Newer  Concepts Richard  W.  Light,  MD 

Reactive  Airway  Disease  - Pathophysiology  and  Treatment Peter  Macklem,  MD 

Panel  Discussion:  Controversies  in  Obstructive  Lung  Disease Moderator  Mervyn  Feierstein,  MD 

Acute  Venous  Thromboembolism  - New  Guidelines  for  Prophylaxis,  Diagnosis  & Resolution Russell  D.  Hull,  MD 

Nosocomial  Pneumonia-Strategies  for  Prevention,  Diagnosis  & Therapy Dennis  G.  Maki,  MD 

Community-Acquired  Pneumonia:  Update  1993  Dennis  G.  Maki,  MD 

Occupational  Lung  Disease  for  the  Office  Practitioner David  M.F.  Murphy,  MD 


For  information  contact:  Center  for  Bio-Medical  Communication,  Inc. 

80  West  Madison  Avenue,  Dumont,  New  Jersey  07628  (201)  385-8080  or  1-800-231-0389 
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26  Treatment  of  Depression  in 
Substance  Abusers 
8:30-10  A M.  — Elizabeth 
General  Medical  Center, 
Elizabeth  ( EGMC ) 

28  Analysis,  Reanalysis,  and  Self- 
Analysis 

8-10  P M.  — Hackensack 
Medical  Center, 

Hackensack 

(AMNJ) 

November 

2 Children’s  Responses  to 
Disaster 

8:30-10  A M — Elizabeth 
General  Medical  Center, 
Elizabeth  (EGMC) 


RADIOLOGY 


October 

7 Grand  Rounds 

4-5  P M.  — New  Jersey  Medical 
School,  Newark  ( UMDNJ ) 

21  Grand  Rounds 

4-5  P M — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

21  Scientific  Meeting 

7:30-10  P.M. — Saint  Barnabas 
Medical  Center,  Livingston 
(Radiological  Society  of  New 
Jersey,  Diagnostic  Radiology 
Section,  AMNJ ) 


4 Psychiatry  and  the  Law 

10-11  AM.  — Forensic 
Psychiatric  Hospital,  Trenton 
(AMNJ) 

9 Update  on  Care  Precedents 

Related  to  Mental  Health 
8:30-10  A M.  — Elizabeth 
General  Medical  Center, 
Elizabeth  (EGMC) 

16  Infant  Psychiatry 
8:30-10  A M.  — Elizabeth 
General  Medical  Center, 
Elizabeth  (EGMC) 

17  Depression:  Illuminating  the 
Shadows 

All  day — Carrier  Foundation, 
Belle  Mead 


V 


28  Special  Lecture 

1:30-5:30  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 
(Saint  Barnabas  Med.  Center) 

November 
4 Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

11  Scientific  Meeting 

7:30-10  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 
(Radiological  Society  of  New 


18  The  Treatment  of  Depression 

8-10  P.M.  — 1 lackensack 
Medical  Center,  Hackensack 
(AMNJ) 

26  Recognition  of  Anxiety  and 
Depressive  Disorders 
9 A M.  — Helene  Enid  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 

30  Role  of  Recent  Life  Events 

and  Episodes  of  Schizophrenia 
and  Major  Depression 
8:30-10  A M.  — Elizabeth 
General  Medical  Center, 
Elizabeth  (EGMC) 


Jersey,  Diagnostic  Radiology 
Section,  AMNJ) 

17  Imaging  of  the  Central 
Nervous  System 

6-8  P.M.  — Memorial  Hospital  of 
Burlington  County,  Mount 
Holly  (AMNJ  awl  Radiological 
Society  of  New  Jersey) 

18  Grand  Rounds 

4-5  P.M.  — N ew  J ersey  M edical 
School,  Newark  (UMDNJ) 


SURGERY  & ITS  SPECIALTIES 


November 

10  Scientific  Meeting 

The  Mansion,  Voorhees 
( Vascular  Society  of  New  Jersey 
and  AMNJ) 


15-  Current  Issues  in 
17  Surgery 

Marriott  s Frenchman’s  Reef 
Beach  Resort,  St.  Thomas 
(AMNJ) 


17-  Cardiac  Surgery:  Current 
20  Issues 

Marriott  s Frenchman’s  Reef 
Beach  Resort,  St.  Thomas 
(AMNJ) 
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Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


OCTOBER  1 993  NOVEMBER  1 993  DECEMBER  1 993 


OCTOBER  6th 

Pathway  of  Discovery  of  Cystic  Fibrosis:  Link 
to  Transmembrane  Chloride  Transport 

Michael  J.  Walsh , M.D. 

Professor  of  Internal  Medicine,  Physiology 
and  Biophysics,  University  of  Iowa  College 
of  Medicine,  Investigator,  Howard  Hughes 
Medical  Institute,  Iowa  City,  IA 

OCTOBER  13th 
Hirsutism 

Leslie  I.  Rose , M.D. 

Professor  of  Medicine 

Director,  Division  of  Metabolism  and 

Endocrinology,  Hahnemann  University 

OCTOBER  20th 
Myocardial  Ischemia 

William  Frishman , MD. 

Professor  and  Associate  Chairman,  Weller 
Hospital  of  the  Albert  Einstein  College  of 
Medicine,  Bronx,  NY 

OCTOBER  27th 

Magnesium:  The  Forgotten  Electrolyte 

Joseph  DiPalma,  M.D. 

Emeritus  Professor  of  Pharmacology, 
Hahnemann  University 

Therapeutic  Developments  in  the 
Magnesium  Therapy  of  Diabetes  and 
Hypertension 

Lawrence  M.  Resnick,  M.D. 

Professor  of  Physiology  & Medicine 
Director  of  Hypertension,  Division  of 
Endocrinology  & Hypertension,  Wayne  State 
University  Medical  Center,  Detroit,  MI 

Role  of  Magnesium  in  Myocardial  Infarction 

Thomas  G.  Giles,  M.D. 

Professor  of  Medicine 
Director,  Cardiovascular  Research  Lab 
Director,  Hypertension  & Heart  Failure 
Center,  Louisiana  State  University,  New 
Orleans,  LA 


NOVEMBER  3rd 
Asthma/Sinusitis 

David  M.  Lang,  M.D. 

Assistant  Professor  of  Medicine 
Director,  Allergy/Immunology 
Co-Director,  Allergy  and  Asthma  Center, 
Division  of  Allergy,  Critical  Care,  and 
Pulmonary  Medicine,  Hahnemann  University 

NOVEMBER  10th 

Management  of  Thoracic  Aortic  Aneurysm 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 
Director,  Division  of  Cardiovascular 
Diseases,  Hahnemann  University 
Stanley  K.  Brockman,  M.D. 

Professor  and  Chairman,  Department  of 
Cardiothoracic  Surgery,  Hahnemann 
University 

Krishnaswamy  Chandrasekaran,  M.D. 
Associate  Professor  of  Medicine 
Director,  Cardiac  Ultrasound,  Division  of 
Cardiovascular  Diseases,  Hahnemann 
University 
NOVEMBER  17th 
Bullous  Disorders 
Richard  L.  Spielvogel,  M.D. 

Professor  and  Acting  Chair,  Department  of 
Medicine 

Director,  Division  of  Dermatology 

NOVEMBER  24th 
Hahnemann  University 
No  Grand  Rounds— Holiday 


DECEMBER  1st 

Recent  Advances  in  Diagnosis  and 

Treatment  of  Infectious  Diarrhea 

John  Molavi,  M.D. 

Associate  Professor  of  Medicine 
Director,  Division  of  Infectious  Diseases, 
Hahnemann  University 

DECEMBER  8th 
Hepatitis  “C”— 1994 
(Acute  or  Chronic) 

Gary  Gitnlok,  M.D. 

Professor  of  Medicine 

Chief,  Division  of  Digestive  Diseases,  UCLA 
Medical  Center,  Los  Angeles,  CA 

DECEMBER  15th 
Abnormalities  of  Thrombosis  and 
Thromboembolism 

Marc  Cohen,  M.D. 

Associate  Professor  of  Medicine 
Director,  Cardiac  Catheterization 
Laboratories,  Division  of  Cardiovascular 
Diseases,  Hahnemann  University 

DECEMBER  22ND 
No  Grand  Rounds— Holiday 


Wednesday  Medical  Seminar  Series 


8:30  a.m.  to  3:30  p.m. 

OCTOBER  6th  NOVEMBER  3rd  DECEMBER  15th 

Pulmonary  Enzymatic  Advances  in  Allergy  and  Abnormalities  of  Thrombosis 

Deficiencies  (Cystic  Fibrosis)  Immunology  for  the  Practicing  and  Thromboembolism 

Course  Director:  Physician  Course  Director: 

Edward  L.  Schulman,  M.D.  Course  Director:  Marc  Cohen,  M.D. 

David  M.  Lang,  M.D. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair  of  Medicine, 
Director,  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education 
programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience 
any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation 


Statement  of  Accreditation:  As  an  organization  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  (ACCME),  Hahnemann  University  designates  this 
continuing  medical  education  activity  as  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association.  One  credit  hour  may  be  claimed  for  each 
hour  of  participation  by  the  individual  physician. 
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Hahnemann 

University 


presents 

11th  Annual  Henry  S.  Ruth 
Conference  and  Lecture 
ANESTHESIA  FOR  THE 
OBSTETRIC  PATIENT 
November  6,  1993 
Philadelphia  Marriott-West 
West  Conshohocken,  PA 
•Medico  Legal  Considerations 
in  OB  and  OB  Anesthesia 
•New  Concepts  in  Pain  Control  for  the  Paturient 
•Preventive  Medicine:  AIDS  and  Pregnancy; 
The  Role  of  the  Midwife  During  Labor 
•Epidural  Test  Dose 
•Pregnancy  Induced  Hypertension 
•Research  Update  in  Fetal  Pulse  Oximetry 
•Systemic  Effects  of  Drugs  Altering  Uterine  Tone 
•Obstetrical  Anesthesia:  Past,  Present,  Future 

Jonathan  Abrams,  M.D.,  Peitro  Colonna-Romano,  M.D. 
Gerard  Ostheimer,  MD.,  Douglas  Ross,  M.D., 
David  Seitman,  M.D.,  John  Shutack,  D O., 
Michael  Spence,  M.D.,  MPH,  David  Swedlow,  M.D. 
Kevin  Wright,  Esq. 

•For  information  call:  215-762-8263* 


Glassel 

AND 

Company 

Certified  Public  Accountants 

Specialized  services  for  the 
Medical  Profession  in 

■ Tax  Planning  and  Projected  Tax  Savings 

■ Computerized  Operation  and  Knowledgeable 

■ Pension  Plans,  Establish  and  Administration 

■ Profit  Sharing  Plans,  Establish  and  Administration 

■ Practice  Acquisitions  and  Sales 

■ Practice  Evaluations  in  Professional  Format 

■ Cost  Analysis  Comparing  your  practice  to  the 
medical  profession  in  New  Jersey 

Our  experience  and  service 
is  available  at  your  request. 

Plaza  9 

900  U.S.  Highway  9 
Woodbridge,  New  Jersey  07095 

CALL  SIDNEY  GLASSEL  (908)  636-0800 


aqT) 

A D 

Leading  is  easy 
when  you  know  the 
right  steps.- 

A O 

* ® 

Interactions 

Medical  Staff 
Leadership  Conference 
on  Managing  Change 


October  1-3, 1993  Naples,  Florida 


We  can’t  dance  around  the  issue  any 
longer.  Health  system  reform  is  occurring 
at  a fast  pace.  And  it’s  going  to  take  some 
fancy  footwork  for  physicians  to  ( \ 
maintain  autonomy  and  con- 
trol within  theh  practices. 

Master  the  moves  that,  will 
help  you  excel  in  this  envi- 
ronment. by  attending  the 
fourth  annual  Interactions  Medical  Staff 
Leadership  Conference:  Managing  Change. 
Sponsored  by  the  American  Medical 
Association  (AMA),  in  cooperation  with 
the  Medical  Associat  ion  of  Georgia  and  the 
Florida  Medical  Association,  this  compre- 
hensive three-day  conference  is  designed 
specifically  for  new  and  experienced  med- 
ical staff  leaders. 


Physician  leaders  will  benefit  by: 

• Learning  how  to  hone  their  leadership  skills 

• Gaining  a greater  understanding  of  health 
policy  and  medical  practice  issues 

• Acquiring  the  knowledge  and  tools  to  deal 
with  the  changes  surrounding  health 
system  reform 


So  lead,  don’t  follow.  It’s  easy,  when 
you  know  the  right  steps. 

For  more  information  or 
to  register,  call 

800  621-8335  now! 


10 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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ACADEMY  OF  MEDICINE  OF  NEW  JERSEY 
MEDICAL  SOCIETY  OF  NEW  JERSEY  AUXILIARY 
MEDICAL  SOCIETY  OF  NEW  JERSEY 

present 

FAMILY  VIOLENCE: 

A FAMILY  TRADITION  WORTH  BREAKING 

A seminar  to  educate  physicians  and  health  care  professionals  on  awareness, 
assessment,  and  identification  of  family  violence. 

Date:  October  1 , 1 990 

Place:  Medical  Society  of  New  Jersey 

2 Princess  Road,  Lowrenceville,  NJ 

Time:  8:15  A.M.  to  12:30  P.M. 

Fee:  Physicians™  $50 

Topics  include: 

Overview  of  Family  Violence 
Child,  Partner,  ond  Elder  Abuse 
Referral  Networks 
Legal  Aspects 

The  Academy  of  Medicine  of  New  Jersey  designates  this  continuing  medical  education  activity  for  3.5  hours  in 
Category  1 of  the  Physician's  Recognition  Award  of  the  AMA. 

AMNJ  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing  medical 
education  for  physicians. 

Registration  Deadline:  September  27,  1993 
Breakfast  and  Luncheon 


Yes,  I would  like  to  participate  in  the  seminar  on  family  violence,  on  October  1,  1993. 

Nome 

Address 


Indicate  the  workshop  you  would  like  to  attend: 

□ Child  Abuse  □ Partner  Abuse  □ Elder  Abuse 

Amount  Enclosed  $ 

Moke  checks  payable  to  MSNJ  Auxiliary.  Send  completed  form  ond  check  to: 

MSNJ  Auxiliary,  Two  Princess  Rood,  Lowrenceville,  NJ  08648. 
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The  New  Jersey  Institute  for  Continuing  L egal  Education,  in  cooperation  with  the  NJSBA  Health  and  Hospital  Law  Section, 
is  pleased  to  present  a dynamic  discussion  on: 


Physician  and 
Hospital  Liability: 

Perspectives  on  Risk  Management 


This  new  seminar,  dealing  with  the  issues  of  physician  and  other 
health  care  professional  liability,  will  present  the  diffenng  perspectives  of  a 
plaintiff's  attorney,  a defense  attorney,  a corporate  attorney  for  a major 
hospital,  a Director  of  Risk  Management  for  a major  insurer  of  hospitals,  a 
Vice  President  of  Insurance  Operations  for  a major  insurer  of  physicians, 
an  attorney  who  represents  physicians  before  licensing  authorities  and  in 
transactional  matters,  together  with  a physician  who  has  testified  as  an 
expert  witness  for  both  the  plaintiff  and  defense  in  medical  malpractice 
cases. 


The  interaction  between  medical  conduct,  risk  management,  and  liability 
claims,  featuring  the  perspectives  of  plaintiff  and  defense  attorneys, 
insurance  carriers,  a risk  manager,  and  physician. 

Moderator: 

Steele  R.  Chadwell,  Esq. 

( Pnnceton ) 

Speakers: 

Hillel  Ben-Asher,  M.D. 

(Momstown) 

Jeffrey  S.  Brown,  Esq. 

John  F Kennedy  Health  Systems  (Edison) 


This  unique  program,  featuring  a stimulating  discussion  on  the 
interaction  between  medical  conduct,  risk  management,  and  liability 
claims,  will  include 

• Types  of  conduct  which  are  likely  to  give  rise  to  claims 

• How  to  deal  with  a claim 

• How  claims  are  prosecuted  by  the  plaintiff 

• How  claims  are  defended  against  by  physicians  and  nurses 

• How  claims  are  viewed  by  hospitals 

• How  claims  are  viewed  by  insurance  companies 

Focusing  on  real  life  examples,  the  panelists  will  address  problems 
which  may  give  nse  to  claims,  and  will  describe  important  issues  in 
medical/professional  malpractice  litigation 

WHO  SHOULD  ATTEND 


Robert  J.  Conroy,  Esq. 

Chair,  NJSBA  Health  and  Hospital  Law  Section 
Kem,  Augustine,  Conroy  & Schoppmann  (Bndgewater) 

Arthur  Ian  Miltz,  Esq. 

Certified  Civil  Trial  Attorney  (Livingston) 

Carol  Niedt 


• Attorneys 

• Physicians  and  nurses 

• Hospital  administrators 

• Risk  managers 

• Insurance  and  claims  professionals 

• Other  health  care  providers 


Director,  Risk  Management,  Health  Care  Insurance  Co./ 
Princeton  Insurance  Co.  (Princeton) 

Frank  Orbach,  Esq. 

Certified  Civil  Tnal  Attorney 
Giblin  & Combs  (Pnnceton) 

Adam  Wilczek 

Vice  President,  Insurance  Operations,  Medical  Inter- 
Insurance  Exchange  (Lawrenceville) 


ONE  SITE  ONLY 

New  Brunswick/S097-148 

Saturday,  September  11,  1993  - 9:00  AM  to  4:00  PM 
New  Jersey  Law  Center  - Ryders  Lane  Exit  off  Route  1 


Trial  Certification:  Application  is  being  made  with  the  New  Jersey  Board 
on  Tnal  Attorney  Certification  for  CLE  credits  towards  Trial  Attorney 
Certification  and  maintenance 


Because  of  the  wide  range  of  perspectives  on  the  panel,  and  the 
interactive  nature  of  this  program,  the  format  will  include  bnef  presenta- 
tions by  each  of  the  speakers,  followed  by  comments  and  questions  from 
other  members  of  the  panel,  and  audience  participation 

^SEMINAR  FEES 

Please  use  the  coupon  below  to  register  for  this  seminar. 
Tuition  includes  luncheon  and  program  materials. 


Advance  Registration 

Members  New  Jersey  State  Bar  Association $1 16 

Non-members  licensed  before  7-1-91 $129 

New  Lawyers  licensed  after  7-1  -91 $104 

Law  Students,  space  permitting Free 

Full  Time  Judges,  space  permitting Free 

Door  Registrations $139 

Can't  Attend? 

Audio  Cassette  Tapes/Matenals  - Item  No  309793 $149 


rTo  register  for  Physician  and  Hospital  Liability:  Perspectives  on  Risk  Management,  please  complete  and  return  this  form 
I with  a check  (made  payable  to  ICLE)  or  credit  card  authorization  to:  ICLE,  One  Constitution  Square,  New  Brunswick,  New 
| Jersey,  08901 . To  immediately  guarantee  your  seat,  you  may  FAX  this  form  along  with  credit  card  information  or  a copy  of  your 
| check  by  dialing  (908)  249-0383,  or  call  (908)  249-5100  for  more  information. 


J 

1 


Name Phone  

Firm Year  of  Admission  to  NJ  Bar  19 


Address 

Tuition: 


City/State/Zip . 


Payment  by  Check:  □ Company  Check 

Payment  by  Credit  Card:  Amex 

Card  No. 

I Signature 


□ Personal  Check 
Visa 


Check  Number 


Check  Date 


.Mastercard  Expiration  Date 


Cardholder's  Name  (print) . 


ignanire  Date  rm | 


PHI 
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IN  MEMORIAM 


WILLIAM  CAMPBELL 


VINCENT  A.  DE  LUCA 


ROBERT  W.  EL  WELL 


HAROLD  T.  HANSEN 


At  the  grand  age  of  93,  William 
Campbell,  MD,  a retired  member 
of  our  Essex  County  component, 
died  on  April  3,  1993.  An 

otolaryngologist.  Dr.  Campbell 
was  affiliated  with  The  Hospital 
Center  at  Orange  for  35  years.  He 
was  a member  of  the  American 


Family  practitioner  Vincent 
Alfred  De  Luca,  MD,  passed 
away  on  January  20,  1993,  at  the 
age  of  59.  Dr.  De  Luca  was  at- 
tending at  Holy  Name  Hospital, 
Teaneck,  and  at  Caledonian 
Hospital,  New  York.  He  practiced 
in  Brooklyn,  North  Arlington,  and 
Teaneck.  Dr.  De  Luca  was  a 
member  of  our  Bergen  County 
component  and  of  the  Medical 
Society  of  the  County  of  Kings. 
Dr.  De  Luca  attended  the  State 


A general  practitioner  in  De- 
lanco  until  he  retired  to  Ocean 
City  in  1972,  Robert  Whitaker 
Elwell,  MD,  died  on  December 
3,  1992,  at  the  age  of  72.  Dr. 
Elwell  was  born  on  December  29, 
1919,  in  Camden.  He  was  a 
member  of  our  Burlington  Coun- 
ty component  and  of  the  Ameri- 
can Medical  Association.  A 
general  practitioner,  Dr.  Elwell 
was  a physician  for  the  Delanco 


Harold  T.  Hansen,  MD,  a 
member  of  our  Essex  County 
component,  died  on  March  26, 
1993.  Dr.  Hansen  was  an  or- 
thopedist; he  maintained  a private 
practice  in  South  Orange  for  40 
years.  Dr.  Hansen  earned  his 
medical  degree  from  the  Univer- 
sity of  Pennsylvania  School  of 
Medicine  in  1937;  he  completed 
an  internship  and  residency  at 
Norwegian  Lutheran  Deaconess 


Medical  Association  and  a fellow 
of  the  American  College  of 
Surgeons.  Dr.  Campbell  received 
his  medical  degree  from  Queens 
College,  Canada,  in  1922,  and  his 
New  jersey  medical  license  in 
1928. 


University  at  Syracuse,  New 
York,  and  received  a medical 
degree  in  1959.  Dr.  De  Luca  re- 
ceived a New  York  and  a New 
Jersey  medical  license  in  1961 
and  1964,  respectively.  He  com- 
pleted an  internship  at  Brooklyn 
Jewish  Hospital  and  at  Kings 
County  Hospital,  both  in  New 
York.  Dr.  De  Luca  was  born  on 
February  13,  1934,  in  New  York 
City. 


school  system  and  for  the  Delan- 
co Board  of  Health.  Dr.  Elwell 
served  in  the  United  States  Army 
during  World  War  II.  Dr.  Elwell 
was  awarded  a medical  degree 
from  Jefferson  Medical  College, 
Philadelphia,  in  1945  and  com- 
pleted an  internship  at  Cooper 
Hospital,  Camden.  He  was  af- 
filiated with  Zurbrugg  Memorial 
Hospital. 


Home  and  Hospital,  New  York, 
and  an  orthopedic  residency  at 
Philadelphia  Orthopedic  Hospi- 
tal, Pennsylvania,  and  at  New 
Jersey  Orthopedic  Hospital.  Dur- 
ing his  medical  career,  he  was 
chief  of  staff  at  New  Jersey  Or- 
thopedic Hospital  from  1954  to 
1961  and  associate  professor  of 
orthopedics  at  UMDNJ-New 
Jersey  Medical  School,  Newark, 
from  1969  to  1981.  After  retiring 


VOL.  90-NUMBER  9 SEPTEMBER  1993 


709 


from  private  practice  in  1981,  Dr. 
Hansen  was  affiliated  with  the 
Veterans  Administration  Medical 
Center,  East  Orange,  for  10  years. 
Dr.  Hansen  was  a diplomate  of 


the  American  Board  of  Or- 
thopedics and  a fellow  of  the 
American  Academy  of  Orthopedic 
Surgeons  and  of  the  American 
College  of  Surgeons. 


WILLIAM  S.  Z.  KUH 


We  have  received  word  of  the 
death  of  William  Shing  Zung 
Kuh,  MD,  on  December  8,  1992. 
Dr.  Kuh  was  a member  of  MSNJ 
until  1991.  He  was  a Somerville 
general  practitioner  for  37  years. 
Dr.  Kuh  was  born  on  February  4, 
1920,  in  Shanghai,  China,  and 
emigrated  to  the  United  States  in 
1947.  Dr.  Kuh  was  awarded  a 


medical  degree  from  St.  Johns 
University,  China,  in  1945,  and 
completed  a residency  at 
Bellevue  Hospital,  New  York.  Dr. 
Kuh  was  a member  of  our 
Somerset  County  component  and 
of  the  American  Medical  Associa- 
tion; he  also  was  past-president  of 
the  Chinese-American  National 
Medical  Association. 


ROBERT  G.  MCCURDY 


At  the  age  of  79,  Robert  George 
McCurdy,  MD,  a member  of  our 
Monmouth  County  component, 
died  on  March  2,  1993.  A 

pediatrician.  Dr.  McCurdy  main- 
tained a private  practice  in  Atlan- 
tic Highlands  for  over  30  years. 
During  his  lengthy  career,  Dr. 
McCurdy  was  affiliated  with 
Monmouth  Medical  Center,  Long 
Branch,  Riverview  Medical  Cen- 
ter, Red  Bank,  and  Hahnemann 
Medical  College,  Pennsylvania. 
Dr.  McCurdy  earned  a medical 
degree  from  Temple  University 


School  of  Medicine,  Pennsyl- 
vania, in  1940.  He  interned  at 
Monmouth  Memorial  Hospital, 
Long  Branch.  From  1941  to  1944, 
Dr.  McCurdy  served  in  the 
United  States  Army  Air  Force  as 
a major  and  flight  surgeon;  he 
reached  the  rank  of  colonel  in  the 
Air  Force  Reserve.  Dr.  McCurdy 
was  a member  of  the  American 
Medical  Association  and  a fellow 
of  the  American  Academy  of 
Pediatrics;  he  was  a diplomate  of 
the  American  Board  of  Pediatrics. 


PAUL  J.  MIRANTI 


At  the  grand  age  of  85,  Paul 
Joseph  Miranti,  MD,  died  on 
February  22,  1993.  Dr.  Miranti 
was  a retired  general  surgeon;  he 
practiced  in  Jersey  City  for  47 
years  before  retiring  in  1982. 
Born  in  Jersey  City  in  1907,  Dr. 
Miranti  graduated  from  Queens 
University  Medical  School,  Can- 
ada, in  1935.  Dr.  Miranti  was  af- 


filiated with  Christ  Hospital, 
Jersey  City,  and  Jersey  City 
Medical  Center.  Dr.  Miranti  was 
a clinical  professor  of  anatomy 
and  surgery  at  UMDNJ-New 
Jersey  Medical  School.  During 
World  War  II,  Dr.  Miranti  served 
in  the  Army  Medical  Corps.  Dr. 
Miranti  was  a member  of  our 
Hudson  County  component. 


PETER  J.  NORTON 


A member  of  our  Mercer 
County  component  and  of  the 
American  Medical  Association, 
Peter  John  Norton,  MD,  died  on 
March  5,  1993,  at  the  age  of  80. 
A graduate  of  Georgetown  Uni- 
versity Medical  School,  Washing- 
ton, DC,  in  1950,  Dr.  Norton 
completed  an  internship  and 
residencies  at  Bellevue  Hospital, 
New  York,  Havistraw  Hospital, 


New  York,  and  Presbyterian 
Hospital,  Newark.  Dr.  Norton 
was  a staff  member  of  St.  Francis 
Medical  Center,  Hamilton  Hospi- 
tal, Mercer  Medical  Center,  and 
Helene  Fuld  Medical  Center,  all 
in  Trenton.  Dr.  Norton  served  as 
a pilot  in  the  Intelligence  Corps 
for  the  United  States  Navy  during 
World  War  II. 
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SYDNEY  S.  PEARL 


A retired  member  of  our  Union 
County  component,  Sydney 
Samuel  Pearl,  MD,  died  on  April 
26,  1993.  A colon  and  rectal 
surgeon  in  Elizabeth  for  over  50 
years  before  retiring  in  the  late 
1980s,  Dr.  Pearl  was  affiliated 
with  Elizabeth  General  Medical 


Center  and  St.  Elizabeth  Hospi- 
tal, both  in  Elizabeth.  Dr.  Pearl 
graduated  from  Washington  Uni- 
versity School  of  Medicine,  St. 
Louis,  in  1932.  He  served  as  a 
captain  in  the  United  States  Army 
during  World  War  II. 


WILLIAM  POMERANTZ 


We  regret  to  announce  the 
death  of  internist  William 
Pomerantz,  MD,  on  February  4, 
1993,  at  the  age  of  74.  He  was 
born  on  April  9,  1918,  in  New 
York  City.  Dr.  Pomerantz  was 
graduated  from  the  University  of 
Cincinnati  College  of  Medicine  in 
1951.  Dr.  Pomerantz  maintained 
a medical  practice  in  Dover.  He 
was  on  staff  at  Dover  General 
Hospital  and  Medical  Center 
since  1954.  During  his  long  as- 
sociation with  Dover  General,  Dr. 
Pomerantz  established  and  di- 
rected the  hospital’s  intensive 
care  cardiac  unit;  established  the 
Cardiopulmonary  Resuscitation 
Program  and  trained  physicians 
and  nurses  for  the  program;  was 
chairman  of  the  Department  of 
Medicine  from  1972  to  1974  and 
of  the  Disaster  Management 


Committee;  established  the  De- 
partment of  Continuing  Medical 
Education;  served  as  the  first 
director  of  Medical  Education 
from  1975  to  1980;  and  was  a 
member  of  the  hospital’s  Library 
Committee,  of  the  Executive 
Committee,  and  of  the  Long- 
Range  Planning  Committee.  In 
addition,  Dr.  Pomerantz  was  a 
medical  advisor  for  County  Col- 
lege of  Morris  since  1969,  town- 
ship physician  for  Randolph,  and 
a physician  for  the  Dover  police 
for  30  years.  He  was  a member 
of  our  Morris  County  component, 
of  the  American  Medical  Associa- 
tion, and  of  the  Morris  County 
Heart  Association.  Dr.  Pomerantz 
served  in  the  United  States  Army 
during  World  War  II. 


EDWARD  E.  SHAPIRO 


A member  of  our  Hudson 
County  component,  Edward  E. 
Shapiro,  M D,  passed  away  on  De- 
cember 12,  1992.  Dr.  Shapiro  was 
75  years  old  at  the  time  of  his 
death.  He  was  born  in  Rayonne 
on  November  5,  1917.  Dr. 

Shapiro  was  a Rayonne  derma- 
tologist and  was  an  attending  at 
Rayonne  Hospital  and  at  St.  Vin- 
cent Hospital,  New  York.  Dr. 
Shapiro  was  a member  of  the 


American  Medical  Association 
and  a diplomate  of  the  American 
Board  of  Dermatology.  Dr. 
Shapiro  received  a medical 
degree  from  the  University  of 
Virginia,  Charlottesville,  in  1940, 
and  was  awarded  a New  jersey 
medical  license  in  1945.  Dr. 
Shapiro  served  in  the  United 
States  medical  corps  during 
World  War  II. 


SEBASTIAN  J.  VENTO 


A member  of  our  Mercer 
County  component,  Sebastian 
Joseph  Vento,  MD,  died  on  April 
13,  1993.  Born  in  1909  in  Jersey 
City,  Dr.  Vento  earned  his 
medical  degree  from  Flower  Fifth 
Avenue  Medical  College,  New 
York,  in  1939.  A general  practi- 


tioner, Dr.  Vento  was  affiliated 
with  St.  Francis  Medical  Center 
and  Helene  Fuld  Medical  Center, 
both  in  Trenton.  Dr.  Vento  was 
a member  of  the  American 
Medical  Association.  He  served  as 
a physician  for  the  Trenton  Board 
of  Education. 
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EDITORIAL  CRITERIA 


CONTENT 


New  Jersey  Medicine  is  the 
official  organ  of  the  Medical 
Society  of  New  Jersey.  The  goals 
are  educational  and  informational. 
All  material  published  is 
copyrighted  by  the  Medical 
Society  of  New  Jersey. 

The  educational  contents  of 
each  issue  appear  as  scientific 
articles,  based  on  research,  or- 
iginal concepts  relative  to 
epidemiology  of  disease,  and 
treatment  methodology;  case  re- 
ports; review  articles;  clinical 
notes;  state  of  the  art  reports;  and 


special  articles,  that  include 
evaluations,  policy  and  position 
papers,  and  reviews  of  nonscien- 
tific  subjects.  Other  topics  in- 
clude professional  liability  com- 
mentary; critical  narration; 
medical  history;  pediatric  briefs; 
nutrition  update;  and  opinions. 
Editorials  are  prepared  by  the 
editor  and  by  guest  contributors 
on  timely  and  relevant  subjects. 
The  Doctors’  Notebook  section 
contains  organizational  and  ad- 
ministrative items  from  the 
Medical  Society  of  New  Jersey 


and  from  the  community.  Letters 
to  the  editor  and  book  reviews  are 
welcome  and  will  be  published  as 
space  permits. 

The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis 
and  treatment  and  to  the  educa- 
tion of  patients  and  professionals. 
Preference  will  be  given  to 
authors  from  New  Jersey  and  to 
out-of-state  lecturers  submitting  a 
suitable  manuscript  based  on  a 
presentation  made  to  an  audience 
in  New  Jersey. 


COPYRIGHT 


In  compliance  with  the 
Copyright  Revision  Act  of  1976 
(effective  January  1,  1978),  a 

transmittal  letter  or  a separate 
statement  accompanying  material 
offered  to  NEW  JERSEY  MEDICINE 
must  contain  the  following 


SPECIFICATIONS 


Submit  two  manuscripts  that 
must  be  typewritten  and  double 
spaced  on  8V2"  by  II"  paper. 
Statistical  methods  used  in 
articles  should  be  identified. 

The  title  page  should  include 
the  full  name,  degrees,  and  affilia- 
tions of  all  authors,  and  the  name 
and  address  of  the  author  to 
whom  reprint  requests  and  cor- 
respondence should  be  sent. 

The  author  should  submit  a 30- 
word  abstract  to  be  used  at  the 
beginning  of  the  article. 

Tables  must  be  typewritten  and 
double  spaced  on  separate  8V2"  by 
11"  sheets,  with  a title  and 
number.  Symbols  for  units  should 
be  confined  to  column  headings. 


language  and  must  be  signed  by 
all  authors. 

“In  consideration  of  NEW 
Jersey  Medicine  taking  action  in 
reviewing  and  editing  my  sub- 
mission, the  author(s)  under- 
signed hereby  transfers,  assigns, 


and  abbreviations  should  be  kept 
to  a minimum. 

Illustrations  should  be  profes- 
sional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  When  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or 
publication  permission,  signed  by 
the  subject  or  responsible  person, 
must  be  included  with  the  photo- 
graph. Material  taken  from  other 
publications  must  give  credit  to 
the  source. 

Generic  names  should  be  used 
with  proprietary  names  indicated 


or  otherwise  conveys  all  copyright 
ownership  to  the  Medical  Society 
of  New  Jersey,  in  the  event  that 
such  work  is  published  in  NEW 

Jersey  Medicine 


parenthetically  or  as  a footnote 
with  the  first  use  of  the  generic 
name.  Proprietary  names  of  de- 
vices should  be  indicated  by  the 
registration  symbol — ®. 

The  summary  of  the  article 
should  not  exceed  250  words;  it 
should  contain  essential  facts. 

References  should  not  exceed 
35  citations  except  in  review 
articles,  and  should  be  cited  con- 
secutively by  numbers  in 
parentheses  at  the  end  of  the 
sentence.  The  style  of  NEW 
Jersey  Medicine  is  that  of  Index 
Medicus: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  NJ  MED 
74:1050-1052,  1977. 


PUBLICATION  POLICY 


Receipt  of  each  manuscript  will 
be  acknowledged;  the  paper  will 
be  referred  to  the  Editorial 
Board.  Final  decision  is  reserved 


for  the  editor.  No  direct  contact 
between  the  reviewers  and  the 
authors  will  be  permitted. 

All  communications  should  be 


sent  to  New  JERSEY  MEDICINE, 
MSNJ,  2 Princess  Road, 
Lawrenceville,  NJ  08648.  □ 
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MSNJ  NEWSLETTER 


MEDICARE  PAYMENT  CHANGES 


About  one-half  of  the  savings 
generated  by  a projected  cut  in 
Medicare  physician  reimburse- 
ment of  $9  billion  over  five  years 
will  come  in  two  ways:  eliminat- 
ing the  2.6  percent  inflation  up- 
date for  nonprimary  care  physi- 
cians during  the  next  two  years; 
and  cutting  surgical  fees  by  1 per- 
cent next  year. 

Other  reductions  will  result 
from  a lower  volume  performance 
standard  target  for  nonprimary 
care  physicians.  In  1994,  surgical 


fees  will  rise  8.6  percent,  non- 
surgeon fees  will  rise  4 percent, 
and  primary  care  physician  rates 
will  rise  6.6  percent. 

Finally,  a new  formula  for  cal- 
culating overhead  costs  will  ac- 
count for  approximately  one-fifth 
of  the  federal  government’s  sav- 
ings. As  with  other  calculations 
involving  the  federal  budget  de- 
ficit, savings  consist  of  reductions 
in  projected  expense  increases, 
not  reductions  in  current  pay- 
ment rates. 


FEDERAL  AGENCY  FINDS  PROBLEMS  IN  QUALITY 


In  a report,  “Physician  Office 
Surgery,”  the  U.S.  Department  of 
Health  and  Human  Services’  Of- 
fice of  the  Inspector  General 
(OIG)  has  drawn  attention  to 
quality  of  care  problems.  Federal 
evaluators  reported  finding  that 
one-fifth  of  the  122  records  re- 
viewed did  not  document  rea- 
sonable quality  of  care,  13  per- 
cent of  the  records  did  not  docu- 
ment an  indication  for  surgery, 
and  16  percent  of  the  records  in- 


volved procedure  codes  that  did 
not  match  the  surgery  performed. 

The  OIG  recommended  that 
the  Health  Care  Financing  Ad- 
ministration direct  peer  review 
organizations  to  extend  their 
oversight  activities  to  office 
surgery.  The  inspectors  clearly 
saw  an  opportunity  to  reduce 
Medicare  expenditures  by  avoid- 
ing reimbursement  for  insuffi- 
ciently documented  office 
surgery. 


BUSINESS  GROUPS  OFFER  ALTERNATIVE 


In  Minneapolis,  sometimes 
considered  the  mother  of  man- 
aged care,  a local  business  health 
care  action  group  of  16  large 
employers  is  staking  out  a posi- 
tion somewhat  at  odds  with 
managed  care  orthodoxy.  To  il- 
lustrate, a task  force  within  the 
group  has  recommended  repeal  of 
the  federal  McCarran-Ferguson 
Act,  which  exempts  insurance 
companies  from  antitrust  enforce- 
ment. 

The  Minneapolis  group  seeks 
fundamental  changes  in  health 
care,  rather  than  payer  discounts 
and  differentials  that  serve  to  shift 
costs  from  one  payer  to  another. 
It  welcomes  a market  dominated 
by  a few  giant  networks  in  order 
to  achieve  goals  of  statewide 


health  care  cost  reductions 
enshrined  in  Minnesota’s  1992 
health  system  reform  legislation. 

Although  the  business  group 
views  concentration  of  health 
plans  in  a favorable  light,  it  is 
wary  of  mergers  among  hospitals. 
Its  opposition  to  hospital  mergers 
is  shared  by  leading  health 
economists,  such  as  Roger 
Feldman  of  the  University  of 
Minnesota,  and  by  state  Attorney 
General  Hubert  H.  Humphrey 
III,  who  brought  an  antitrust  ac- 
tion against  two  hospital  chains 
that  merged. 

The  Minneapolis  group’s  opin- 
ions and  experience  may  be  in- 
structive to  New  Jersey,  where 
business  coalitions  also  are  form- 
ing. Probably  the  leading  such  en- 
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tity  in  this  state  is  the  New  Jersey 
Health  Care  Payers’  Coalition. 
The  Coalition  is  collaborating 
with  the  Medical  Society  of  New 
Jersey  in  an  attempt  to  develop  a 

The  American  Medical  Associa- 
tion (AMA)  Center  for  Health 
Policy  Research  issued  a series  of 
briefing  papers  lately  that  de- 
bunks several  prominently  held 
beliefs.  To  start,  the  researchers 
found  that,  contrary  to  the  con- 
cerns of  many  primary  care  physi- 
cians, the  proportion  of  Medicare 
physician  payments  allocated  to 
primary  care  increased  from  30.1 
percent  in  1991  to  32.7  percent 
in  1992. 

Although  many  academic  ob- 
servers tout  Medicare  as  an  effi- 
cient payment  system — and  argue 
that  a single  federal  payer  system 
would  reduce  administrative  costs 
in  health  care — the  AMA  de- 
termined that  physicians  face  an 
average  of  500  pages  of  new 
federal  regulations  each  year 
under  Medicare  and  Medicaid. 
The  Health  Care  Financing  Ad- 
ministration, which  houses  these 
two  behemoth  payment  systems, 


mechanism  for  including  quality 
of  care  considerations  in  payers’ 
purchasing  decisions  in  medical 
care. 


issued  on  average  24  new  regula- 
tions each  year  between  1986  and 
1991,  while  other  federal  agencies 
promulgated  an  average  of  55 
new  rules  each  year. 

Also  discredited,  at  least  in 
part,  was  the  conventional  wis- 
dom that  high  health  care  costs 
make  United  States  companies 
uncompetitive  with  firms  from 
other  industrialized  countries. 
The  AMA’s  research  team  found 
that  United  States  employers 
spent  4.7  percent  of  overall  ex- 
penditures on  health  care  in  1990, 
which  was  the  average  share 
spent  in  17  other  industrialized 
nations.  By  contrast,  Sweden 
spent  the  most  (8.6  percent), 
while  Denmark,  at  1.3  percent, 
spent  the  least.  Other  figures 
were  7.6  percent  for  France,  5.6 
percent  for  Germany,  5.0  percent 
for  Canada,  3.9  percent  for  Japan, 
and  3.2  percent  for  the  United 
Kingdom. 


MEDICAL  WASTE  FINES  EXPLAINED 


Replying  to  a letter  from  the 
Medical  Society  of  New  Jersey, 
the  New  Jersey  State  Department 
of  Environmental  Protection  and 
Energy  has  sought  to  explain  how 
department  officials  determine 
the  amounts  that  physicians  are 
fined  for  violating  medical  waste 
tracking  regulations. 

Three  levels  of  enforcement  of- 
ficials review  each  case,  says  the 
chief  of  the  department’s  Bureau 
of  Compliance  and  Enforcement. 
And,  Scott  Brubaker  adds:  “The 
department  liberally  applies  the 
maximum  regulatory  discretion 
(and  then  some)  to  reduce  pen- 
alties assessed’  upon  generators 
of  medical  waste.  Additionally, 
physicians  who  are  found  in  viola- 


tion have  “the  opportunity  to 
communicate  informally  with  the 
department”  to  settle  cases  at  re- 
duced amounts,  states  Mr. 
Brubaker. 

Still,  violations  of  the  medical 
waste  tracking  system  are  a seri- 
ous matter,  which  is  why  read- 
ers of  New  Jersey  Medicine 
have  been  admonished  frequently 
to  comply  with  the  system.  In  one 
recent  month,  60  waste  genera- 
tors were  cited  for  failing  to 
register  as  a medical  waste 
generator,  an  infraction  which 
itself  can  generate  penalties  as 
high  as  $9,000  or  more.  For  clari- 
fications of  regulatory  require- 
ments, call  1/609/539-8599. 


NEW  NURSING  LEADER  IS  FROM  NEW  JERSEY 


On  November  1,  1993,  Shirley  sume  the  executive  directorship 

A.  Girouard,  PhD,  RN,  will  as-  of  the  American  Nurses  Associa- 
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tion.  A former  New  Jerseyan,  Dr. 
Girouard  served  briefly  on  the 
state’s  Health  Care  Adminis- 
tration Board. 

While  on  the  Board,  Dr. 
Girouard  voiced  serious  skep- 
ticism about  highly  regulatory 


features  of  the  New  Jersey  State 
Department  of  Health’s  proposed 
state  health  plan.  Those  features 
also  were  opposed  by  the  Medical 
Society  of  New  Jersey,  which 
helped  persuade  the  Legislature 
to  make  the  plan  advisory  only. 


YOUNG  PHYSICIANS  SUCCEED  ON  PAY  FRONT 


The  budget  reconciliation  act 
passed  by  Congress  and  signed  by 
President  Clinton  contains  a 
provision  repealing  Medicare  fee 
disparities  that  penalize  new 
physicians.  Beginning  January  1, 
1994,  physicians  in  their  first  four 


years  of  practice  no  longer  will  be 
reimbursed  at  lower  rates.  The 
change  is  a victory  for  the  Ameri- 
can Medical  Association  and  state 
medical  societies,  which  fought 
hard  to  end  this  form  of  dis- 
crimination. 


INTERNATIONAL  VOLUNTEERS 


Health  Volunteers  Overseas, 
with  headquarters  in  Washington, 
DC,  reports  that  more  than  150 
health  care  volunteers  partici- 


pated in  the  organization’s  pro- 
grams in  16  countries  last  year. 
For  information,  telephone  1/202/ 
296-0928. 


VOLUNTEER  FOR  HEALTH  EDUCATION 


Liberty  Science  Center  (LSC) 
is  the  nation’s  newest  science 
center  devoted  to  informal  educa- 
tion through  hands-on  explora- 
tion. Located  on  a 17-acre  site  at 
Liberty  State  Park  in  Jersey  City, 
LSC’s  four  stories  encompass 
three  distinct  exhibit  areas:  en- 
vironment, invention,  and  health. 
LSC  s mission  is  to  make  signifi- 
cant contributions  to  science 
literacy  among  the  general  public 
by  giving  people  of  all  ages  the 
opportunity  to  experience  science 
through  exciting  and  fun  interac- 
tive activities. 

Volunteers  are  a key  part  of  the 
educational  team.  Volunteers  play 
a vital  and  visible  role  by  provid- 
ing guests  the  opportunity  to  ex- 


plore the  world  of  science.  Physi- 
cian volunteers  are  needed  for  a 
variety  of  exhibits:  Bodies  in  Mo- 
tion exhibit;  Making  Sense  ex- 
hibit; Lifestyles  exhibit;  Your 
Heart  exhibit;  Medical  Equip- 
ment exhibit;  Laboratory  exhibit; 
and  The  Human  Body  exhibit. 

Volunteers  receive  a wide  array 
of  benefits  including  educational 
programs,  lounge  privileges,  in- 
clusion in  some  staff  events,  store 
discounts,  and  a comprehensive, 
year-round  recognition  program. 

The  excitement  in  being  a part 
of  the  LSC  team  is  building  fast. 
For  more  information  on  volun- 
teering, call  the  Volunteer 
Services  Office  at  1/201/451-0006. 


MISSING  TAPE 


The  inaugural  ceremony  for 
Dr.  Mieale,  on  May  4,  1993,  was 
videotaped  by  the  Trump  Taj 
Mahal  Casino/Resort.  After  the 
videotaping  was  completed,  the 


tape  was  misplaced.  If  anyone  has 
a copy  of  the  videotape,  please 
contact  Eileen  Pfeiffer,  Conven- 
tion Manager,  at  MSNJ  head- 
quarters, 609/896-1766. 
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& 

MANAGED  CARE  SOLUTION 

SEMINAR 

The  most  vital  seminar  of 1993! 


Wednesday,  November  3,  1993 

Medical  Society  of  New  Jersey 
2 Princess  Road  • Lawrenceville,  NJ  08648 

8:00am  - 12noon 

$95.00/  per  person  • Deadline  for  registration  is  October  15,  1993. 


Call  now  for  more  information:  Medical  Inter-Insurance  Exchange 
Irving  J.  Chasen  - 800-257-6288  ext.  1273 


m 


Medical 

Inter-Insurance 

Exchange 


Jointly  Sponsored  by  the  Medical  Inter-Insurance  Exchange  and  the  Medical  Society  of  New  Jersey 
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PROFESSIONAL  LIABILITY 


HEALTH  CARE  FINANCING 


Three  views  on  cost  contain- 
ment. How  should  the  United 
States  respond  to  the  fact  that  the 
share  of  the  gross  domestic 
product  spent  on  health  care  is  at 
14  percent  and  rising?  Consider 
the  following  diverse  opinions. 

In  a recent  issue  of  The  New 
England  Journal  of  Medicine,  a 
group  of  authors  including  former 
United  States  Surgeon  General  C. 
Everett  Koop,  MD,  and  Washing- 
ton Business  Group  on  Health 
head  Mary  Jane  England 
proposed  a broad  health-promo- 
tion strategy.  Because  prevent- 
able illness  presumably  accounts 
for  70  percent  of  U.S.  health  ex- 
penditures, senior  author  James 
F.  Fries,  Dr.  Koop,  Ms.  England, 
and  other  colleagues  called  for 
the  development  and  implemen- 
tation of  work-based  programs 
and  other  efforts  to  help  people 
“improve  both  physical  and  finan- 
cial health.” 

Among  the  types  of  health 
promotion  efforts  envisioned  are 
development  of  materials  on  self- 
management of  health  problems, 
programs  to  assist  people  in  deal- 
ing with  chronic  illness,  and 
guidance  on  advance  directives. 
The  authors  report  that  their 
Health  Project  Consortium  has 
reviewed  200  workplace  health 
promotion  programs  and  iden- 
tified eight,  including  one  at  the 
New  Brunswick-based  health 
products  conglomerate  Johnson  & 
Johnson,  that  saved  health  care 
costs. 

Economist  Victor  R.  Fuchs’ 
response  to  what  to  do  about  the 
rising  share  of  health  care  costs  is 
to  ignore  it.  “Every  country  must 
spend  100  percent  of  its  GNP  on 
something,”  Dr.  Fuchs  wrote 
earlier  this  year  in  the  Journal  of 
the  American  Medical  Association. 
He  found  no  cause  for  alarm  that 
we  spend  more  on  health  care, 


while  another  country,  such  as 
Japan,  might  spend  more  on  food. 

Nevertheless,  Dr.  Fuchs  ad- 
vocates cost-containment  efforts 
to  reduce  use  of  “low  yield 
procedures,  abolish  waste  in  ad- 
ministrative costs  and  excess  ca- 
pacity, and  “eliminate  abnormally 
high  returns  to  some  producers,” 
including  drug  companies  and 
physicians.  On  the  last  point, 
though,  he  notes  that  reducing 
physician  income  by  20  percent 
would  lower  total  health  expen- 
ditures by  only  2 percent. 

Finally,  the  Heritage  Founda- 
tion in  Washington,  DC,  con- 
tinues to  advance  its  plan  of  tax 
credits  — a form  of  vouchers — for 
people  to  select  health  plans  or  to 
reimburse  providers  directly.  A 
model  for  the  conservative  think 
tank’s  approach  is  the  Federal 
Employee  Health  Benefits  Plan, 
which  could  be  jeopardized  by 
national  health  refonn. 

Reducing  physician  supply. 
The  time  has  come  to  decrease 
the  number  of  physicians  practic- 
ing in  the  United  States,  argue 
John  E.  Wennberg,  MD,  and  col- 
leagues in  an  article  published  in 
the  important  journal.  Health  Af- 
fairs. Dr.  Wennberg,  of 
Dartmouth  Medical  School,  is 
best  known  for  demonstrating 
that  utilization  rates  for  certain 
surgical  procedures  correlates  to 
physician  supply  in  the  geo- 
graphic area. 

The  writers  contend  that  health 
reforms  predicated  on  managed 
care,  “if  successful,  would  result 
in  massive  unemployment  among 
American  physicians.  They  note: 
“If  the  hiring  practices  of  prepaid 
group  practice  HMOs  had  been 
in  force  throughout  the  United 
States  in  1988,  more  than  one-half 
of  all  specialists  now  would  be 
unemployed.  But,  they  are  wary 
that  reforms  will  prove  “suc- 


cessful, and  consequently  they 
propose  an  alternative  strategy 
“to  reduce  the  supply  of  clinically 
active  physicians  in  the  United 
States  while  improving  the  quali- 
ty of  care  and  containing  costs. 

The  Wennberg  strategy  is  most 
notable  for  suggesting  reimburse- 
ment for  nonclinical  physician  ac- 
tivities that  would  increase  the 
quality  of  care  while  avoiding  the 
high  costs  associated  with  clinical 
practice.  The  activities  include 
community  disease  prevention, 
outcomes  research  and  other 
“systems-building  activities,”  and 
“lifetime  learning  and  retraining.” 
A tax  on  health  insurance  could 
be  used  to  finance  these  activities, 
they  suggest. 

Other  supply-reduction  ap- 
proaches listed  by  the  writers  in- 
clude early  retirement  programs 
and  reduced  reimbursement  for 
procedures  (and  concomitantly 
greater  reimbursement  for  coun- 
seling and  diagnostic  activities, 
under  accelerated  changes  in  the 
relative  value  scale).  Although  the 
radical  program  that  the  writers 
advocate  will  not  soon  be  im- 
plemented— new  taxes  are  a de- 
terrent to  any  innovation  — their 
frank  talk  about  physician  supply 
should  alert  physicians  to  the 
need  to  adjust  to  a more  com- 
petitive environment,  in  which 
cost  effectiveness  will  be  key  to 
survival. 

Implementing  expenditure 
caps.  “Foreign  experience  shows 
that  doctors  successfully  resist 
caps,”  concludes  William  A. 
Glaser  of  the  New  School  for 
Social  Research  in  an  article  re- 
cently published  in  the  influential 
Milhank  Quarterly.  In  the  Can- 
adian province  of  Ontario,  for  ex- 
ample, government  attempts  to 
impose  fee  freezes  led  to  physi- 
cian protests  that  helped  bring 
down  the  government,  in  Mr. 
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Glasers  view.  Under  a new 
system  in  the  province,  marginal 
reimbursement  is  reduced  by 
one-half  once  expenditure  targets 
are  reached  and  disputes  are  set- 
tled by  arbitration. 

Mr.  Glaser  suggests  that  expen- 
diture targets,  as  opposed  to 
absolute  caps,  can  work  when 
they  are  established  and  im- 
plemented harmoniously  by  gov- 
ernment and  the  profession.  He 
expresses  skepticism  about 
changes  in  Medicare  reimburse- 
ment that  apply  only  to  Medicare, 
are  excessively  complicated,  and 
are  set  unilaterally  by  govern- 
ment. 

Querying  Data  Bank.  The 

American  Medical  Association 
(AMA)  continues  to  express  con- 


MALPRACTICE  AND  OTHER 


Limiting  expert  testimony.  In 

a widely  reviewed  June  28  de- 
cision, the  United  States  Supreme 
Court  set  down  a new  approach 
for  determining  the  admissibility 
of  expert  evidence  in  federal 
cases,  including  medical  malprac- 
tice cases.  The  decision  also  is 
likely  to  influence  admissibility 
rulings  in  state  courts,  where 
most  malpractice  verdicts  are 
reached. 

The  case  involved  the  use  of 
Bendectin*  during  pregnancy  and 
subsequent  birth  defects.  An  ex- 
pert physician-epidemiologist  re- 
viewed the  scientific  literature, 
consisting  of  more  than  30  pub- 
lished epidemiologic  studies,  and 
concluded  that  none  found  the 
drug  teratogenic.  Plaintiffs  in  the 
malpractice  action  offered  testi- 
mony from  eight  other  experts, 
who  found  evidence  of 
teratogenicity  in  an  unpublished 
"reanalysis’  of  the  reported 
studies.  These  other  experts  also 
based  their  opinion  that  Bendec- 
tinK  could  cause  birth  defects  on 
in  vitro  and  in  vivo  animal  assays 
and  on  pharmacologic  studies. 

Both  the  district  court  for  the 
Southern  District  of  California 
and  the  Ninth  Circuit  Court  of 
Appeals  threw  the  case  out  of 
court,  on  grounds  that  the  re- 


cem about  third-party  payer  re- 
quirements that  physicians  “self- 
query  the  National  Practitioner 
Data  Bank  and  provide  the  results 
to  the  payer.  The  AMA  recom- 
mends that  physicians  refrain 
from  self-queries  unless  the  payer 
documents  in  writing  that  the  re- 
quest complies  with  protections 
included  in  the  Health  Care 
Quality  Improvement  Act  of 
1986,  that  further  disclosure  of 
the  information  is  prohibited  by 
law,  that  the  information  will  be 
used  only  for  quality  assurance 
and  other  state-protected  ac- 
tivities, and  that  the  payer  will 
protect  the  information  to  the 
fullest  extent  permitted  by  law. 

VA  overhaul.  Now  comes  a 
proposal  to  revamp  the  entire 


CASES 


analysis  had  not  been  published 
in  a peer-reviewed  journal  and, 
thus  lacking  “general  acceptance” 
in  the  scientific  community,  could 
not  be  used  as  the  basis  of  an 
expert  opinion.  The  “general  ac- 
ceptance test  has  been  followed 
by  courts  since  the  brief  1923 
Frye  decision  of  the  District  of 
Columbia  Circuit  Court  of  Ap- 
peals, which  put  the  test  forward 
as  a tool  for  navigating  one’s  way 
through  the  “twilight  zone  be- 
tween experimental  and  de- 
monstrable science. 

In  an  opinion  authored  by 
Justice  Harry  A.  Blaekmun,  the 
high  court  unanimously  held  that 
the  Frye  test  has  been 
superseded  by  the  newer  Federal 
Rules  of  Evidence.  Rule  402  al- 
lows the  admission  of  all  “rele- 
vant evidence  not  otherwise  in- 
admissible by  law.  Rule  403 
liberally  defines  relevance  as  the 
tendency  to  “make  the  existence 
of  any  fact  that  is  of  consequence” 
to  the  court  decision  “more 
probable  or  less  probable  than  it 
would  be  without  the  evidence.” 
And,  Rule  702  on  expert  testimo- 
ny states:  “If  scientific,  technical, 
or  other  specialized  knowledge 
will  assist  the  trier  of  fact  [i.e.,  the 
jury]  to  understand  the  evidence 
or  to  determine  a fact  in  issue,  a 


Veterans  Administration  (VA) 
health  care  system,  which  could 
find  itself  uncompetitive  under 
health  reform.  VA  competitive- 
ness could  be  affected,  for  exam- 
ple, by  requirements  that  all 
employed  Americans,  including 
veterans,  obtain  private  health  in- 
surance for  their  families. 

“Medicine  & Health  Perspec- 
tives” reports  that  the  VA  may 
stake  its  survival  on  12  to  15  re- 
gional tertiary  care  centers,  sup- 
ported by  a limited  number  of 
hospitals,  that  specialize  in  spinal 
cord  injuries,  prosthetics,  post- 
traumatic  stress  disorder,  and  re- 
habilitation of  the  blinded.  Other 
hospitals  would  be  converted  into 
geriatric  care  facilities. 


witness  qualified  as  an  expert  by 
knowledge,  skill,  experience, 
training,  or  education,  may  testify 
thereto  in  the  form  of  an  opinion, 
or  otherwise.  The  rules  say 
nothing,  observed  the  Court, 
about  “general  acceptance.” 
Joined  by  six  other  justices, 
Justice  Blaekmun  went  on  to  offer 
suggestions  about  how  trial  courts 
might  implement  these  rules  in 
determining  whether  disputed  ex- 
pert testimony  is  admissible.  In 
each  instance  the  focus  should  be 
on  the  method,  or  process,  used 
to  obtain  the  knowledge  that  is 
offered  as  evidence.  Factors  to 
consider  include  whether  the 
knowledge  can  be  tested,  whether 
it  has  been  published  under  con- 
ditions of  peer  review  and,  thus, 
can  be  considered  trustworthy, 
and,  indeed,  whether  it  has  at- 
tained “general  acceptance.” 

The  court’s  opinion  brushed 
aside  fears  that  a departure  from 
the  “general  acceptance”  standard 
would  open  the  floodgates  to  junk 
science.  Shaky  evidence  of  all 
kinds  can  be  attacked  in  court 
through  cross-examination,  pre- 
sentation of  contrary  evidence, 
and  proper  jury  instructions,  the 
justices  reassure  the  scientific 
community.  Yet,  some  safeguards 
are  necessary,  adds  the  opinion. 


730 


NEW  JERSEY  MEDICINE 


to  prevent  judgments  from  rest- 
ing on  hypotheses  that  will  be 
disproved  soon  after  the  judg- 
ment is  rendered. 

Chief  Justice  William  H.  Rehn- 
quist,  joined  by  Justice  John  Paul 
Stevens,  agreed  that  the  Frye  rule 
was  upended  by  the  rules  of 


AIDS 


evidence  but  dissented  from  the 
lengthy  advice  about  how  courts 
should  determine  whether 
evidence  is  admissible.  The  ad- 
vice, said  the  chief  justice,  is  un- 
necessary to  reach  the  decision  in 
the  Bendictin®  case  and  is  confus- 
ing. 


Interestingly,  none  of  the 
justices  questioned  the  lower 
courts’  apparent  assumption  that 
epidemiologic  studies  alone  are 
relevant  to  findings  about 
teratogenicity.  Animal  and 
pharmacologic  studies  were  af- 
forded virtually  no  weight. 


Probing  blood  supplies.  The 

Institute  of  Medicine  has  been 
asked  to  determine  whether 
blood  product  distributors  in  the 
United  States,  presumably  includ- 
ing the  Red  Cross,  knowingly 


supplied  HIV-infected,  blood- 
clotting factors  to  hemophiliacs 
and  other  patients  during  the 
early  1980s.  More  than  one-half 
of  the  nation’s  hemophiliacs  have 
been  infected.  Prompted  by 


Senator  Edward  M.  Kennedy  and 
other  legislators,  the  investigation 
potentially  could  spark  a con- 
troversy similar  in  subject  matter 
to  the  recent  criminal  and 
political  scandal  in  France. 


MALPRACTICE  TIPS 


Pleasing  patients.  Avoid  ac- 
quiescing to  patients’  inap- 
propriate demands,  cautions  Loss 
Minimizer.  Noting  that  malprac- 
tice payments  have  resulted  when 
physicians  agreed  not  to  mention 
alcoholism  in  medical  records,  or 
agreed  to  perform  surgery 
prematurely  to  take  advantage  of 
insurance  coverage,  the  newslet- 
ter advises  physicians  to  be  wary 
of  patients  who  fit  certain  profiles. 
They  include  patients  who  report 
losing  medication  or  request  ex- 
cessive refills,  patients  who  fre- 
quently miss  appointments  (they 
should  be  warned  of  the  conse- 
quences by  letter),  patients  who 
tend  to  seek  medical  advice  with- 


out an  examination  (provide  writ- 
ten, not  oral,  information),  pa- 
tients who  demand  specific 
procedures  (suggest  second  opin- 
ions), patients  who  are  rude  to 
office  staff,  and  noncompliant  pa- 
tients (document  and  even  recom- 
mend seeking  another  physician). 

Preventing  drug  injuries.  In 
most  cases,  estimates  the  National 
Council  on  Patient  Information 
and  Education,  patients  take 
medications  incorrectly  and  fail  to 
obtain  authorized  medication  re- 
fills. Physician-patient  com- 

munication gaps  are  implicated  in 
many  drug  injuries,  Loss 

Minimizer  concludes.  Here  are 
some  of  the  newsletter  s sugges- 


tions for  preventing  such  injuries 
and  related  malpractice  exposure: 
1.  Ask  patients  about  all  medica- 
tions and  physicians,  and  docu- 
ment insufficient  responses,  ask- 
ing the  patient  to  bring  in  all 
medications  being  used.  Also  ask 
about  recreational  or  illicit  drug 
use.  2.  Record  medication  al- 
lergies very  clearly  on  the  chart, 
and  record  allergy  denials.  3.  In- 
struct patients  to  tell  you  when 
they  are  placed  on  new  medica- 
tions by  other  practitioners.  4. 
Document  prescriptions  and  re- 
fills on  a medication  control 
record  stapled  to  the  inside  front 
cover  of  the  chart. 


MALPRACTICE  VERDICTS 


Discharge  of  drug-using  pa- 
tient. A 29-year-old  man  was  ad- 
mitted to  a hospital  emergency 
department,  complaining  of  dizzi- 
ness, falls,  and  weakness  to  the 
left  side  after  snorting  cocaine 
during  a lunch  break  at  work. 
The  patient  was  admitted  to  the 
hospital  s critical  care  unit,  and  a 
day  later,  apparently  in  an  im- 
proved condition,  was  transferred 
to  a medical-surgical  unit.  An 
initial  computed  tomography  (CT) 
scan  was  inconclusive,  and  a con- 
trast-enhanced CT  scan  taken 
after  the  transfer  revealed  a 
cerebral  infarct.  The  patient  was 
discharged  from  the  hospital  and 
within  24  hours  suffered  a 
massive  stroke  that  left  him 


permanently  deprived  of  the  use 
of  his  nondominant  left  arm  and 
hand  and  dependent  on  a leg 
brace  and  cane  to  walk. 

The  patient  brought  a malprac- 
tice action  in  New  Jersey  against 
the  internist  who  was  supervising 
the  residents  who  had  treated  him 
directly.  The  patient  alleged  that 
the  discharge  was  inappropriate 
in  the  absence  of  a carotid  artery 
angiogram  following  the  finding 
of  the  infarct.  Proper  testing,  he 
maintained,  would  have  revealed 
a partially  dissected  carotid  ar- 
tery. 

Testifying  for  the  plaintiff,  an 
internist  expressed  the  expert 
opinion  that  probably  a partial 
dissection  of  the  carotid  artery 


had  occurred  initially,  producing 
the  relatively  mild  symptoms  seen 
in  the  emergency  department. 
The  symptoms  could  have  been 
related  to  cocaine  use,  the  expert 
allowed  on  cross-examination,  but 
the  physicians  should  not  have 
assumed  that  disabilities  as- 
sociated with  cocaine  use  would 
not  cause  an  infarct. 

In  addition,  a neurologist  in  the 
critical  care  unit  testified  that  he 
had  recommended  testing  to  rule 
out  a structural  lesion.  The  pa- 
tient was  discharged  without  such 
a consultation  having  been  or- 
dered. 

Several  arguments  were  raised 
in  defense.  First,  cocaine  use  was 
assumed  to  be  causal  to  the  in- 
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farct  and  other  presenting 
problems,  so  that  the  patient  was 
reasonably  believed  not  to  be  at 
further  risk  so  long  as  he  was  not 
using  the  drug.  Second,  the  de- 
fense contended  that  the  partial 
dissection  probably  occurred 
postdischarge,  so  that  an  angio- 
gram would  have  been  negative. 
Finally,  risks  associated  with  the 
angiogram  were  said  to  outweigh 
the  anticipated  benefits. 

The  jury  found  for  the  plaintiff, 
awarding  $6.5  million  for 
noneconomic  loss  and  $754,254 
for  lost  wages  and  other  economic 
loss.  Reducing  the  award,  the 
court  eventually  entered  a judg- 
ment for  $760,000. 

Preoperative  testing.  A 
cholecystectomy  on  a woman  in 
her  50s  brought  to  light  an 
anomalous  fusion  between  the 
gallbladder  and  the  hepatic  duct. 
Additional  surgical  procedures 
proved  necessary  to  bypass  the 
area  and  relieve  a stricture.  The 
patient  claimed  malpractice  on 
the  part  of  the  original  general 
surgeon,  and  a trial  was  held  in 
New  Jersey. 

The  surgeon  was  negligent,  as- 
serted the  plaintiff,  in  failing  to 
conduct  a preoperative  cholangio- 
gram,  which  allegedly  woidd  have 
revealed  the  fusion.  And,  she 
claimed,  the  surgeon  was  further 
negligent  in  failing  to  leave  suffi- 
cent  tissue  to  repair  the  opening 
in  the  duet  after  the  fusion  be- 
came apparent. 

Besides  disputing  that  the  stan- 
dard of  care  required  a eholangio- 
gram,  the  surgeon  argued  that  the 
area  was  highly  fibrous  and  dis- 
eased, so  that  the  opening  could 
not  have  been  repaired  by  leaving 
sufficient  tissue.  The  jury  found 
the  surgeon  not  negligent. 

Back  surgery  for  kyphosis.  A 
32-year-old  woman  presented  to 
an  orthopedic  surgeon  with  an  ex- 
cessive forward  angle  of  the  tho- 
racic spine,  or  kyphosis.  The 
curvature  was  computed  at  83 
degrees,  compared  to  a normal  40 


degrees.  To  correct  the  condition 
surgically,  the  orthopedist  re- 
moved disc  material  and  placed 
Harrington  compression  rods  in 
establishing  a fusion  from  T-4  to 
T-12,  to  the  posterior  portion  of 
the  vertebrae. 

Complications  occurred,  in- 
cluding infection,  bursitis,  and  a 
pseudoarthrosis  involving  a 
failure  of  fusion  at  T-10,  T-ll.  In 
the  last  of  four  successive 
surgeries  to  address  the  complica- 
tions, the  surgeon  removed  the 
rods.  The  fusion  from  T-4  to  T-12 
apparently  failed,  and  the  patient 
experienced  paraparesis  for  two 
years.  She  was  confined  to  a 
wheelchair  during  this  time  and 
suffered  from  increased  kyphosis 
and  pain.  In  addition,  a perma- 
nent hump  developed  on  her 
back.  She  sued  the  surgeon  in 
New  Jersey  for  malpractice. 

Three  main  accusations  were 
made.  First,  the  fusion  should 
have  been  made  to  both  the  an- 
terior and  posterior  portions  of 
the  vertebrae,  contended  the 
plaintiff.  An  expert  orthopedist 
testified  for  the  plaintiff  that, 
when  curvature  exceeds  70 
degrees,  the  surgery  should  in- 
clude anterior  removal  of  disc 
material  and  a release  of  the  an- 
terior longitudinal  ligament  to 
prevent  excessive  pressure  from 
being  placed  on  the  spine  when 
the  levels  are  fused. 

Second,  the  plaintiff  alleged 
that  the  Harrington  rods  should 
have  been  replaced  with  another 
stabilizing  instrument,  to  prevent 
the  entire  fusion  from  failing.  The 
final  allegation  was  that  the 
surgeon  failed  to  obtain  the  pa- 
tient’s informed  consent,  by  not 
advising  the  patient  of  the  risks  of 
paraparesis,  increased  pain, 
greater  kyphosis,  or  the  fact  that 
the  surgeon  had  not  previously 
performed  the  operation  without 
supervision  and  that  the  assisting 
surgeon  had  never  performed 
kyphosis  surgery. 


The  surgeon  brought  in  his 
former  professor  as  an  expert  wit- 
ness for  the  defense.  The  patient’s 
osteoporosis  and  history  of  smok- 
ing compromised  the  chances  of 
success,  testified  the  professor. 
The  appropriateness  of  a strictly 
posterior  approach  was  properly 
determined,  he  added,  on  the 
basis  of  an  x-ray  taken  of  the  back 
hyperextended  over  a pillow, 
which  revealed  the  anterior 
longitudinal  ligament  to  be 
mobile  and  the  kyphosis  to  be 
supple. 

Also  in  defense,  the  surgeon 
contended  that  only  one  side  had 
failed  during  the  surgery  to  treat 
the  pseudoarthrosis  at  T-10,  T-ll, 
so  that  placing  bone  chips  on  this 
side  rather  than  replacing  the 
rods  was  indicated.  The  surgeon 
stated  that  he  had  consulted  with 
the  former  professor  prior  to 
performing  the  procedure,  and 
that  he  had  properly  advised  the 
patient  of  the  attendant  risks.  In 
addition,  the  defense  argued  that 
a reasonably  prudent  patient 
would  have  consented  to  the 
surgery  in  any  event,  and  the  de- 
fense produced  a social  security 
application  completed  by  the  pa- 
tient prior  to  surgery  in  which  she 
complained  that  she  cried  herself 
to  sleep  every  night  due  to  the 
pain. 

The  jury  found  the  surgeon  not 
negligent  in  performing  the 
surgeries.  However,  the  jury 
found  for  the  plaintiff  on  the  in- 
formed consent  count,  assessed 
total  damages  at  $2,170,000  and 
attributed  65  percent  of  the  plain- 
tiff s injuries  to  the  original  con- 
dition. The  award  was  reduced 
accordingly.  The  failure  to  advise 
the  patient  of  the  surgeon’s  inex- 
perience— inexperience  that  may 
have  been  confirmed  by  the  felt 
need  to  consult  with  a former 
professor — may  have  carried 
great  weight  with  the  jurors.  D 
James  E.  George,  MD,  JD;  Neil 
E.  Weisfeld,  JD,  MSHyg 
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Discover  The  Elegance 
Of  A Hybrid 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent — 
a gentle  blend  of  softness  and  strength. 

At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 

When  pregnancy  is  detected,  Vaseretic0, 
(Enalapril  Maleate-Hydrochlorothiazide) 
should  be  discontinued  as  soon  as  possible. 
See  WARNINGS,  Fctnl/Neonnlnl  Morbidity 
and  Mortality. 
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TABLETS 

VASERETIC 

(ENALAPRIL  MALEATE-HYDROCHLOROTHI  AZIDE) 


25 

mg 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  Ihe  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIC 
(Enalapril  Maleate-Hvdrochlorotniazide)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  Felnl/Neonatal  Morbidilij  and  Mortahti/. 


CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients  who 
are  hypersensitive  to  any  component  of  this  product  and  in  patients  with  a 
history  of  angioedema  related  to  previous  treatment  with  an  angiotensin 
converting  enzyme  inhibitor.  Because  of  the  hydrochlorothiazide  compo- 
nent, tins  product  is  contraindicated  in  patients  with  anuria  or  hypersensitiv- 
ity to  other  sulfonamide-derived  drugs. 

WARNINGS:  General;  Enalapril  Malcatc ; Hypotension:  Excessive  hypotension 
was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possible  con- 
sequence of  enalapril  use  in  severely  salt/volume  depleted  persons  such  as 
those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC.  In  patients  receiving  enalapnl  alone,  the  incidence  of  syncope 
is  0.5  percent  The  overall  incidence  of  syncope  may  be  reduced  by  proper 
titration  of  the  individual  components.  (See  PRECAUTIONS,  Drug 
Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associated 
renal  insufficiency,  excessive  hypotension  has  been  observed  and  may  be 
associated  with  oliguria  and/or  progressive  azotemia,  and  rarely  with  acute 
renal  failure  and/or  death.  Because  of  the  potential  fall  in  blood  pressure  in 
these  patients,  therapy  should  be  started  under  very  close  medical  supervi- 
sioa  Such  patients  should  be  followed  closely  for  the  first  two  weeks  of  treat- 
ment and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased. 
Similar  considerations  may  apply  to  patients  with  ischemic  heart  or  cere- 
brovascular disease,  in  whom  an  excessive  fall  in  blood  pressure  could  result 
in  a myocardial  infarction  or  cerebrovascular  accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position 
and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline.  A tran- 
sient hypotensive  response  is  not  a contraindication  to  further  doses,  which 
usually  can  be  given  without  difficulty  once  the  blood  pressure  has  increased 
after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  patients  treated  with  angiotensin  convert- 
ing enzyme  inhibitors,  including  enalapnl.  In  such  cases  VASERETIC  should 
be  promptly  discontinued  and  appropriate  therapy  and  monitoring  should  be 
provideo  until  complete  and  sustained  resolution  of  sips  and  symptoms  has 
occurred.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips  the 
condition  has  generally  resolved  without  treatment,  although  antihistamines 
have  been  useful  in  relieving  symptoms.  Angioedema  associated  with  laryn- 
;eal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis  or 
arynx,  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcuta- 
neous epinephrine  solution  1:1000  (03  mL  to  0.5  ml,)  and/or  measures  neces- 
sary to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE 
REACTIONS.)  ’ j . , 

Patients  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  therapy 
mav  be  at  increased  nsk  of  angioedema  while  receiving  an  ACE  inhibitor 
(sed  also  CONTRAINDICATIONS). 

Neutropcnia/Agranulocytosh:  Another  angiotensin  converting  enzyme 
inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in 
patients  with  renal  impairment  especially  if  they  also  have  a collagen  vascu- 
lar disease.  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to 
show  that  enalapril  does  not  cause  agranulocytosis  at  similar  rates 
Marketing  experience  has  revealed  several  cases  of  neutropenia  or  agranulo- 
cytosis in  which  a causal  relationship  to  enalapril  cannot  be  excluded 
Periodic  monitoring  of  white  blood  cell  counts  in  patients  with  collagen  vas- 
cular disease  and  renal  disease  should  be  considered 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  . . . ... 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported.  ......  , nnr-AII 

Lithium  generally  should  not  be  given  with  thiazides  (see  1 KhCAU- 
TIONS,  Drug  Interaction s,  Enalapril  Malcatc  mid  Hydrochlorothiazide). 

Pregnancy;  fcualapriTHydroclilorothiazide:  There  was  no  teratogenicity  in  rats 
given  up  to  % mg/kg/day  of  enalapril  (150  times  the  maximum  human 
dose)  in  combination  with  10  mg/kg/ day  of  hydrochlorothiazide  (2  '/-  times 
the  maximum  human  dose)  or  in  mice  given  up  to  30  mg/kg/day  of 
enalapril  (50  times  the  maximum  human  dose)  in  combination  with  10 
mg/kg/dav  of  hydrochlorothiazide  (2  '/:  times  the  maximum  human  dose). 
At  these  doses,  fetotoxicity  expressed  as  a decrease  in  average  fetal  weight 
occurred  in  both  species’  No  fetotoxicity  occurred  at  lower  doses;  30/10 
mg/kg/day  of  enalapnl-hvdrochlorothiazide  in  rats  and  10/10  mg/kg/day 
of  enalapnf-hydrochlorothiazide  in  mice. 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detected,  VASERETIC  should  be  discontinued  as  soon  as  possi- 
ble. (See  Enalapril  Malcatc.  Fetal/Neonatal  Morbidity  and  Mortality,  below.) 
Enalapril  Malcatc.  Felal/Nconalal  Morbidity  and  Mortality:  ACE  inhibitors  can 
cause  fetal  and  neonatal  morbidity  and  death  when  administered  to  preg- 
nant womea  Several  dozen  cases  have  been  reported  in  the  world  literature. 
When  pregnancy  is  detected,  ACE  inhibitors  should  be  discontinued  as  soon 
as  possible. 


nancy 

sion,  neonatal  skull  hypoplasia,  ai  iui  id,  icvciamicwi  mcvt.o.i/.v. 
and  death.  Oligohydramnios  has  also  been  reported,  presumably  resulting 
from  decreased  fetal  renal  function;  oligohydramnios  in  this  setting  has  been 
associated  with  fetal  limb  contractures,  craniofacial  deformation,  and 
hypoplastic  lung  development.  Prematurity,  intrauterine  growth  retardation, 
and  patent  ductus  arteriosus  have  also  been  reported,  although  it  is  not  clear 
whether  these  occurrences  were  due  to  the  ACE-inhibitor  exposure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester.  Mothers 
whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only  during  the 
first  trimester  should  be  so  informed.  Nonetheless,  when  patients  become 
pregnant,  physicians  should  make  ever)'  effort  to  discontinue  the  use  of 
VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies),  no 


alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the  mothers 
should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and  serial  ultra- 
sound examinations  should  be  performed  to  assess  the  intraamniotic  envi- 
ronment. , 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be  appro- 
priate, depending  upon  the  week  of  pregnancy.  Patients  and  physicians 
should  be  aware,  nowever,  that  oligohydramnios  may  not  appear  until  after 
the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  ntcro  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  It  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as  means 
of  reversing  hypotension  and/or  substituting  for  disordered  renal  function. 
Enalapril,  which  crosses  the  placenta,  has  been  removal  from  neonatal  circu- 
lation by  peritoneal  dialysis  with  some  clinical  benefit,  and  theoretically  may 
be  removed  by  exchange  transfusion,  although  there  is  no  experience  with 
the  latter  procedure 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/ kg  basis,  the  doses  used  were  up  to  333  times  (in  rats), 
and  50  times  (in  rabbits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide:  Teratogenic  Effect s:  Reproduction  studies  in  the  rabbit,  the 
mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the  human  dose) 
showed  no  evidence  of  external  abnormalities  of  the  fetus  due  to 
hydrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter  study  in  rats  at 
doses  of  4 - 5. 6 mg/kg/dav  (approximately  1 - 2 times  the  usual  daily  human 
dose)  did  not  impair  fertility  or  produce  birth  abnormalities  in  the  offspring. 
Thiazides  cross  the  placental  bamer  and  appear  in  cord  blood. 

Nonteratogenic  Effects:  These  may  include  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult. 

PRECAUTIONS:  General;  Enalapril  Malcatc;  Impaired  Renal  Function:  As  a con- 
sequence of  inhibiting  the  renin-angiotensin-aldosterone  system,  changes  in 
renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with 
severe  congestive  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with 
angiotensin  converting  enzyme  inhibitors,  including  enalapril,  may  be  associ- 
ated with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal 
artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creatinine  were 
observed  in  20  percent  of  patients.  These  increases  were  almost  always 
reversible  upon  discontinuation  of  enalapril  and/or  diuretic  therapy.  In  such 
patients  renal  function  should  be  monitored  during  the  first  few  weeks  of 
therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  enalapril  has 
been  given  concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in 
patients  with  pre-existing  renal  impairment.  Dosage  reduction  of  enalapril 
and/or  discontinuation  ot  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients:  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treated  con- 
comitantly with  an  ACE  inhibitor.  In  these  patients  consideration  should  be 
given  to  using  a different  type  of  dialysis  membrane  or  a different  class  of 
antihvpertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mbq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clinical  tri- 
als treated  with  enalapril  alone.  In  most  cases  these  were  isolated  values 
which  resolved  despite  continued  therapy,  although  hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28  percent  of  hypertensive  patients. 
Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in  patients  treat- 
ed with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for  the  development 
of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  con- 
comitant use  of  potassium-sparing  diuretics,  potassium  supplements  and/or 
potassium-containing  salt  substitutes,  which  should  be  used  cautiously,  if  at 
all,  with  enalapril.  (See  Drug  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves  after 
discontinuation  of  therapy.  ACE  inhibitor-induced  cough  should  be  consid- 
ered as  part  of  the  differential  diagnosis  of  cough., 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anes- 
thesia with  agents  that  produce  hypotension,  enalapril  may  block 
angiotensin  II  formation  secondary 'to  compensatory  renin  refease.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can  be 
corrected  by  volume  expansion. 

Hydrochlorothiazide  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs 
of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia.  Serum  and  urine  electrolyte  determinations  are  particularly 
important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral 
fluids.  Warning  signs  or  symptoms  of  fluid  and  electrolyte  imbalance,  irre- 
spective of  cause,  include  dryness  of  mouth,  thirst,  weakness,  lethargy, 
drowsiness,  restlessness,  confusion,  seizures,  muscle  pains  or  cramps,  mus- 
cular fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  distur- 
bances such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe 
cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with  adequate 
oral  electrolyte  intake  will  also  contnbute  to  hypokalemia.  Hypokalemia  may 
cause  cardiac  arrhythmia  and  may  also  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (e.g.,  increased  ventricular  irritabili- 
ty). Because  enalapril  reduces  the  production  of  aldosterone,  concomitant 
therapy  with  enalapril  attenuates  the  diuretic-induced  potassium  loss  (see 
Drug  Interactions,  Agents  Increasing  Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in  the 


treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather; 
appropriate  therapy  is  water  restriction,  rather  than  administration  of  salt 
except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual 
salt  depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypoglycemic 
agents  may  be  required.  Hyperglycemia  may  occur  with  thiaziae  diuretics. 
Tfius  latent  diabetes  mellitus’  may  become  manifest  during  thiazide  therapy. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  postsym- 
pathectomy patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  have  been  shown  to  increase  the  urinary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may  cause 
intermittent  and  slight  eleva-.on  of  serum  calcium  in  the  absence  of  known 
disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be  evidence  of 
hidden  hyperparathyroidism.  Thiazides  should  be  discontinued  before  car- 
rying out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with  thi- 
azide diuretic  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal  edema, 
may  occur  especially  following  the  first  dose  of  enalapril.  Patients  should  be 
so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in 
swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have  consulted 
with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  espe- 
cially during  the  first  few  days  of  therapy.  If  actual  syncope  occurs,  the 
patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted 
with  the  prescribing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydra- 
tion may  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduction  in 
fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea 
may  also  lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  con- 
sult with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing 
potassium  without  consulting  their  physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of 
infection  (e.g.,  sore  throat,  fever)  which  may  be  a sign  of  neutropenia. 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about  the 
consequences  of  second-  and  third-trimester  exposure  to  ACE  inhibitors,  and 
they  snould  also  be  told  that  these  consequences  do  not  appear  to  have 
resulted  from  intrauterine  ACE-inhibitor  exposure  that  has  been  limited  to 
the  first  trimester.  These  patients  should  be  asked  to  report  pregnancies  to 
their  physicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  warranted.  This  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible 
adverse  or  intended  effecte.  . 

Drug  Interactions;  Enalapril  Malcatc;  Hypotension — Patients  on  Diuretic  Therapy: 
Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted,  may  occasionally  experience  an  excessive  reduction  of 
blood  pressure  after  initiation  of  therapy  with  enalapril.  The  possibility  of 
hypotensive  effects  with  enalapnl  can  be  minimized  by  either  discontinuing 
the  diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with 
enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide  medical  supervi- 
sion for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least 
an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapril  is 
augmented  by  antihypertensive  agents  that  cause  renin  release  (e.g.,  diuret- 

Otlier  Cardiovascular  Agents:  Enalapnl  has  been  used  concomitantly  with 
beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium-blocking 
agents,  hydralazine  and  prazosin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium:  Enalapril  attenuates  diuretic-induced 
potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolactone,  tri- 
amterene, or  amiloride),  potassium  supplements,  or  potassium-containing 
salt  substitutes  may  lead  to  significant  increases  in  serum  potassium. 
Therefore,  if  concomitant  use  of  these  agents  is  indicated  because  of  demon- 
strated hypokalemia  they  should  be  used  with  caution  and  with  frequent 
monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  lias  been  reported  in  patients  receiving  lithium 
concomitantly  with  drugs  which  cause  elimination  of  sodium,  including 
ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in  patients 
receiving  concomitant  enalapril  and  lithium  and  were  reversible  upon  dis- 
continuation of  both  drugs.  It  is  recommended  that  serum  lithium  levels  be 
monilored  frequently  if  enalapril  is  administered  concomitantly  with  lithium. 
Hydrochlorothiazide ; When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hypotension 
may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin) — dosage  adjustment  ot  the 
antidiabetic  drug  may  be  required. 

Other  aiitihwertensm  drugs— additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resins— Absorption  of  hydrochlorothiazide  is 
impaired  in  the  presence  of  anionic  exchange  resins.  Single  doses  of  either 
cholestyramine  or  colestipol  resins  bind  the  hydrochlorothiazide  and  reduce 
its  absorption  from  the  gastrointestinal  tract  by  up  to  85  and  43  percent, 
respectively.  ...  . , , 

Corticosteroids,  ACTH— intensified  electrolyte  depletion,  particularly 
hypokalemia. 

Pressor  amines  (e.g,,  norepinephrine)— possible  decreased  response  to  pres- 
sor amines  but  not  sufficient  to  preclude  their  use. 

Skeletal  muscle  relaxants,  nondepolarizing  (e.g.,  tubocurarme)— possible 
increased  responsiveness  to  the  muscle  relaxant. 

Lithium — should  not  generally  be  given  with  diuretics.  Diuretic  agents 
reduce  the  renal  clearance  of  lithium  and  add  a high  risk  of  lithium  toxicity. 
Refer  to  the  package  insert  for  lithium  preparations  before  use  of  such 
preparations  with  VASERETIC. 

Nonsteroidal  Aiiti-iiiflamiiwtory  Drugs — In  some  patients,  the  administration 
of  a non-steroidal  antHnflammatory  agent  can  reduce  the  diuretic,  natriuretic, 
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and  antihypertensive  effects  of  loop,  potassium-sparing  and  thiazide  diuretics. 
Therefore,  when  VASERETIC  anu  non-steroidal  anti-inflammatory  agents  are 
used  concomitantly,  the  patient  should  be  observed  closely  to  determine  if  the 
desired  effect  of  the  diuretic  is  obtained. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Enalapril  in  combination 
with  hydrochlorothiazide  was  not  mutagenic  in  the  Ames  microbial  muta- 
gen test  with  or  without  metabolic  activation.  Enalapril-hydrochlorothiazide 
did  not  produce  DNA  single  strand  breaks  in  an  in  vitro  alkaline  elution 
assay  in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo  mouse 
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bone  marrow  assay. 

Enalapril  Maleate:  mere  was  no  evidence  of  a tumorigenic  effect  when  enalapril  was  administered  for 
106  weeks  to  rats  at  doses  up  to  90  mg/kg/dav  (130  times’  the  maximum  daily  human  dose),  Enalapril 
has  also  been  administered  lor  94  weeks  to  male  and  female  mice  at  doses  up  to  90  and  180  mg/kg/day, 
respectively,  (150  and  300  times*  the  maximum  daily  dose  for  humans)  ana  showed  no  evidence  of  car- 
cinogenicity. 

Neither  enalapril  maleate  nor  the  active  diacid  was  mutagenic  in  the  Amt's  microbial  mutagen  test 
with  or  without  metabolic  activation.  Enalapril  was  also  negative  in  the  following  genotoxicity  studies: 
rec-assay,  reverse  mutation  assay  with  E.  coll,  sister  chromatid  exchange  with  cultured  mammalian  cells, 
and  the  micronucleus  test  with  mice,  as  well  as  in  an  in  vivo  cytogenic  study  using  mouse  bone  marrow. 

There  were  no  adverse  effects  on  reproductive  performance  in  male  and  female  rats  treated  with  10 
to  90  mg/kg/day  of  enalapril. 

Hydrochlorothiazide:  Two-year  feeding  studies  in  mice  and  rats  conducted  under  the  auspices  of  the 
National  Toxicology  Program  (NTP)  uncovered  no  evidence  of  a carcinogenic  potential  of 
hydrochlorothiazide  in  female  mice  (at  doses  of  up  to  approximately  600  mg/kg/day)  or  in  male  and 
female  rats  (at  doses  of  up  to  approximately  100  mg/kg/day).  The  NTP,  however,  found  equivocal  evi- 
dence for  hepatocarcinogenicity  in  male  mice. 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames  mutagenicity  assay  of  Salmonella 
twhimurium  strains  TA  98,  TA  100,  TA  1535,  TA  1537,  and  TA  1538  and  in  the  Chinese  Hamster  Ch  ary 
(CHQ)  test  for  chromosomal  aberrations,  or  in  vivo  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the  Drosophila  sex-linked  recessive  lethal  trait  gene. 
Positive  test  results  were  obtained  only  in  the  in  vitro  CHO  Sister  Chromatid  Exchange  (clastogemcity) 
and  in  the  Mouse  Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations  of  hydrochlorothiazide 
from  43  to  1300  pg/mL,  and  in  the  Aspergillus  nidulans  non-dis|unction  assay  at  an  unspecified  concen- 
tration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility  of  mice  and  rats  of  either  sex  in  studies 
wherein  these  species  were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 mg/kg,  respectively, 
prior  to  conception  and  throughout  gestation. 

Pregnana/;  Pregnana / Categories  C (first  trimester)  and  D (second  and  third  trimesters).  See  WARNINGS, 
Pregnancy,  Enalapril  Maleate,  Fetal/Neonalal  Morbidity  and  Mortality 

Nursing  Mothers:  Enalapril  and  enalaprilat  are  detected  in  human  milk  in  trace  amounts.  Thiazides  do 
appear  in  human  milk.  Because  of  the  potential  for  serious  reactions  in  nursing  infants  from  either  drug, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking  into 
account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated  for  safety  in  more  than  1500  patients, 
including  over  300  patients  treated  for  one  year  or  more.  In  clinical  trials  with  VASERETIC  no  adverse 
experiences  peculiar  to  this  combination  drug  have  been  observed  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously  reported  with  enalapril  or 
hydrochlorothiazide. 

The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  dizziness  (8.6  percent), 
headache  (5.5  percent),  fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experiences  occurring  in 
greater  than  two  percent  of  patients  treated  with  VASERETIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5 percent),  asthenia  (2.4  percent),  orthostatic  effects  (23  percent),  impo- 
tence (2.2  percent),  and  diarrhea  (1 1 percent). 

Clinical  adverse  experiences  occurring  in  0.5  to  2.0percent  of  patients  in  controlled  trials  included:  Body 
As  A Whole:  Syncope,  chest  pain,  abdominal  pain;  Uirdiowscular : Orthostatic  hypotension,  palpitation, 
tachycardia;  Digestive:  Vomiting,  dyspepsia,  constipation,  flatulence,  dry  moutn;  Nenmis/Psychialric: 
Insomnia,  nervousness,  paresthesia,  somnolence,  vertigo;  Skin:  Pruritus,  rash;  Other:  Dyspnea,  gout,  back 
pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus,  urinary  tract  infection. 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASERETIC  (0.6  percent). 
Angioedema  associated  with  laryngeal  edema  may  be  fatal.  If  angioedema  of  the  face,  extremities,  lips, 
tongue,  glottis  and/or  larynx  occurs,  treatment  with  VASERETIC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately.  (See  WARNINGS.) 

Hypotension:  In  clinical  trials,  adverse  effects  relating  to  hypotension  occurred  as  follows:  hypotension 
(0.9  percent),  orthostatic  hypotension  (1.5 percent),  other  orthostatic  effects  (2.3  percent).  In  addition  syn- 
cope occurred  in  1 .3  percent  of  patients.  (See  WARNINGS.) 

Cough:  See  PRECAUTIONS,  Cough 

Clinical  Laboralon/  Test  Findings ; Serum  Electrolytes:  See  PRECAUTIONS. 

Creatinine,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials  minor  increases  in  blood  urea  nitrogen  and 
serum  creatinine,  reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0.6  percent  of 
patients  with  essential  hypertension  treated  with  VASERETIC.  More  marked  increases  nave  been 
reported  in  other  enalapril  experience.  Increases  are  more  likely  to  occur  in  patients  with  renal  artery 
stenosis.  (See  PRECAUTIONS} 

Serum  Uric  Acid,  Glucose,  Magnesium,  and  Calcium:  See  PRECAUTIONS. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of 
approximately  0.3  g percent  and  1.0  vol  percent,  respectively)  occur  frequently  in  hypertensive  patients 
treated  with  VASERETIC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued  therapy  due  to  anemia. 

L iver  Function  Tests:  Rarely,  elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Other  adverse  reactions  that  have  been  reported  with  the  individual  components  are  listed  below  and, 
within  each  category,  are  in  order  of  decreasing  severity. 

Enalapril  Maleate — Enalapril  has  been  evaluated  for  safety  in  more  than  10, (XXI  patients.  In  clinical  trials 
adverse  reactions  which  occurred  with  enalapril  were  also  seen  with  VASERETIC.  However,  since 
enalapril  has  been  marketed,  the  following  adverse  reactions  have  been  reported:  Body  As  A Whole: 
Anapnylactoid  reactions  (see  PRECAUTIONS,  Hemodialysis  Patients);  Cardiovascular . Cardiac  arrest; 
myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in  high  risk 
patients  (see  WARNINGS,  Hi/polension);  pulmonary  embolism  and  infarction;  pulmonary  edema;  rnvthm 
disturbances  including  atrial  tachycardia  and  bradycardia;  atnal  fibrillation;  hypotension;  angina  pectoris; 
Digest iw:  Ileus,  pancreatitis,  hepatic  failure*,  hepatitis  (hepatocellular  (proven  on  rechallenge]  or  cholestatic 
jaundice),  melena,  anorexia,  glossitis,  stomatitis,  dry  mouth;  Hematologic  Rare  cases  of  neutropenia,  throm- 
bocytopenia and  bone  marrow  depression.  Hemolytic  anemia,  including  cases  of  hemolysis  in  patients 
with  d-6-PD  deficiency,  has  been  reported;  a causal  relationship  to  enalapril  has  not  been  established. 
Nemms  SyslenifPsydiialnc . Depression,  confusion,  ataxia,  peripheral  neuropathy  (e.g.,  paresthesia,  dyses- 
thesia); Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS),  flank  pain,  gynecomas- 
tia; Respirator}/:  Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis,  rhinorrhea,  sore  throat  and 
hoarseness,  asthma,  upper  respiratory  infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal  necrolysis, 
Stevens-johnson  syndrome,  heroes  zoster,  erythema  multiforme,  urticaria,  pemphigus,  alopecia,  flushing, 
photosensitivity;  Special  Senses:  Blurred  vision,  taste  alteration,  anosmia,  conjunctivitis,  dry  eyes,  tearing. 

Miscellaneous:  A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevat- 
ed erythrocyte  sedimentation  rate,  arthralgia /arthritis,  myalgia/myositis,  fever,  serositis,  vasculitis, 
leukocytosis,  eosinophilia,  photosensitivity,  rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortality:  See  WARNINGS,  Pregnancy,  Enalapril  Maleate,  Felal/Neonatal 
Morbidity  and  Mortality. 

Hydrochlorothiazide— Body  as  a Whole:  Weakness;  Digestin'.  Pancreatitis,  jaundice  (intrahepatic  cholestatic 
jaundice),  sialadenitis,  cramping,  gastric  irritation,  anorexia,  Hematologic  Aplastic  anemia,  agranulocytosis, 
leukopenia,  hemolytic  anemia,  thrombocytopenia,  Hypersensitivity:  Purpura,  photosensitivity,  urticaria, 
necrotizing  angiitis  (vasculitis  and  cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal:  Muscle  spasm;  Nenvus  System/Psychiatric: 
Restlessness;  Rnuil:  Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see  WARNINGS);  Skin:  Erythema 
multiforme  including  Stevens-Johason  syndrome,  exfoliative  dermatitis  including  toxic  epidermal  rkcroly- 
sis,  alopecia;  S/vcial  Senses:  Transient  blurred  vision,  xanthopsia. 


* Based  on  patient  weight  of  50  kg. 

For  more  detailed  information,  consult  your  DuPont  Pharma  Representative  or  see  Prescribing  Information. 
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Are  You  Ready 
for  CLIA— "88"? 

Have  a qualified  laboratory 
professional  provide  the  help  you 
need. 

• Complete  Physician  Office  Laboratory  (POL) 
Evaluation. 

• Quality  Assurance  and  Quality  Control  Plans 

• Proficiency  Testing  Enrollment. 

• A.S.C.P.  Accredited  Continuing  Education 
Programs. 

• Laboratory  Procedure  Manuals. 

• Staff  Safety  Training. 

• Compliance  with  N.J.  D.E.P.  Medical 
Waste  Regulations. 

• O.S.H.A.  Compliance. 


P.Q.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 

Programs  Serving  Over  300  POL's 
Throughout  New  Jersey 

Kathleen  L.  Voldish,  Director 
National  A.S.C.P.-P.O.L.  Committee 
New  Jersey  State  Advisor— A.S.C.P. 

Over  20  Years  of  P.O.L.  Experience 


AC  UR  A, 


PRECISION  CRAFTED  PERFORMANCE 

Come  see  it... 
come  drive  it, 
You  can  lease 
it  or  buy  it... 

AT  "NEVER  UNDERSOLD " 
DISCOUNT  PRICES! 


Brand  New  1993  Acura 


• LEGENDS*  VIGORS 

• INTEGRAS*  NSX's 


Deal  direct  with  Mr.  Catena.  For  your  conve- 
nience, he'll  arrange  for  a demo  presentation  at 
your  office  or  home  in  the  model  of  your  choice. 
Service  Replacement  Cars  available  when  your 
vehicle  is  in  for  our  award-winning  service. 


CALL  TODAY:  1-201-912-9000 


24^out^^^pringfield^^^0^91^9000 
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LETTERS  AND  VIEWPOINTS 


IT’S  ALL  IN  A DAY’S  (AND  A NIGHT’S)  WORK 


I wake  up  with  a start  when  my 
bedside  phone  rings  without 
warning. 

I stare  hard  at  my  clock;  it  says 
three  o’clock  in  the  morning. 

A voice  from  the  ER  says, 
“Doctor,  your  patient’s  here  in 
distress. 

I’ll  be  there  right  away,  I 
reply  and  quickly  begin  to  dress. 

In  the  dark  I tiptoe  downstairs 
and  take  several  gulps  of  O.J. 

Then  bundle  up  against  the 
cold,  start  the  car,  and  I’m  on  my 
way. 

I think  about  my  waiting  pa- 
tient; I haven  t seen  him  for 
months. 

Is  it  his  heart?  His  lungs?  Did 
he  run  out  of  pills?  He’s  done  that 
more  than  once. 

When  I arrive,  his  breathing 
has  eased  after  an  aerosol  and 
Lasix®  IV. 


“Any  pain?”  I ask.  He  says, 
“No,  but  I shovelled  snow  and  it 
was  cold  as  could  be.” 

CK,  ABG,  EKG,  all  OK,  but 
congestion  shows  on  the  chest 
x-ray. 

He  has  wheezes  and  crackles 
with  edema  that’s  new,  so  I tell 
him  he’ll  have  to  stay. 

Later,  when  he’s  doing  better, 
he  admits  stopping  his  breathing 
and  water  pills. 

And  he’s  still  drinking  a bit  and 
smoking  a lot,  which  certainly  add 
to  his  ills. 

He  promises  to  take  better  care 
of  himself  and  not  overdo  it. 

In  the  hospital,  he’ll  have  time 
to  think  about  his  health  and  how 
to  renew  it. 

As  I drive  home  slowly,  I think, 
“Have  I really  helped  this  poor 
old  man?” 


I crawl  into  bed,  next  to  my 
wife,  to  fall  back  to  sleep,  if  I can. 

Next  morning  she  tells  me  I 
look  tired.  I say,  “I  was  out  most 
of  the  night.” 

She  never  even  heard  the 
phone  ring.  She  can’t  believe  it! 
“Is  what  you  say  really  right?” 

The  next  day  starts  at  8 A.M. 
with  a full  schedule  of  patients, 
sick  and  worried  well. 

When  I call  the  hospital,  the 
nurse  reports  that  my  patient’s 
doing  quite  well. 

It’s  all  in  a day’s  (and  a night’s) 
work  for  the  busy  practicing  MD. 

I know  I did  a good  job.  Is  it 
appreciated?  We  ll  just  wait  and 
see.  □ Ellis  Singer,  MD 


MEDICARE  FEES 


I am  concerned  that  the  in- 
formation perpetuated  by  Michael 
A.  Patinas,  MD  ( NJ  MED 
90:190-191,  1993)  in  “Letters  and 
Viewpoints,”  remains  as  fact. 
There  must  be  an  error  in  coding 
or  diagnosis.  As  a dermatologist  in 


New  Jersey,  Medicare  only  reim- 
burses 1/20  of  the  fees  listed  by 
Dr.  Patmas  for  destruction  of 
actinic  keratoses.  For  the  most 
complicated  procedures  for  can- 
cer surgery  on  the  face,  I might 
receive  1/4  of  the  fees  listed  by 


Dr.  Patmas.  Further  clarification 
is  needed  before  the  figures 
quoted  by  Dr.  Patmas  remain  un- 
challenged. □ Richard  S.  Berger, 
MD 


MEDICARE  EOB 


Dr.  Richard  Berger’s  letter  cor- 
roborates my  contention  that 
much  of  our  health  care  crisis  is 
government  induced.  It  now  is 
even  more  clear  to  those  who 
have  followed  this  debate  that 
there  are  substantial  disparities  in 
payment  rates,  both  across  and 
within  specialties.  The  figures  I 
quoted  are  verified  by  the  ex- 
planation of  benefits  (EOB).* 


I share  Dr.  Berger  s frustration 
over  these  fees,  but  the  Medicare 
EOB  is  the  proof.  Whether  or  not 
there  was  miscoding  or  upcoding 
is  not  entirely  clear.  What  is  ir- 
refutable is  that  Medicare  allowed 
$1,030.82  for  the  removal  of  two 
keratoses.  This  represents  nearly 
fourfold  more  than  Dr.  Berger  re- 
ceives for  his  most  complex  facial 
cancer  surgery  and  that  is  unfor- 


tunate. Other  than  relocating  to 
California,  the  only  solution  I can 
offer  Dr.  Berger  is  to  draw  atten- 
tion to  these  disparities.  If  his 
frustration  is  palpable,  imagine 
that  of  the  inner-city  primary  care 
doctor  still  receiving  $9  from 
Medicaid  for  an  office  visit.  □ 
Michael  A.  Patmas,  MD 

*A  copy  is  available  upon  request. 
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NEW  JERSEY  MEDICINE 


As  Alzheimer's  Disease  progresses,  it  is  not  unusual  for  its  victims  to 
have  clear  memories  of  childhood,  yet  not  recognize  those  dearest  to 
them.  It  is  this  tragic  symptom  and  others  that  make  Alzheimer's  as  dev- 
astating to  a victim's  family  as  it  is  to  the  victim.  ❖ In  conjunction  with 
consultants  from  the  Dementia  Research  Clinic  at  the  Johns  Hopkins 
University  School  of  Medicine,  Meridian  Healthcare  has  supported  a 


series  of  studies  aimed  at  innovating  new  and  better  ways  of  caring  for 
the  memory  impaired.  ❖ Meridian's  leadership  role  in  supporting 
dementia  research  resulted  in  the  first  Alzheimer's  care  unit  modeled  on 
principles  of  modem  psychiatry.  Today  that  research  is  embodied  in  a 
program  called  FOCUS,  now  in  place  at  Meridian  Nursing  Center  - 
Westfield.  ❖ The  goal  of  FOCUS  is  to  prolong  the  independence  of  the 
memory  impaired  by  sharpening  their  remaining  abilities.  FOCUS  offers 
an  individual  program  of  care  for  each  patient,  provided  by  a specially 
trained  staff  in  a secure  and  structured  residential  environment.  For  fam- 
ilies struggling  to  cope  with  the  consequences  of  their  loved  one's  illness, 
FOCUS  offers  education,  counseling  and  sup- 
port. ❖ If  someone  you  love  has  Alzheimer's 
Disease,  call  and  ask  for  our  free  FOCUS 
brochure.  While  there  is  no  cure,  FOCUS  offers 
the  care  you  and  your  loved  one  need. 


f: 


c u s 

n Alzheimer’s 


800-824-1199 


1515  LAMBERTS  MILL  ROAD  ❖ WESTFIELD  ❖ NEW  JERSEY 
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Clintec9  Nutren 

Now  You  Can  Offer  More 
In  Complete  Liquid  Nutrition 


The  nutritional  supplement 
offering  full  support  for  your 
most  demanding  patients. 

Until  now,  your  selection  in  complete 
liquid  nutrition  has  been  limited.  Now 
there's  a better  choice:  Nutren® 
Complete  Liquid  Nutrition.  This  well- 
tolerated  liquid  diet  is  designed  to 
provide  complete  nutritional  support. 
Plus,  its  less  sweet,  taste-pleasing 
formula  can  be  easily  flavor  enhanced 
to  suit  individual  taste  preferences, 
making  Nutren  a favorite  among 
your  oncology,  geriatric,  and  other 
patients  where  taste  acceptance  is 
a concern. 

Clintec.  Advancing  Clinical 
Nutrition  with  World  Class 
Resources. 

Nutren  is  a product  of  the  Clintec 
Nutrition  Company,  a partnership 
formed  by  Baxter  Healthcare 
Corporation,  a world  leader  in 
healthcare  products,  and  Nestle 
S.A.,  a world  leader  in  nutrition. 


Clintec’s  world  class  resources 
and  product  scope  are  dedicated 
to  helping  you  meet  the  total  nutrition 
needs  of  your  patients  with  a full 
selection  of  nutritional  formulations 
which  are  dually  designed  for  oral 
and  tube  feedings. 

■Nutren®  1.0-a  light,  less  sweet 
supplement  for  patients  requiring 
an  isotonic,  well-tolerated  formula. 

1.0  Kcal/mL,  250  cal/serving. 

■ Nutren®  1.0  with  Fiber-the  same 
pleasant  taste  of  Nutren®  1 .0  with 
the  added  benefits  of  fiber. 

1.0  Kcal/mL,  250  cal/serving. 
■Nutren®  1.5-a  less  sweet,  easily 
absorbed,  high  calorie  supplement 
for  patients  with  loss  of  appetite 
and  increased  caloric  needs. 

1.5  Kcal/mL,  375  cal/serving. 
■Nutren5, 2.0-a  well-tolerated,  very 
high  calorie  supplement  for 
patients  with  exceptional  energy 
requirements. 

2.0  Kcal/mL,  500  cal/serving. 


Clintec* 

CLINTEC  NUTRITION  COMPANY 

Affiliated  with  Baxter  Healthcare  Corporation  & Nestle  S.A. 

Three  Parkway  North,  Suite  500 
P.O.  Box  760 

Deerfield,  Illinois  60015-0760 


EDITOR’S  DESK 


EPICENIC  THOUGHTS 


Examine  the  articles  in  this 
issue  of  New  Jersey  Medicine. 
Count  the  number  of  women 
authors.  It  is  refreshing  to  see  this 
type  of  participation  in  a regular 
issue,  one  not  oriented  especially 
toward  women’s  concerns  or 
topics.  It  signifies  the  proper  role 
of  the  female — and  of  all  so-called 
minority  groups — as  a vital  and 
integral  part  of  the  corpus  of 
medicine. 

We  have  written  on  other  oc- 
casions about  the  slow  incorpora- 
tion and  acceptance  of  women 
into  mainstream  American  med- 
icine. This  tortoise-like  manner  is 
common  to  most  westernized 
countries.  It  has  been  slow  and 
tedious  and  the  process  mirrors 
the  painful  and  prolonged  journey 
of  women  in  general,  as  they  have 
attempted  to  obtain  their  de- 
served places  in  society. 

Let  us  examine  some  an- 
niversaries: 

The  year  1868,  125  years  ago, 
was  a seminal  year  in  this  history. 
Jane  Cunningham  Croly,  an 
English-born  journalist,  founded 
the  first  professional  club  for 
women,  called  “Sorosis”  (cf. 
sorority),  in  New  York  City. 
Later,  she  was  to  help  establish 
the  Federation  of  Women’s 
Clubs.  An  even  more  significant 
event  occurred  in  this  year — the 
typewriter  was  patented  by 
Christopher  Sholes.  Although  he 
was  the  one  who  gave  the  inven- 
tion its  name,  it  was  a friend  who 
created  the  well-known  test 
phrase,  “Now  is  the  time  for  all 
good  men  to  come  to  the  aid  of 
the  country.  A noble  sentiment, 
but  obviously  a male  chauvinistic 
expression.  And  the  invention 
itself  has  been  an  effective  chain, 
binding  women,  even  today,  to 
clerical  and  secretarial  desks  in 
the  business  world.  Perhaps  the 


Howard  D.  Slobodien,  MD 


significant  influx  of  men  to  com- 
puter keyboards  will  lessen  the 
effect,  although  I have  my  doubts. 

In  1883,  110  years  ago.  Ladies 
Hoine  Journal  was  established. 
Since  then,  of  course,  it  has  be- 
come one  of  the  important 
sources  of  medical  information,  as 
has  Good  Housekeeping,  Reader  s 
Digest,  and  others.  That  same 
year  saw  the  birth  of  one  of  the 
most  important  figures  in  the  field 
of  human  rights— Margaret  Hig- 
gins Sanger.  You  can  love  her  or 
hate  her,  you  can  agree  with  her 
or  revile  her,  you  can  consider 
her  a saint  or  a devil,  but  you 
cannot  deny  her  importance.  Her 
insistence  on  her  right  to  speak 
and  her  championing  the  rights  of 
women  to  have  greater  control 
over  their  reproductive  functions 
caused  her  great  persecution, 
prosecution,  and  suffering.  She 
died  seven  years  before  Roe  v. 
Wade,  but  that  judicial  opinion 
was  built  on  her  foundations,  and 
Sanger,  not  Roe,  was  the  true 
protagonist  in  that  decision.  Not 
incidentally,  this  year  (1883)  also 


notes  the  death  of  Isabella  Baum- 
free  (Sojourner  Truth),  an  il- 
literate former  slave  who  fostered 
obstetrical  and  other  women’s 
rights. 

Some  may  find  the  offer  given 
by  President  Benjamin  Harrison 
in  1893,  a century  ago,  of  more 
than  passing  interest.  He 
promised  amnesty  to  all  jailed 
polygamists  if  they  would  re- 
nounce that  practice.  Has  anyone 
heard  of  a similar  amnesty 
proposal  given  to  polyandrists? 

The  National  Women’s  Trade 
Union  League  was  begun  in  1903, 
in  an  effort  to  improve  the  lot  of 
working  women,  who  were 
barred  from  membership  in  many 
unions  and  whose  wages  often 
were  a fraction  of  those  given  to 
men  for  similar  work.  (Do  you 
think  physicians  ever  will  be  al- 
lowed similar  bargaining  powers 
to  modify  restrictions  placed  on 
them  by  Medicare,  state  law,  in- 
surance companies,  and  the  like?) 
And  1903  saw  the  release  by 
Helen  Bradford  of  a study  com- 
paring coordination,  memory,  and 
other  attributes  of  college- 
educated  men  and  women;  there 
were  no  basic  differences. 

The  year  1923  was  notable. 
“Coco’  Chanel  introduced 
Chanel  No.  5,  still  a favorite  in 
this  age  of  fugacity  and  change. 
Shick  patented  the  first  electric- 
razor,  used  by  both  men  and 
women.  And  the  “flapper  was 
immortalized  by  F.  Scott 
Fitzgerald  in  Tales  of  the  Jazz 
Age.  But  Atlantic  City  banned  the 
one-piece  bathing  suit,  a proscrip- 
tion of  short  duration. 

The  year  1963,  tragic  because 
of  the  murders  of  John  F.  Ken- 
nedy and  Medgar  Evers,  among 
others,  had  at  least  one  redeem- 
ing event.  Soviet  astronaut  Valen- 
tina Tereshkova  became  the  first 
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woman  to  orbit  the  earth;  she  did 
it  45  times.  (Sally  Ride  rode  the 
skies  much,  much  later.) 

My  last  year  of  remembrance, 
1973,  also  is  one  of  the  most  im- 
portant. That  was  the  year  that 
Billie  Jean  Moffit  King  gave  a 
comeuppance  to  the  ultimate 
male  chauvinist,  Bobby  Riggs. 
She  gave  him  a tennis  lesson  and 
gave  women  everywhere  bragging 
rights.  (Two  other  intersex 
matches  have  gone  the  other  way, 
but  who’s  counting.)  Billie  Jean, 
of  course,  “evened  the  score”  in 
more  substantial  ways.  Emulating 
the  founders  of  the  National 
Women’s  Trade  Union,  she  in- 
sisted on  equal  pay  for  equal  work 
and  raised  the  prize  money  of 
women  professional  tennis 
players  in  the  United  States  Open 
and  Australian  Open  tournaments 
to  that  of  the  men.  Unhappily, 
this  equality  still  is  not  seen  in 
many  occupations.  The  medical 


profession  is  no  exception; 
women  in  medicine  often  earn 
less  than  their  male  counterparts 
in  similar  circumstances. 

We  can  hope  women  will  be 
true  equals  in  all  areas  of  medical 
practice.  The  number  of  female 
authors  this  month  bodes  well. 
The  graduating  class  of  the  Mount 
Sinai  Medical  School  set  a prece- 
dent this  year;  more  than  one-half 
were  women.  Many  medical 
schools  see  increasing  numbers  of 
female  students.  There  are  no 
specialties  that  do  not  include 
women.  All  these  are  good  signs. 
But  women,  considered  the  more 
compassionate  gender,  should 
forget  about  the  exclusionary  tac- 
tics shown  by  men  through  the 
years  and  participate  as  fully  as 
possible  in  all  venues  and  along 
all  avenues  of  medicine.  Medicine 
should  not  be  elitist.  We  need  all 
of  us  to  work  together  for  the 
common  good.  As  I have  stated 


many  times  before,  the  common 
good  is  not  ours  alone;  it  includes 
that  of  our  patients,  their  families, 
and  all  our  citizens.  □ Howard  D. 
Slobodien,  MD 

It  is  a good  time  to  be  a 
woman  because  your  country, 
now  more  than  at  any  time  in 
its  history,  is  utilizing  your 
abilities  and  intelligence. 

Lady  Bird  Johnson,  1964 

Too  often  the  great  decisions 
are  originated  and  given  form 
in  bodies  made  up  wholly  of 
men,  or  so  completely  domi- 
nated by  them  that  whatever  of 
special  value  women  have  to 
offer  is  shunted  aside  without 
expression. 

Eleanor  Roosevelt,  1952 
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STATE-OF-THE-ART  IMAGING 


■ Magnetic  Resonance  Imaging  (MR) 

■ Computed  Axial  Tomography  (CT) 

■ Ultrasound  Imaging  ( including  Color,  Carotid  & Venous  Doppler) 

■ Low  Dose  X-Rays  including  Fluoroscopy 

■ Low  Dose  Mammography  (ACR  Accredited) 

SERVING  PHYSICIANS  AND  PATIENTS 

Board  Certified  radiologists  always  present  to 
monitor  all  examinations. 
(Registered  Staff  Technologists) 

MEDICAL  IMAGING,  P.A 
(201)  933-0310 

69  Orient  Way,  Rutherford  NJ  07070 

(Just  one  mile  for  the  intersection  of  Routes  3 & 17) 


Written  reports  & ■ 
films  delivered  within  24  hours 


Joseph  F.  Inzinna,  M.D. 
Medical  Director 


.A.  re  you  paying  too  much  for  your 
medical  malpractice  insurance? 


If  you're  one  of  the  specialists  shown 
below  and  presently  insured  by  MIIX, 
you  are! 


Specialty 

Potential 

Savings* 

Cardiology 

$1,674 

Emergency  Medicine 

$2,637 

Gastroenterology 

$2,637 

Neurology 

$4,346 

Pathology 

$1,764 

Radiology 

$1,166 

*$1M/3M  Occurrence  Plus  coverage 


Call  our  fully  licensed,  knowledgeable  staff 
to  obtain  complete  details  about  this  cover- 
age and  how  easy  it  is  to  switch. 

Joseph  A.  Britton  Agency,  Inc. 

855  Mountain  Avenue,  Mountainside,  NJ  07092 
908/654-6464 
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odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5.4  mg  of  Yohimbine 
Hydrochloride. 
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system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
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release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
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Skill  Experience.  And  dedication. 

That’s  what  EPA  physicians  bring  to  your 
emergency  department 

Quality  emergency  services  begin  with  quality  physicians. 

At  EPA,  we  seek  out  the  most  qualified  physicians  available.  Help 
them  enhance  their  skills  through  continuing  education.  (We  even  publish 
our  own  medical  journals.)  And  match  those  skills  to  your  needs. 

Founded  by  a practicing  emergency  physician,  EPA  understands  the 
importance  of  giving  close  personal  attention  to  physicians  and  clients  alike. 

Result?  Strong  and  mutually  rewarding  relationships  between  EPA 
-and  its  member  physicians.  And  a source  of  highly-qualified  ED 
professionals  for  you. 

Let  us  help  your  ED  perform  at  its  peak. 

Just  call  us  at  1-800-848-EPA-l. 


307  S.  Evergreen  Ave.,  P.O.  Box  298 
Woodbury,  NJ  08096 


EMERGENCY  PHYSICIAN  yp  ASSOCIATES,  P.A. 

Our  doctors  make  the  difference 


At  the  peak  of 
their  profession 
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PRESIDENT  S PAGE 


HEALTH  CARE  REFORM 


As  I write  this  article,  it  ap- 
pears that  we  are  two  or  three 
weeks  away  from  the  unfolding  of 
the  Clinton  health  care  system  re- 
form program.  We  are  accumulat- 
ing bits  and  pieces  as  “leaks”  ap- 
pear in  the  newspapers.  Mean- 
while, we  are  anxiously  awaiting 
the  final  plan. 

In  the  summer,  we  were  ap- 
proached by  Senator  Frank 
Lautenberg’s  office  staff  to  meet 
with  a group  of  officers,  represen- 
tatives from  certain  counties, 
representatives  of  women  physi- 
cians, and  the  Medical  Society  of 
New  Jersey  administrative  staff. 
The  meeting  took  place  in  late 
August,  and  we  were  able  to  bring 
forth  a number  of  issues  of  con- 
cern to  the  physicians  of  New 
Jersey. 

We  informed  Senator  Lauten- 
berg  that  Medicare  fees  have 
been  “frozen”  either  voluntarily 
or  involuntarily  since  1984  or 
1985,  and  that  most  physicians 
have  seen  nothing  but  reductions 
in  their  fees  since  that  time.  We 
also  advised  the  senator  of  the 
$500  million  in  uncompensated 
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Joseph  N.  Micale,  MD 


care  rendered  annually  by  physi- 
cians according  to  a 1987  survey 
by  the  commissioner  of  health. 
Senator  Lautenberg  suggested 
that  we  should  increase  our  ef- 
forts in  making  these  facts  known 
to  the  community  at  large. 

We  discussed  antitrust  relief 
that  would  enable  us  to  negotiate 
with  employers,  health  mainte- 
nance organizations,  and  pre- 
ferred provider  organizations,  and 
also  would  enable  medical 


societies  to  assist  in  the  “policing” 
of  our  profession. 

On  the  issue  of  health  system 
reform,  we  reviewed  freedom  of 
choice  of  plans  for  patients  and 
physicians;  any  willing  provider 
legislation;  and  the  offering  of 
multiple  types  of  health  care 
plans  by  employers. 

Malpractice  reform,  antihassle 
legislation,  and  regulatory  relief 
from  burdensome  CLIA  and 
OS  HA  regulations  were  “on  the 
table.”  In  general.  Senator 
Lautenberg  seemed  to  be  recep- 
tive to  our  concerns  and  requests. 

I believe  we  have  opened  an 
avenue  to  our  congressional  del- 
egation so  that  we  are  positioned 
to  have  input  on  Capitol  Hill  as 
the  Clinton  plan  unfolds.  We 
have  received  an  invitation  to  a 
conference  at  Capitol  Hill  from 
Congressman  Menedez  in  Octo- 
ber. I will  keep  you  informed  of 
that  meeting. 

Be  aware  that  each  and  every 
one  of  us  must  be  prepared  and 
willing  to  act  in  a united  way.  □ 
Joseph  N.  Micale,  MD 
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Recent  advances  in  laser 
treatment  of  benign 
cutaneous  lesions 

Sandy  S.  Milgraum,  MD 
Alan  T.  Glass,  MD 


Highly  specific  lasers  provide  an  effective  form  of  treatment  for 
benign  vascular  and  pigmented  lesions.  These  lasers  produce 
excellent  cosmetic  results  while  virtually  eliminating  adverse 
effects.  With  several  laser  treatments,  clinicians  can  achieve 
dramatic  results. 


The  advent  of  highly 
specific  lasers,  which  can 
target  a lesion  with 
minimal  damage  to  sur- 
rounding tissue,  has  enabled  the 
clinician  to  achieve  dramatic  re- 
sults in  the  treatment  of  benign 
cutaneous  lesions  for  which  no 
previously  effective  therapy  ex- 
isted. 

CARBON  DIOXIDE  LASER 

The  carbon  dioxide  (C02)  laser 
probably  is  the  most  widely  used 
laser,  due  to  its  versatility  as  a 
cutting  and  vaporizing  tool.  The 
laser  produces  a beam  of  intense, 
infrared  electromagnetic  energy 
with  a wavelength  of  10,600  nm, 
which  primarily  is  absorbed  by 
water.  Intracellular  and  ex- 
tracellular steam  are  produced  in- 
stantly and  vaporize  tissue.  This 
occurs  so  rapidly  that  thermal 
conduction  is  minimal  and  adja- 
cent cells  remain  viable,  thus 
limiting  the  surrounding  tissue 
destruction.  Postoperative  pain 
and  edema,  therefore,  are  re- 
duced. The  depth  of  penetration 
(power  density)  and  the  size  of 
the  laser  beam  (spot  size)  vary.  In 
addition,  the  beam  may  be  de- 
livered as  a single  short  pulse,  a 
series  of  short  pulses,  a continu- 
ous wave,  or  a rapid  superpulsed 


wave.  All  of  these  variables  lend 
to  the  versatility  of  this  instru- 
ment, allowing  the  clinician  to 
control  the  type  and  amount  of 
tissue  destruction  desired — from 
simple  cutting  with  hemostasis  to 
ablation  of  large  bulky  lesions. 

In  the  focused  mode  at  high 
laser  output,  this  laser  cuts  like  a 
scalpel  with  the  advantage  of 
providing  simultaneous  hemosta- 
sis. This  latter  feature  is  helpful 
in  excision  of  highly  vascular  tu- 
mors, during  surgery  in  vascular 
anatomic  locations,  or  in  patients 
with  prolonged  coagulation 
times.1 

As  a vaporizing  tool,  the  C02 
laser  has  proved  to  be  extremely 
effective  in  the  treatment  of  a va- 
riety of  cutaneous  lesions  includ- 
ing recalcitrant  warts — especially 
verruca  plantaris  and  periungual 
warts,  adnexal  neoplasms,  xan- 
thelasma, various  nail  problems, 
rhinophyma,  and  actinic  cheli- 
tis.1  3 The  latter  two  conditions 
respond  so  dramatically  to  C02 
laser  therapy  that  this  method  is 
considered  to  be  the  treatment  of 
choice.  When  treating  rhino- 
phyma, both  the  cutting  and  va- 
porizing features  of  the  C02  laser 
are  utilized.  The  larger,  lobulated 
masses  of  tissue  are  first  excised 
while  in  the  cutting  mode, 


followed  by  the  more  delicate 
aesthetic  sculpting  with  the  va- 
porizing mode — resulting  in  ex- 
cellent cosmetic  results  (Figures  1 
and  2).  Similarly,  actinic  chelitis, 
which  is  characterized  by  atypical 
epidermal  cells  in  the  mucosa  of 
the  lower  lip,  is  treated  by  rapidly 
coagulating  the  thin  strip  of 
mucosa  of  the  lower  lip  resulting 
in  rapid  healing  with  excellent 
cosmetic  results.1  Finally,  the 
C02  laser  is  useful  in  situations 
where  electrical  cutting  or 
coagulation  devices  are  contrain- 
dicated, such  as  in  patients  with 
pacemakers  and  monitoring  de- 
vices. 

ARGON  LASER 

The  argon  laser  has  been  used 
in  the  treatment  of  vascular  and 
pigmented  lesions  of  the  skin  and 
mucous  membranes.  The  laser 
produces  a blue-green  light  with 
an  emission  spectrum  between 
488  and  514  nm.4  This  spectrum 
overlaps  the  absorption  spectrum 
of  both  hemoglobin  and  melanin, 
resulting  in  a relative  selective  ef- 
fect for  the  treatment  of  vascular 
and  pigmented  lesions.4  How- 
ever, the  lack  of  an  absolute  wave- 
length match  allows  for  some 
scatter  of  energy  around  the  tar- 
geted area  resulting  in  thermal 
injury  to  the  dermis  and  scarring. 
Several  years  ago,  the  argon  laser 
was  considered  to  be  the  laser  of 
choice  in  the  treatment  of  angio- 
mas, such  as  port-wine  stains. 
This  role  has  been  replaced  by 
the  more  specific  pulsed  dye  and 
copper  vapor  lasers  that  produce 
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Figure  1.  Rhinophyma  in  a 55-year- 
old  male  before  treatment. 


Figure  3.  Three-month-old  infant 
with  a port-wine  stain. 


better  cosmetic  results  with  less 
scarring  and  hypopigmentation. 
In  addition,  treatment  of  port- 
wine  stains  with  the  argon  laser 
had  to  be  postponed  until  adoles- 
cence or  early  adulthood  since 
hypertrophic  scarring  was  a fre- 
quent complication.5  This  re- 
sulted because  the  small  caliber 
blood  vessel  in  a child’s  port-wine 


Figure  2.  Patient  after  one  treatment 
with  the  carbon  dioxide  laser. 


Figure  4.  Patient  at  1 1 months  of  age, 
after  four  treatments  with  the  pulsed 
dye  laser  (treatments  given  at  two- 
month  intervals). 

stain  allowed  for  greater  thermal 
damage  to  the  nonvascular  com- 
ponents of  the  dermis.  Neverthe- 
less, the  argon  laser  still  is  used 
successfully  to  treat  large  spider 
veins  on  the  face. 

FLASHLAMP  PUMPED 
PULSED  DYE  LASER 

The  flashlamp  pumped  pulsed 
dye  laser  (PDL)  is  the  first  avail- 
able laser  that  produces  in- 
travascular thrombus  formation 
without  causing  damage  to  the 
overlying  epidermis  and  dermis. 


This  is  achieved  through  selective 
photothermolysis,  where  precise 
damage  results  when  laser 
energy,  absorbed  by  a specific 
chromophore  or  subcellular  com- 
ponent of  a tissue,  produces  no 
effect  on  surrounding  tissues.  To 
protect  adjacent  tissue,  exposure 
to  this  exact  wavelength  is  shorter 
than  the  thermal  relaxation  time 
or  the  time  required  for  the  re- 
lease of  absorbed  thermal  energy 
without  conducting  any  heat  to 
adjacent  structures.  PDL  unique- 
ly uses  an  emission  wavelength  of 
585  nm,  which  is  maximally  ab- 
sorbed by  oxyhemoglobin.  A 
pulse  duration  of  less  than  1 msec 
allows  thermal  energy  absorbed 
by  cutaneous  blood  vessels  to  be 
released  without  conducting  heat 
to  normal  tissue.  Thus,  vascular 
damage  with  PDL  is  more  precise 
than  with  the  argon  laser, 
eliminating  scarring  and  pigmen- 
tary changes.’ ' 

The  greatest  application  of 
PDL  is  in  the  treatment  of  port- 
wine  stains.  These  congenital  vas- 
cular malformations — seen  in  3 
out  of  1,000  newborns — cause  a 
distinctive  pink  discoloration  visi- 
ble at  birth.8  The  port-wine  stain 
grows  proportionately  with  the 
child,  gradually  darkening  to  a 
deep  purple  with  increasing  age, 
intensifying  the  potential  psycho- 
logical trauma.  Therapy  may  be 
safely  started  at  three  weeks  of 
age  (Figures  3 and  4)  and  lesions 
often  are  cleared,  obviating  teas- 
ing from  other  children.  As  the 
blood  vessels  in  the  infant  port- 
wine  stains  are  finer,  fewer  treat- 
ment sessions  are  required  and 
more  complete  clearing  is  seen. 
In  PDL  treatments  of  400  chil- 
dren and  adults  with  port-wine 
stains,  we  have  not  seen  textural 
or  pigmentary  changes. 

PDL  effectively  treats  most 
other  benign  vascular  lesions. 
Strawberry  or  capillary  hemangio- 
mas in  2.5  percent  of  newborns 
respond  dramatically  even  though 
the  deeper  cavernous  component 
is  unaffected.  PDL  also  is  effec- 
tive for  hemorrhagic  lymphan- 
giomas circumscriptum.  It  par- 
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Figure  5.  Pyogenic  granuloma  on  the  lip  of  a 13-year-old  Figure  6.  Patient  after  three  treatments  with  the  pulsed  dye 
hoy.  laser. 


ticularly  is  useful  in  telangiec- 
tasias  such  as  spider  nevi  — 
especially  for  lesions  located  on 
the  face,  although  routine  seven- 
to  ten-day  post-treatment  purpura 
often  is  not  cosmetically  accept- 
able to  patients. 

PDL  also  is  successful  treat- 
ment for  many  patients  with 
pyogenic  granulomas  on  the  face 
and  lips,  without  causing  scarring 
or  pigmentary  changes  on  these 
cosmetically  sensitive  areas 
(Figures  5 and  6). 

Q-SWITCHED  RUBY  LASER 

During  the  1960s,  Goldman 
performed  experimental  treat- 
ment of  many  lesions,  including 
tattoos,  using  the  first  laser,  a con- 
tinuous wave  ruby  laser.9  While 
the  694  nm  wavelength  was  ideal 
for  tattoo  pigment,  the  thermal 
relaxation  time  of  these  targeted 
chromophores  was  exceeded,  re- 
sulting in  damage  to  the  dermis 
and  scarring.  By  Q-switching  the 
ruby  laser  (an  electronic  term  for 
storing  the  laser  energy  and  re- 
leasing it  in  a pulsed  fashion), 
selective  photothermolysis  of 
brown-black  pigment  is  possi- 
ble.10 Using  nanosecond  pulses, 
the  Q-switched  ruby  laser  has 
dramatic  preferential  effects  on 
the  carbon  particles  that  make  up 
blue-black  amateur  tattoos  as  well 
as  many  of  the  other  dyes  used 
in  professional  tattoos  (Figures  7 
and  8).  After  repeated  treatments, 
substantial  lightening  to  total 
clearing  of  tattoos  occurs.  How- 


ever, red  pigment  is  not  affected 
by  the  ruby  laser  light  and  green 
pigment  usually  is  partially  re- 
moved.10 Melanin  also  partially 
absorbs  694  nm  of  laser  light  so 
transient  hypopigmentation  oc- 
curs with  Q-switched  ruby  treat- 
ments and,  thus,  this  treatment  is 
not  used  in  dark-skinned  in- 
dividuals.11 12  This  effect  on 
melanin  has  been  used  to  some 
advantage  in  treating  the  ab- 
normal melanosomes  in  a variety 
of  benign  pigmented  lesions.  In 
lesions  such  as  lentigines,  freck- 
les, cafe  au  lait  macules,  Becker’s 
nevi,  nevus  of  Ota,  blue  nevi, 
nevus  spilus,  and  postinflam- 
matory  hyperpigmentation,  the 
abnormal  melanosomes  are  selec- 
tively destroyed.  Normal  melano- 
somes are  lightly  damaged,  thus, 
explaining  temporary  hypopig- 
mentation. Even  melasma  re- 
sponds in  25  percent  of  cases.  For 
many  patients,  one  to  three  treat- 
ment sessions  often  partially,  or 
more  often  completely,  clear 
lesions  that  could  only  be 
camouflaged  or  removed  by  a 
scarring  process  (Figures  9 and 
10). 

COPPER  VAPOR  LASER 

Although  metal  vapor  lasers 
have  been  used  for  several  years 
in  Australia  and  Europe,  this 
technology  is  relatively  new  in 
the  United  States.  The  copper 
vapor  laser  (CVL)  is  an  ideal  in- 
strument for  the  treatment  of 
pigmented  and  vascular  lesions. 


since  this  laser  is  capable  of  emit- 
ting a yellow  light  with  an 
emission  wavelength  of  577  nm, 
as  well  as  a green  light  with  an 
emission  wavelength  of  511  nm. 
A unique  switch  on  the  CVL  al- 
lows the  physician  to  switch  from 
yellow  light  for  vascular  mal- 
formations to  green  light  for 
pigmented  lesions.  The  yellow 
light  is  selectively  absorbed  by 
oxyhemoglobin,  thus  reducing 
scar  potential  by  limiting  energy 
scatter  to  surrounding  tissues. 
The  green  light  allows  for 
preferential  absorption  by 
melanin.13 

CVL  is  a quasi-pulsed  laser 
with  a peak  output  duration  of  20 
nsec.  With  a repetition  rate  of  15 
kHz,  or  10,000-15,000  pulses  per 
second,  the  laser  energy  density 
is  able  to  reach  very  high  levels 
and  maintain  delivery  with 
significantly  greater  power  over 
time  than  conventional  flashlamp 
PDL.  Unlike  PDL,  this  high 
pulse  repetition  rate  of  CVL  al- 
lows for  some  thermal  trans- 
mission beyond  the  confines  of 
the  targeted  vessels — making  the 
net  thermal  effect  cumulative.13 
The  high  peak  powers  produced 
result  in  greater  photocoagulation 
of  oxyhemoglobin — producing 
more  efficient  ablation  of  vascular 
tissues  with  larger  vessels.  Final- 
ly, the  advanced  fiberoptic  tech- 
nology allows  accurate  delivery  of 
the  laser  light  to  the  target 
lesion. 

Our  clinical  experiences  with 
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Figure  7.  Tattoo  on  the  forearm  of 
a 59-year-old  male. 


CVL  have  been  remarkable.  Dra- 
matic results  are  achieved  in  the 
treatment  of  thick,  cavernous 
port-wine  stains  that  have  ap- 
peared to  respond  less  favorably 
to  PDL  treatment.  Although  PDL 
remains  the  laser  of  choice  in  the 
treatment  of  the  fine  pink  to  red 
port-wine  stains  commonly  seen 
in  infants  and  children,  the  darker 
red-purple  lesions  often  seen  in 
adults  respond  dramatically  to 
CVL  treatment.  In  addition,  com- 
plete destruction  of  the  ectatic 
vessels  seen  in  the  various  facial 
telangiectasia,  such  as  spider 
veins,  can  be  accomplished  with- 


Figure  8.  Patient  after  six  treatments 
with  the  Q-switehed  ruby  laser. 


out  the  post-treatment  purpura 
experienced  with  PDL  treat- 
ments— thus  making  CVL  an 
ideal  treatment  choice  (Figures 
11  and  12). 

Finally,  most  of  these  lesions 
respond  to  CVL  treatment  with- 
out any  evidence  of  hypertrophic 
scarring  or  significant  pigmentary 
changes. 

Benign  epidermal  pigmented 
lesions  such  as  the  common 
ephelides,  seborrheic  keratosis, 
and  lentigines  are  extremely 
amenable  to  treatment  with  the 
green  light  produced  by  CVL. 
Cafe  au  lait  macules  also  respond. 


though  slow  reoccurrence  oc- 
casionally makes  followup  treat- 
ments necessary. 

PIGMENTED  LESION  LASER 

The  dramatic  success  of  the 
technique  of  selective  photother- 
molysis in  the  treatment  of  benign 
vascular  and  pigmented  lesions 
has  led  to  the  development  of  this 
new  laser  specifically  designed  to 
treat  benign,  superficial  pigment- 
ed lesions.  The  pulsed  dye 
pigmented  lesion  laser  (PLL) 
emits  energy  in  300  nsec  pulses, 
which  closely  corresponds  to  the 
thermal  relaxation  time  of  the  tar- 
geted organelles  — melanosomes. 
This  prevents  damage  from  oc- 
curring to  surrounding  structures, 
such  as  dermal  collagen,  thereby 
reducing  the  risk  of  hypertrophic 
scarring.  The  green  laser  light  of 
504  nm  is  high  on  the  melanin 
absorption  curve,  but  does  not 
coincide  with  any  of  the  three 
oxyhemoglobin  absorption  spec- 
tral peaks.  This  ensures  that  only 
melanin  containing  epidermal 
cells  are  affected  by  the  laser  s 
energy.  PLL  can  be  used  to  effec- 
tively treat  the  same  benign 
pigmented  lesions  that  have  been 
shown  to  respond  to  CVL  treat- 
ment, although  treatments  are 
performed  more  rapidly  because 
of  a 5 mm  spot  size  compared  to 
1 mm  for  CVL.  In  addition,  an 
alexandrite  crystal  can  be  op- 
tionally fitted  to  PLL  emitting 
pulsed  light  at  755  nm  allowing 


Figure  9.  Solar  lentigo  on  the  face  of  a 65-year-old  female  Figure  10.  Patient  after  one  treatment  with  the  Q-switched 
before  treatment.  ruby  laser. 
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Figure  11.  Spider  veins  on  the  nose 
of  a 47-year-old  male. 


selective  treatment  of  tattoos  and 
dermal  pigmented  lesions.  Pres- 
ently, the  main  advantage  of  PLL 
is  its  relatively  compact  design, 
facilitating  mobility— even  from 
one  facility  to  another. 

Q-SWITCHED  ND:YAG 
LASER 

The  Q-switched  Nd:Yag  laser 
has  received  Food  and  Drug  Ad- 
ministration approval  for  use  in 
the  removal  of  tattoos.  An 
emission  wavelength  of  1,064  nm 
offers  advantages  over  other  laser 
systems  as  there  is  increased 
penetration  into  the  dermis  and 
less  absorption  by  melanin. 
Hence  blue-black  tattoos  are 
treated  with  minimal  epidermal 
pigmentary  change,  a feature 
particularly  beneficial  in  treating 
dark-skinned  individuals.  Unfor- 
tunately, green  tattoo  pigment  is 
completely  unaffected  by  this 
wavelength.  In  addition,  the  Q- 


Figure  12.  Patient  after  one  treat- 
ment with  the  copper  vapor  laser. 


switched  Nd:Yag  laser  is  fitted 
with  a special  optical  crystal  that 
doubles  the  frequency  and  halves 
the  wavelength  resulting  in  pulses 
of  532  nm.  This  green  light  selec- 
tively removes  red  tattoos  in  a 
high  percentage  of  patients  with- 
out scarring.  Epidermal  pigment- 
ed lesions  (lentigos)  and  vascular 
lesions  can  be  treated  with  a 
wavelength  of  532  nm  although 
without  the  same  selectivity  and 
efficacy  as  some  of  the  lasers 
described.  H 
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Guide  to  pre- 
and  postexposure 
rabies  treatment 

Virginia  M.  Dato,  MD,  MPH 
Faye  E.  Sorhage,  VMD,  MPH 


Physicians  are  required  by  law  to  report  all  animal  bites  and 
human  rabies  postexposure  treatments  to  a local  health 
department.  This  information  is  extremely  important  to 
physicians  and  to  New  Jersey  residents.  The  authors  present 
recommendations  for  rabies  pre-  and  postexposure  treatment. 


An  epizootic  of  rabies  in 
raccoons  entered  New 
Jersey  in  November 
1989.  Over  2,000  animals 
have  been  diagnosed  with  rabies 
since  that  time,  with  the  number 
increasing  yearly  (Figure  1).  It  is 
important  for  physicians  to  be 
prepared  to  treat  animal  bite  vic- 
tims properly  to  prevent  human 
rabies  from  occurring.  This  article 
will  review  New  Jersey  State  De- 
partment of  Health  (NJDOH)  re- 
commendations for  rabies  pre- 
and  postexposure  treatment. 
Physicians  are  required  by  law  to 
report  all  animal  bites  and  human 
rabies  postexposure  treatments  to 
a local  health  department.  Physi- 
cians unfamiliar  with  appropriate 
protocol  should  contact  a local 
health  department  for  informa- 
tion. It  is  extremely  important  for 
all  bite  reports  to  be  made  in  a 
timely  manner. 

POSTEXPOSURE 

TREATMENT 

Postexposure  treatment  con- 
sists of  the  administration  of 
rabies  biologies  (rabies  immune 
globulin  and  vaccine)  shortly  after 
a known  or  suspect  rabies  ex- 
posure. The  proper  adminis- 
tration of  these  biologies  will  pre- 
vent the  occurrence  of  clinical 


rabies  in  the  exposed  individual. 
Figure  2 outlines  the  relevant 
questions  necessary  to  determine 
postexposure  treatment.  When 
used  in  conjunction  with  Figure 
3,  the  clinician  should  be  able  to 
determine  NJDOH’s  recommen- 
dations for  treatment. 

If  the  physician  still  is  unclear 
after  consulting  these  guidelines, 
a local  department  of  health 
should  be  consulted.  All  local 
health  departments  have  a copy  of 
Rabies  Control  in  New  Jersey.  In 
the  event  that  the  local  depart- 
ment of  health  cannot  be  reached, 
the  New  Jersey  Poison  Informa- 
tion and  Education  System  (1/ 
800/962-1253)  can  offer  as- 
sistance. 

Was  there  an  exposure?  The 
vast  majority  of  individuals  world- 
wide develop  rabies  as  the  result 
of  the  bite  of  a rabid  animal.  A 
bite  is  the  most  effective  method 
of  inoculating  the  virus  below  the 
skin,  where  it  can  attach  to  a 
peripheral  nerve  cell  terminal  and 
initiate  infection.  Nonbite  ex- 
posures are  a less  effective 
method  for  the  transmission  of 
rabies.  “Scratches,  abrasions, 
open  wounds,  or  mucous  mem- 
branes contaminated  with  saliva 
or  other  potentially  infectious 
material  (such  as  brain  tissue) 


from  a rabid  animal  constitute 
non-bite  exposures.  1 

Individuals  who  do  not  have 
either  a bite  or  a non-bite  ex- 
posure do  not  require  treatment, 
with  the  one  possible  exception 
being  physical  contact  with  bats.2 
If  patients  have  had  physical  con- 
tact with  bats,  it  should  be  kept 
in  mind  that  the  size  of  a bat  bite 
is  so  small  it  may  not  be  seen. 
Therefore,  it  is  prudent  to  con- 
sider postexposure  treatment 
when  uncertainty  exists. 

Are  the  animals  available  for 
testing  or  observation?  If  the 
animals  are  available,  one  can  de- 
termine whether  animals  are 
rabid. 

1.  Dogs  and  cats.  Rabies  virus 
infection  in  domestic  dogs  and 
cats  has  been  studied.  It  is  known 
that  these  animals  excrete  virus  in 
their  saliva  for  only  a very  short 
period  (one  to  three  days)  prior  to 
becoming  symptomatic  with 
rabies.  In  most  cases,  the  animal 
already  is  symptomatic  at  the  time 
viral  excretion  begins.3  Therefore, 
if  a cat  or  a dog  remains  asymp- 
tomatic for  ten  days  following  a 
bite,  the  threat  of  rabies  trans- 
mission can  be  ruled  out.  The 
local  health  department  will 
supervise  the  ten-day  confine- 
ment and  observation  of  the  bit- 
ing animal  as  required  by  New 
Jersey  law.  In  the  event  that  a 
confined  animal  develops  signs  of 
rabies,  immediate  testing  of  the 
animal  and/or  treatment  of  the 
bite  victim  is  recommended. 
Often  a healthy  stray  dog  or  cat 
will  bite  an  individual  who  is  at- 
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Raccoons  1,793 


Other  cases 

Foxes  — 18 
Deer— 5 
Rabbits — 5 
Cows — 3 
Opossums — 2 
Sheep — 1 
Horse— 1 
Bear—  1 
Beaver — 1 
Dog— 1 


Other  38 
Groundhogs  46 


Cats  68 


Skunks  234 


Figure  1.  Cases  of  terrestrial  animal  rabies  in  New  Jersey  by  species:  1989-1992. 


Figure  2.  Rabies  treatment  algorithm. 


tempting  to  play  and  the  animal 
runs  away.  In  these  cases,  it  is 
reasonable  to  take  up  to  five  days 
to  attempt  to  find  the  animal  prior 
to  initiating  postexposure  treat- 
ment.4 It  should  be  noted  that  the 
average  time  between  exposure  to 


treatment  in  the  United  States  is 
five  days,  with  no  known  failure.5 
If  the  dog  or  cat  is  found,  it 
should  be  observed  for  a total  of 
ten  days  from  the  time  of  ex- 
posure, provided  that  the  animal 
is  healthy.  If  the  animal  is  show- 


ing signs  of  rabies,  immediate 
treatment  of  the  exposed  in- 
dividual and/or  testing  of  the 
animal  is  recommended. 

2.  High-risk  wild  animals.  Bats, 
raccoons,  skunks,  groundhogs, 
and  foxes  always  need  to  be 
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Animal 

Category 

Exposure 

Category 

10  or  less 

Distance  from  epizootic  (miles) 

1 1 to  25  More  than  25 

Bats 

All 

Treatment  Recommended 

Treatment 

Treatment 

Treatment 

Raccoons 

Bite 

recommended 

recommended 

recommended 

Fox,  Skunks, 

Groundhogs 

Nonbite 

Treatment 

Treatment 

recommended 

recommended 

Indeterminate 

Treatment 

Not 

Dogs,  Cats, 

Bite 

recommended 

Indeterminate 

recommended 

Horses 

Nonbite 

Indeterminate 

Not 

Not 

recommended 

recommended 

Indeterminate* 

Not 

Not 

Bite 

Not 

recommended 

recommended 

Squirrels, 

recommended* 

Rabbits 

Nonbite 

Not 

Not 

Not 

recommended 

recommended 

recommended 

Indeterminate:  This  recommendation  is  given  in  lower  risk  situations.  Consider  the  following  factors:  1)  How  sure 
is  the  person  that  he  actually  was  exposed?  2)  What  is  the  rabies  activity  level  in  the  geographical  location  in  which 
the  bite  occurred?  3)  Was  the  bite  provoked?  It  should  be  emphasized  that  health  officials  disagree  on  the  need 
for  treatment  in  many  of  these  situations.  We,  therefore,  feel  that  the  decision  to  treat  or  not  to  treat  an  exposed 
individual  in  these  lower  risk  situations  ultimately  must  rest  with  the  individual  and  his  physician  and  be  based  on 
both  the  level  of  risk  involved  and  the  patient  s choice. 

Treatment  not  recommended:  The  minimal  risks  of  treatment  would  outweigh  any  benefit  from  the  treatment.  Of 
course,  these  recommendations  are  for  healthy  appearing  animals.  Treatment  may  be  indicated  in  unusual  circumstances. 

*Contact  your  local  health  department  to  learn  of  the  status  of  rabies  activity  in  your  area. 


Figure  3.  Rabies  rectangle.  Use  only  in  conjunction  with  Figure  1,  and  use  only  with  healthy  appearing  animals  not 
available  for  evaluation. 


tested  in  the  laboratory  to  de- 
termine if  they  are  rabid.  A local 
health  department  can  arrange 
testing.  In  high-risk  situations  or 
in  situations  where  testing  will  be 
delayed,  postexposure  treatment 
should  be  initiated  pending  the 
results  of  testing.  If  it  is  de- 
termined that  the  animal  was  not 
rabid,  treatment  can  be  discon- 
tinued. 

3.  Lower  risk  wild  animals. 
Rabbits,  opossums,  squirrels,  and 
deer  that  are  available  for  ob- 
servation or  testing  need  to  be 
evaluated  on  a case-by-case  basis. 
The  risk  of  rabies  will  depend  on 
the  location  of  the  animal,  i.e.  in 
or  outside  the  epizootic  area,  the 
behavior  of  the  animal,  and  the 
circumstances  surrounding  the 
bite  incident.  Animals  with  signs 
of  rabies  need  to  be  tested  and, 
if  delays  are  anticipated,  post- 
exposure treatment  should  be  in- 


itiated. A local  health  department 
will  decide  and  arrange  for  con- 
finement or  testing  of  the  animal 
as  indicated. 

If  the  animals  are  not  available 
for  testing  or  observation,  were 
the  animals  healthy  when  last 
seen? 

1.  Animals  appearing  unhealthy 
or  acting  abnormally.  Animals  that 
are  sick  or  manifesting  unusual 
behavior  at  the  time  of  the  bite 
or  other  exposure  may  have 
rabies.  Most  likely,  however,  they 
do  not.  Animals,  like  humans,  de- 
velop a variety  of  illnesses  and 
often  become  cranky  when  sick. 
Extreme  aggression,  hypersaliva- 
tion, hind-leg  paralysis,  and/or 
other  neurologic  signs  most  likely 
indicate  rabies.  In  addition,  there 
is  a purely  “dumb”  or  paralytic 
form  of  rabies  in  which  aggression 
is  not  a manifestation.  Individuals 
exposed  to  animals  exhibiting 


symptoms  suggestive  of  rabies  re- 
quire treatment  even  if  rabies  is 
not  yet  known  to  occur  in  the 
geographic  region  where  the 
animal  was  encountered.  If 
necessary,  a local  health  depart- 
ment can  contact  a state  public 
health  veterinarian  for  consul- 
tation. 

2.  Animals  appearing  healthy 
and  normal.  Animals  that  are 
healthy  and  appear  normal  at  the 
time  of  the  exposure  are  the  least 
likely  to  be  rabid;  however,  a 
small  number  of  animals  may 
have  the  virus  in  their  saliva 
several  days  prior  to  the  onset  of 
exposures.  Therefore,  even  ex- 
posures from  healthy  animals 
need  to  be  taken  under  consider- 
ation for  rabies  treatment.  Figure 
3 provides  treatment  recommen- 
dations for  this  type  of  situation 
on  the  basis  of  species  of  animal, 
type  of  exposure,  and  geographic 
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location.  The  state’s  recommenda- 
tion (Figure  3)  is  determined  by 
locating  the  appropriate  column 
for  geographic  location  and  the 
appropriate  row  for  animal  and 
exposure  categories.  The  recom- 
mendation is  listed  at  the  in- 
tersection of  the  row  and  column. 
Non-bite  exposures  are  con- 
sidered less  risky  than  bite  ex- 
posures. Column  1 represents  the 
geographical  locations  at  highest 
risk.  Animals  in  or  within  10  miles 
of  epizootic  locations  are  most 
likely  to  be  rabid.  Ten  miles  is  the 
cut-off  point  because  isolated  in- 
cidents of  rabid  animals  usually 
are  found  no  further  than  8 miles 
from  previously  diagnosed  cases. 
Column  2 represents  animals  1 1 
to  25  miles  from  the  nearest  ter- 
restrial rabid  animal.  This  is  con- 
sidered a middle  risk  area. 
Column  3 represents  the  lowest 
risk  area.  Animals  more  than  25 
miles  from  the  nearest  case  are 
unlikely  to  be  rabid.  A possible 
exception  might  be  if  an  animal 
is  suspected  of  being  translocated 
from  a higher  risk  area. 

If  unsure  how  far  from  the 
epizootic  the  bite  occurred,  call 
the  rabies  information  line  at  609/ 
292-5769. 

Raccoons,  bats,  skunks, 
groundhogs,  and  foxes  are  the 
most  likely  animals  to  be  rabid. 
Stray  cats  also  are  on  the  list. 
Rodents  (other  than  groundhogs) 
and  lagomorphs  (rabbits)  rarely 
develop  rabies  and  never  have 
been  known  to  transmit  it.1  For 
animals  not  listed  directly  on  the 
chart,  the  recommendations  can 
be  determined  as  follows: 

1.  Rears,  coyotes,  minks, 
mountain  lions,  ferrets,  and  wea- 
sels: follow  recommendations  for 
raccoons,  foxes,  skunks,  and 
groundhogs. 

2.  Cattle,  sheep,  and  goats: 
follow  recommendations  for  dogs, 
cats,  and  horses. 

3.  Beavers,  chinchilla,  moles, 
shrews,  opossums,  muskrats, 
gerbils,  mice,  and  hamsters: 
follow  recommendations  for 
squirrels  and  rabbits.  It  should  be 
noted  that  although  the  small  ro- 


dents are  in  the  same  category  as 
the  larger  animals,  they  represent 
such  a small  risk  that  treatment 
generally  would  not  be  indicated. 

UNIMMUNIZED  PATIENTS 

Postexposure  treatment  always 
begins  with  a thorough  flushing 
and  cleansing  of  the  wound  using 
water  and  soap.  Following  this,  a 
complete  course  of  therapy  con- 
sisting of  one  dose  of  human 
rabies  immune  globulin  (HRIG) 
and  five  1 ml  doses  of  human 
diploid  cell  vaccine  (HDCV) 
should  be  administered.  HRIG 
is  administered  intramuscularly 
once  on  day  0.  The  dose  is  20  IU/ 
kg.  HRIG  currently  is  available  in 
2 and  10  ml  vials  with  a usual 
concentration  of  150  IU/ml.  Up  to 
one-hall  of  the  dose  should  be 
infiltrated  around  the  wound  and 
the  other  one-half  should  be 
given  intramuscularly  into  the 
buttocks.  In  those  cases  where  it 
is  impossible  or  unsafe  to  in- 
filtrate around  the  wound,  the  en- 
tire dose  (20  IU/kg)  should  be 
given  intramuscularly  into  the 
buttocks.  Do  not  give  more  than 
the  recommended  amount  of 
HRIG,  since  giving  an  excess  may 
decrease  the  immune  response  to 
HDCV. 

HDCV  is  given  on  days  0,  3, 
7,  14,  and  28.  All  doses  must  be 
given.  HDCV  is  given  intramus- 
cularly into  the  deltoid  muscle  in 
children  and  adults.  In  infants 
and  small  children,  it  may  be 
preferable  to  give  the  vaccine  in 
the  mid-lateral  aspect  of  the 
thigh.  HDCV  never  should  be 
given  in  the  buttocks,  since  two 
failures  have  been  documented 
when  given  in  this  manner.6 
HDCV  and  HRIG  never  should 
be  given  together  at  the  same  site. 

PRE-EXPOSURE 

VACCINATION 

Pre-exposure  immunization  is 
the  prophylactic  use  of  rabies  vac- 
cine prior  to  any  known  exposure 
and  should  be  given  to  individuals 
with  the  potential  for  frequent  or 
unnoticed  exposures  to  rabid 
animals  or  their  brain  tissue.  Pre- 


exposure immunization  simplifies, 
but  does  not  eliminate,  the  need 
for  postexposure  treatment.  Pre- 
exposure immunization  clearly  is 
indicated  for  veterinarians,  animal 
control  officers,  animal  shelter/ 
pound  employees,  wildlife  re- 
habilitators,  and  employees  handl- 
ing animals. 

IMMUNIZED  PATIENTS 

People  who  fulfill  any  of  the 
following  criteria  will  need  only 
two  doses  of  HDCV  (adminis- 
tered on  days  0 and  3)  when  ex- 
posed to  a rabid  animal:  the 
person  previously  received  the 
full  three  dose  pre-exposure 
series  of  HDCV,  or  the  person 
has  previously  received  the  full 
postexposure  course  of  HRIG 
plus  HDCV,  or  the  person  has 
been  documented  to  have  had  a 
positive  rabies  antibody  titer  at 
any  time  in  the  past.  This  would 
include  people  who  received 
duck  embryo  vaccine  (the  vaccine 
utilized  prior  to  the  development 
of  HDCV),  but  only  if  they 
had  a demonstrated  antibody  re- 
sponse. 

All  other  individuals  need  to 
have  the  full  postexposure  reg- 
imen initiated.  If  a pretreatment 
rabies  antibody  titer  is  drawn  just 
prior  to  treatment  initiation  and  if 
the  result  shows  that  the  in- 
dividual had  a positive  rabies 
titer,  then  the  series  can  be 
stopped  at  any  time  after  the 
second  vaccination  dose  of 
HDCV.  Always  check  the  HDCV 
package  insert  for  changes  in 
these  recommendations. 

The  recommendations  in  this 
article  are  guidelines  for  physi- 
cians and  are  not  intended  to  be 
an  exclusive  course  of  action.  H 

References  are  available  upon 
request. 
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dental  practices  with  pre-inspection 
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the  law. ..and  on-going  compliance 
counseling. 
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comprehensive. . . 
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staff’s  safety.  And  you  never  expose 
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Accurate  bedside  technique 
for  differentiating  wide- 
QRS  complex  tachycardias 

Camellus  O.  Ezeugwu,  MD,  PhD 
Nicholas  G.  Tullo,  MD 


Patients  undergoing  open-heart  surgery  routinely  receive 
temporary  atrial  pacing  wires.  The  authors  present  a case 
report  involving  the  use  of  these  wires  to  differentiate  the  origin 
of  a wide-QRS  complex  tachycardia.  The  technique,  described 
in  detail,  should  be  utilized  when  appropriate. 


Ventricular  and  supraven- 
tricular tachyarrhythmias 
frequently  complicate 
open-heart  surgery.  Dif- 
ferentiating between  ventricular 
tachycardia  (VT)  and  supraven- 
tricular tachycardia  (SVT)  with 
aberrancy  often  is  very  difficult 
using  a surface  electrocardiogram 


(ECG).  However,  if  appropriate 
medical  therapy  is  to  be 
prescribed,  the  electrophysiologic 
mechanism  of  a wide-QRS  com- 
plex tachycardia  must  be  ac- 
curately determined.  This  is  im- 
portant since  most  medications 
used  to  treat  SVT  will  cause 
hemodynamic  deterioration  if 


given  to  patients  with  stable  VT. 
This  especially  is  true  of  calcium 
channel  blocking  agents  and  beta 
adrenergic  blocking  agents. 

In  patients  recovering  from 
open-heart  surgery,  direct  atrial 
recordings  can  be  used  to  dif- 
ferentiate between  VT  and  SVT 
with  aberrancy.  These  atrial  re- 
cordings may  be  obtained  from 
the  temporary  pacing  wires  in- 
serted routinely  in  these  patients 
during  surgery. 

CASE  REPORT 

A 68-year-old  female  with  a his- 
tory of  myocardial  infarction 


Figure  1.  The  baseline  EGM  reveals  normal  sinus  rhythm  at  94  beats  per  minute,  left  axis  deviation 
(-60°),  and  right  bundle  branch  block.  There  is  evidence  of  an  old  anteroseptal  myocardial  infarction. 
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Figure  2.  A rhythm  strip  obtained  postoperatively.  The  strip  reveals  a salvo  of  nonsustained  wide-QRS 
complex  tachycardia  of  unknown  origin.  The  tachycardia  is  preceded  by  a P wave  and  the  QRS  morphology 
resembles  that  of  the  sinus  beats. 


Figure  3.  The  method  used  to  obtain  unipolar  and  bipolar  electrograms  from  the  patient.  The  lower  limb  electrodes 
(red  and  green)  of  a three-channel  ECG  machine  are  connected  to  the  patient  s lower  extremities  and  the  upper 
limb  electrodes  (black  and  white)  are  connected  to  the  atrial  pacing  wires  with  alligator  clips.  By  simultaneously 
recording  leads  I,  II,  and  III,  bipolar  (lead  I)  and  unipolar  (leads  II  and  III)  EGMs  were  obtained. 


presented  with  unstable  angina 
and  congestive  heart  failure.  Two- 
dimensional  echocardiography 
with  color-flow  Doppler  analysis 
revealed  a mildly  dilated  left  ven- 
tricle, a left  ventricular  ejection 
fraction  of  35  percent,  and 
moderate  mitral  regurgitation. 
An  ECG  revealed  normal  sinus 
rhythm  with  a right  bundle 
branch  block  and  a frontal  axis  of 
-60°  (Figure  1).  The  patient  un- 
derwent cardiac  catheterization. 


which  showed  severe  three-vessel 
coronary  artery  disease.  Based  on 
these  findings,  the  patient  under- 
went coronary  artery  bypass 
surgery. 

Postoperatively,  the  patient  de- 
veloped frequent  salvos  of  a wide- 
QRS  complex  tachycardia  having 
a right  bundle  branch  block  pat- 
tern and  a left  axis  deviation. 
These  nonsustained  tachycardias 
were  associated  with  hypotension 
and  appeared  to  be  initiated  by  a 


P wave  (Figure  2).  A-V  dissocia- 
tion was  not  apparent  on  the 
surface  ECG.  Also,  the  QRS  com- 
plex morphology  during  the 
tachycardia  resembled  that  of  the 
native  QRS  in  both  initial  vector 
and  configuration. 

The  arrhythmia  initially  was 
treated  with  intravenous  pro- 
cainamide, which  had  no  effect. 
Bretylium  tosylate  was  added  but 
it  only  transiently  suppressed  the 
arrhythmia.  After  the  arrhythmia 
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Bipolar  Atrial  Electrogram 


Unipolar  Atrial  Electrogram 


Unipolar  Atrial  Electrogram 


Figure  4.  Unipolar  and  bipolar  electrograms  demonstrating  A-V  dissociation.  The  three  tracings  are 
simultaneously  recorded.  The  first  five  beats  of  the  strip  are  sinus  in  origin.  Following  beat  5,  a six-beat 
run  of  tachycardia  is  seen.  The  next  four  beats  are  sinus.  The  unipolar  EGMs  (leads  II  and  III,  second 
and  third  line)  reveal  both  atrial  and  ventricular  deflections  during  the  sinus  beats  and  AV  dissociation 
during  the  tachycardia.  The  bipolar  atrial  EGM  (lead  I,  top  line)  reveals  a relatively  constant  atrial  rate 
of  75  beats  per  minute  during  the  run  of  tachycardia. 


recurred,  SVT  with  aberrancy  was 
suspected.  Esmolol  and  verapamil 
then  were  added  in  low  doses. 
The  arrhythmia  continued,  and 
worsening  hypotension  was  ob- 
served. 

A definite  diagnosis  of  VT  was 
made  by  directly  recording  atrial 
activity  from  the  temporary  atrial 
pacing  wires  left  in  place  during 
surgery.  In  order  to  obtain  uni- 
polar and  bipolar  electrograms 
(EGMs),  the  lower  limb  elec- 
trodes of  a three-channel  ECG 
machine  were  connected  to  the 
patient’s  left  and  right  legs  and 
the  right  and  left  arm  electrodes 
were  each  connected  to  one  of  the 
atrial  pacing  wires  with  alligator 
clips  (Figure  3).  By  setting  the 
ECG  machine  to  simultaneously 
record  leads  I,  II,  and  III,  uni- 
polar and  bipolar  EGMs  were  ob- 
tained (Figure  4).  The  speed  of 
the  ECG  machine  was  set  at  25 
mm  per  second.  Lead  I (left  arm/ 
right  arm)  results  in  a bipolar 
EGM  since  it  records  electrical 
activity  from  the  two  temporary 
atrial  electrodes.  Leads  II  and  III 
result  in  unipolar  EGMs  since 


they  each  record  electrical  activi- 
ty from  one  atrial  electrode  and 
one  lower  extremity  (the  lower 
extremity  serves  as  the  indifferent 
electrode). 

Figure  5 is  a diagram  of 
simultaneous  unipolar  and  bipolar 
recordings  obtained  from  this  pa- 
tient. The  unipolar  EGM  reveals 
distinct  atrial  and  ventricular 
deflections  during  sinus  rhythm 
(the  first  two  beats).  At  the  arrow, 
a four  beat  run  of  wide-QRS  com- 
plex tachycardia  at  160  beats  per 
minute  occurred.  Atrial  activity 
(marked  “A”)  continues  at  80 
beats  and,  therefore,  A-V  dissocia- 
tion is  present.  Atrial  activity  can 
be  more  distinctly  seen  in  the 
bipolar  EGM  though  ventricular 
deflections  are  more  difficult  to 
discern.  These  recordings  clearly 
demonstrate  the  existence  of  A-V 
dissociation,  confirming  the  diag- 
nosis of  VT.  The  arrhythmia  sub- 
sequently was  treated  successful- 
ly with  high-dose  intravenous 
procainamide. 

DISCUSSION 

Widening  of  the  QRS  complex 


during  SVT  may  be  due  to  bundle 
branch  block,  interventricular 
conduction  delay,  or  latent  pre- 
excitation. Under  these  circum- 
stances, the  QRS  widens  because 
ventricular  depolarization  must 
proceed  through  slower  intra- 
myoeardial  pathways  rather  than 
down  the  normal  conduction  sys- 
tem. Abnormalities  in  the  frontal 
axis  often  are  seen  in  conjunction 
with  bundle  branch  block  pat- 
terns. Ventricular  depolarization 
during  VT  also  occurs  through 
intra-myocardial  pathways  and  an 
abnormal  frontal  axis  frequently  is 
present.  Depending  on  the  site  of 
origin  of  the  VT,  the  QRS  com- 
plex may  be  indistinguishable 
from  aberrantly  conducted  SVT. 

Various  clinical  clues  have 
been  proposed  as  a means  of  dis- 
tinguishing VT  from  SVT  with 
aberrancy.1'5  Generally,  important 
information  can  be  obtained  from 
the  patient’s  cardiac  history,  and 
physical  examination,  and  from  a 
comparison  of  the  wide-QRS 
tachycardia  with  a previous  ECG. 
VT  is  suggested  by  the  following: 
a previous  history  of  myocardial 
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Figure  5.  A detailed  reproduction  of  unipolar  and  bipolar  EGMs  demonstrating  atrial  activity  (“A”)  at  80  beats 
per  minute  and  ventricular  activity  (“V”)  at  160  beats  per  minute  during  a four-beat  run  of  tachycardia.  (EGMs 
retouched  for  clarity.) 


infarction;  A-V  dissociation  or 
supraventricular  capture  beats; 
extreme  left  axis  deviation;  QRS 
complex  duration  of  greater  than 
0.14  seconds  in  a RBBB  pattern 
or  greater  than  0.16  seconds  in  a 
LBBB  pattern;  LBBB  in  associa- 
tion with  right-axis  deviation;  and 
specific  configurations  in  the  QRS 
morphology  in  leads  V!  and  V6.2  3 5 
In  some  instances,  the  nature  of 
the  arrhythmia  still  may  be  uncer- 
tain. In  these  cases,  the  use  of  an 
esophageal  recording  of  left  atrial 
activity  or  a direct  atrial  recording 
may  be  helpful  in  determining  the 
electrophysiologic  mechanism  of 
the  tachycardia.  A-V  dissociation, 
as  demonstrated  by  using  either 
of  these  techniques,  is  pathogno- 
monic for  VT. 

Unfortunately,  patients  who 
present  with  a wide-QRS  com- 
plex tachycardia  and  a stable 
blood  pressure  often  are  assumed 
to  have  SVT  with  aberrancy  and 
are  inappropriately  treated  with 
agents  such  as  verapamil,  result- 
ing in  clinical  deterioration.1 
While  most  cases  of  VT  will 
present  with  hemodynamic  in- 
stability, the  patient’s  blood 


pressure  and/or  mental  status  is 
not  always  a good  indicator  of  the 
origin  of  a wide-QRS  complex 
tachycardia.  The  approach  to  a 
wide-QRS  complex  tachycardia  in 
the  post-open-heart  surgery  pa- 
tient should  be  systematic.  Utiliz- 
ing the  patient’s  history,  physical 
examination,  and  surface  ECG, 
the  mechanism  of  the  tachycardia 
usually  will  be  apparent.  If  not,  a 
determination  of  the  A-V  relation- 
ship usually  will  help  to  distin- 
guish between  VT  and  SVT  (Fig- 
ure 6).  If  A-V  dissociation  is 
present  and  the  ventricular  rate  is 
higher  than  the  atrial  rate,  the 
underlying  arrhythmia  virtually 
always  is  ventricular  in  origin.  If 
the  atrial  rate  is  higher  than  the 
ventricular  rate,  the  mechanism  is 
supraventricular  in  origin.  Oc- 
casionally, 1:1  A-V  association 
may  be  observed.  In  such  situa- 
tions, various  maneuvers  includ- 
ing carotid  massage  and  the  ad- 
ministration of  intravenous  aden- 
osine may  be  helpful  in  determin- 
ing the  mechanism  of  the  tachyar- 
rhythmia. If  the  etiology  of  the 
tachycardia  still  is  undetermined, 
a formal  electrophysiologic  study 


may  be  the  only  means  of  ascer- 
taining the  nature  of  the  ar- 
rhythmia. 

Atrial  pacing  wires  inserted  in 
critically  ill  patients,  including 
noncardiac  surgical  patients,  may 
be  similarly  utilized  for  diagnos- 
ing the  nature  of  tachyarrhyth- 
mias. In  addition,  certain  supra- 
ventricular tachycardias  such  as 
type  I atrial  flutter  and  re-entrant 
atrial  tachycardias  can  be  termi- 
nated with  overdrive  atrial  pac- 
ing. Obviously,  the  primary  obsta- 
cle to  this  approach  is  gaining  ac- 
cess to  the  right  atrium  and  being 
able  to  reliably  and  consistently 
record  atrial  activity  as  well  as 
capture  the  atrial  myocardium 
with  an  external  temporary 
pacemaker.  Temporary  trans- 
venous atrial  leads,  utilizing  a 
pre-formed  “J”  shape,  are  avail- 
able but  must  be  carefully  placed 
into  the  right  atrial  appendage 
under  fluoroscopy.  These  leads 
have  a tendency  to  become  dis- 
lodged, and  also  they  would  serve 
as  a source  for  infection.  Alterna- 
tively, a transesophageal  elec- 
trode can  be  used  in  these  pa- 
tients with  a minimum  of  risk.  In 


760 


NEWJERSEYMEDICINE 


A Systematic  Approach  To 
Wide-QRS  Tachycardias 
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Figure  6.  A systematic  bedside  approach  to  diagnosing  a wide-QRS  complex  tachycardia.  Determining  the  atrioven- 
tricular relationship  using  the  technique  described  can  help  to  definitively  identify  the  tachycardia  mechanism. 


this  approach,  specialized  “pill 
electrodes  are  swallowed  by  the 
patient.  These  electrodes  are 
moderately  reliable  and  readily 
available  commercially.  They  are 
used  for  rapid  atrial  pacing,  but 
could  be  used  to  monitor  atrial 
EGMs  with  the  appropriate  re- 
cording equipment.  Finally,  cer- 
tain thermodilution  right  heart, 

i.e.  Swan-Ganz,  catheters  are 
available  with  proximal  pacing 
electrodes  used  for  temporary 
atrial  or  A-V  sequential  pacing. 
These  can  be  used  in  the  same 
manner  as  the  temporary  epi- 
cardial  pacing  wires  to  record 
atrial  activity  during  tachycardia. 

CONCLUSIONS 

The  surface  ECG  may  not  be 
helpful  in  differentiating  VT  from 
SVT  with  aberrancy.  When  the 
history,  physical  examination,  and 
the  surface  ECG  fail  to  provide 


definitive  evidence  of  either  VT 
or  SVT  with  aberrancy,  determin- 
ing the  A-V  relationship  by  a 
direct  atrial  recording  can  provide 
a vital  clue  in  defining  the 
mechanism  of  a wide-QRS  com- 
plex tachycardia. 

Patients  undergoing  open-heart 
surgery  routinely  receive  tempo- 
rary atrial  pacing  wires.  These 
pacing  wires  can  be  used  to  re- 
cord the  atrial  activity.  Analysis  of 
these  recordings  will  reveal  the 
A-V  relationship  and  will  help  to 
define  the  origin  of  the  tachycar- 
dia. This  technique  should  be  uti- 
lized more  frequently  at  the  bed- 
side in  intensive  care  units  and 
recovery  units.  B 

The  authors  are  affiliated  with  the 
surgical  intensive  care  unit,  Mt.  Sinai 
Medical  Center,  New  York,  and  the 
Division  of  Cardiology,  St.  Joseph’s 
Hospital  and  Medical  Center,  Pater- 
son. The  paper  was  submitted  in  April 


1993  and  accepted  in  June  1993.  Ad- 
dress reprint  requests  to  Dr.  Tullo,  703 
Main  Street,  Paterson,  NJ  07503. 
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Training  in  humanism  is  required  in  internal  medicine  residency 
programs,  but  teaching  and  evaluating  humanism  is  difficult. 
Our  program  integrates  the  study  of  humanities  into  residency 
training  for  professional  and  personal  development;  betterment 
of  communication  skills;  and  understanding  of  ethics. 


Since  1982,  it  has  been  the 
responsibility  of  internal 
medicine  residency  pro- 
grams to  train  residents  in 
humanistic  qualities.1  In  addition, 
the  American  Board  of  Internal 
Medicine  and  the  Residency  Re- 
view Committee  also  place  the 
burden  of  evaluation  on  the  pro- 
grams.2 Although  there  is  general 
agreement  about  the  need  for 
such  training,  implementing  such 
a mandate  has  proved  to  be  less 
easily  accomplished.3  One  prob- 
lem is  the  difficulty  in  defining 
what  we  mean  to  teach. 

In  establishing  our  program, 
we  have  used  these  definitions: 
'human:  n.  a person,  usually 
human  being;  adj.  of  or  charac- 
teristic of  a person  or  persons”; 
“ humane : adj.  having  what  are 
considered  the  best  qualities  of 
mankind;  kind,  tender,  merciful, 
considerate  ; “ humanism : any 

system  or  way  of  thought  or  ac- 
tion concerned  with  the  inter- 
ests and  ideals  of  people”; 
humanistic:  adj.  of  humanism  or 
humanists”;  “ the  humanities:  n. 
the  branches  of  learning  con- 
cerned with  human  thought  and 
relations.”4,5 

One  way  to  accomplish  the  goal 
of  increasing  humanism  among 
physicians  is  to  increase  their  ap- 


preciation of  the  branch  of  learn- 
ing called  the  humanities.6'9  In 
1984,  asserting  that  "the  charac- 
teristic focus  of  the  humanities 
has  been  on  understanding  and 
interpreting  human  life,”  a Hast- 
ings Center  report  proposed  that 
"literary  texts  . . . can  make  a dis- 
tinctive contribution  to  a study  of 
the  issues  that  could  not  be  made 
by  philosophical  works,  just  in 
virtue  of  their  literary  style  and 
structure.  They  immerse  them- 
selves in  the  complex  stories  of 
human  lives  and  evoke  an  activity 
of  emotion  and  imagination  not 
often  cultivated  by  conventional 
philosophical  texts.  10  Of  major 
concern,  however,  is  the  question 
of  how  to  incorporate  the 
humanities  into  a training  situa- 
tion that  already  is  strained  to  ac- 
commodate the  essential  ele- 
ments in  the  broad  specialty  of 
internal  medicine.11 12 

Medical  schools  have  been  suc- 
cessful in  integrating  humanities 
study  into  the  curriculum.13 16  The 
number  of  medical  schools  with 
departments  of  medical  humani- 
ties is  increasing,17  and  the  con- 
nection between  literary  narrative 
and  medical  practice  is  becoming 
clear  as  medical  students  are 
being  trained  in  narrative  tech- 

9 18 

niques. 


Cognizant  of  the  relationship 
between  the  study  of  the 
humanities  and  the  growth  of 
humanistic  awareness,  residency 
programs  in  recent  years  have  of- 
fered optional  conferences  on 
ethics,  the  history  of  medicine, 
and  literature.19  Of  course,  an 
added  benefit  to  programs  such  as 
these  is  the  additional  role  that 
the  humanities  can  play  in  the 
lives  of  busy  physicians  as  a 
means  of  stress  modification. 

We  believe  that  providing  con- 
tinuity for  the  role  of  the 
humanities  in  the  intellectual  de- 
velopment of  the  next  generation 
of  physicians  should  be  a serious 
objective  of  any  residency  pro- 
gram that  hopes  to  train  internists 
who  integrate  the  humanistic 
values  essential  to  the  ethical 
practice  of  medicine  with  the 
clinical  skills  and  technological 
understanding  necessary  for  the 
competent  practice  of  medicine  in 
the  21st  century. 

HUMANITIES  CONFERENCE 

In  1991,  we  established  a pro- 
gram at  Raritan  Bay  Medical 
Center  (RBMC)  designed  to  in- 
corporate the  humanities  into  the 
medical  residency  curriculum. 
Our  program  meets  an  acknowl- 
edged need  in  medical  education 
by  providing  residents,  their 
spouses,  and  attending  physicians 
with  the  opportunity  to  add  the 
humanities  to  residency  training 
already  in  place.  An  appreciation 
of  and  familiarity  with  the 
humanities  can  help  residents  be- 
come better — more  humane  and 
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Table  1.  Three -year  curriculum  for  humanities  conference 
at  RBMC. 

Identity:  Seeking  the  self 

September  1990 
September  1991 
September  1992 

F.  Scott  Fitzgerald,  The  Great  Gatsby 
Saul  Bellow,  Hetulerson,  the  Rain  King 
Mark  Twain,  Huckleberry  Finn 

Family:  Communication  and  silence 

December  1990 
December  1991 
December  1992 

Judith  Guest,  Ordinary  People 

Anne  Tyler,  Dinner  at  the  Homesick  Restaurant 

Willa  Cather,  “Old  Mrs.  Harris” 

Growing  old:  The  generation  gap 

February/March  1991  Flannery  O Connor,  “A  View  of  the  Woods” 

February /March  1992  Willa  Cather,  My  Mortal  Enemy 

February/March  1993  Katherine  Anne  Porter,  “The  Jilting  of  Granny 

Weatherall” 

Ethics:  Private  struggles  and  public  lives 

May  1991 

Novel:  Robert  Penn  Warren,  All  the  King’s  Men 
Film:  Robert  Rossen,  All  the  King’s  Men 

May  1992 

Novel:  Alice  Walker,  The  Color  Purple 
Film:  Steven  Spielberg,  The  Color  Purple 

May  1993 

Novel:  Truman  Capote,  Breakfast  at  Tiffany’s 
Film:  Blake  Edwards,  Breakfast  at  Tiffany’s 

understanding— physicians;  can 
develop  physician  communication 
and  interpretive  skills;  and  can 
provide  a mechanism  for  stress 
reduction  by  training  residents  in 
the  appreciation  of  academic 
fields  other  than  the  sciences. 

A required  humanities  con- 
ference is  held  four  times  a year, 
for  a three-year  cycle  that  in- 
cludes 12  literary  works  and  three 
films  (Table  1).  The  course  is 
structured  around  four  areas  for 
professional  and  personal  de- 
velopment. Each  area  deals 
directly  with  the  humanistic 
qualities  required  for  moral  and 
ethical  behavior  in  the  in- 
terpersonal relationships  a physi- 
cian must  form  and  addresses 
values  or  attributes  judged  essen- 
tial in  a physician:  self-identity, 
which  includes  interaction  with 
peers,  integrity,  honesty,  and 
trustworthiness;  family,  which 
embraces  interaction  with  pa- 
tients, respect,  and  compassion; 


growing  old,  which  incorporates 
interaction  with  patients,  com- 
passion, respect,  and  humility; 
and  ethics,  which  involves  in- 
teraction with  patients  and  peers, 
moral  conduct,  commitment,  inte- 
grity, and  values  (Table  2). 

The  advantage  of  discussing 
these  themes  in  terms  of  a work 
of  fiction  or  a film  rather  than  by 
role-playing  or  case  presentation 
is  that  literary  discussion  com- 
bines the  emotional  involvement 
of  the  reader  with  the  text — fic- 
tional characters  have  their  own 
reality — and  the  objective  dis- 
tance of  the  critic — it  is,  after  all, 
a text  — in  an  investigation  of 
ideas  that  may  be  challenging, 
threatening,  or  provocative 
ideas.20 

Copies  of  short  stories  or  nov- 
els and  discussion  questions  that 
focus  attention  on  the  specific 
themes  of  each  session  are 
provided  by  the  program  one  or 
two  months  before  the  scheduled 


meeting.  Conferences  are  held  in 
the  early  evening,  with  a lecture 
and  discussion  period  followed  by 
dinner.  The  conference  neither 
interferes  with  the  curriculum 
already  in  place  nor  disrupts  the 
working  time  of  the  residency.  An 
evening  meeting  also  allows 
spouses  to  participate,  and  the 
format  encourages  fellowship 
among  the  residents  and  interac- 
tion between  residents  and  at- 
tendings.  Our  basic  structure  easi- 
ly can  be  adapted  to  the  specific 
requirements  of  individual  pro- 
grams with  careful  selection  of 
texts  and  films  to  address  the 
unique  nature  of  each  residency. 

Response  to  this  aspect  of  our 
curriculum  has  been  positive; 
present  PGY-III  residents  will  be 
the  first  class  to  complete  the  full 
cycle  and  their  input  has  helped 
to  define  the  particulars  of  the 
program.  Evaluation  of  humanis- 
tic qualities  remains  an  elusive 
problem.  We  are  investigating 
models  used  for  qualitative 
evaluation  in  other  disciplines  to 
adapt  for  use  in  our  program.  We 
plan  to  implement  an  anonymous 
self-evaluation  tool  to  obtain  resi- 
dents’ perception  of  their  growth 
in  humanistic  values  and  behavior 
over  the  period  of  their  residency 
training.  We  ask  for  specific,  writ- 
ten feedback  that  assesses  both 
strengths  and  weaknesses  from 
the  chief  resident.  We  find  that 
what  we  learn  from  and  about 
individual  residents  as  they 
participate  in  the  humanities  con- 
ference is  of  particular  help  when 
we  meet  as  faculty  for  resident 
evaluations.  We  believe  that  the 
benefits  of  the  program  in  terms 
of  a real  appreciation  for 
humanistic  values,  growth  of 
emotional  insight,  and  stress  re- 
duction outweigh  our  inability  to 
provide  a quantitative  analysis  of 
the  effects  of  the  program. 

EXPANDING  THE  PROGRAM 

We  have  expanded  the  pro- 
gram to  include  communication 
skills.  The  first  skill  we  concen- 
trate on  is  clarity  in  writing  his- 
tories and  physicals,  case  presen- 
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Table  2.  Humanistic  qualities  fostered  by  core  themes. 

The  four  areas  worth  exploring  for  both  professional  and  personal  development 
deal  directly  with  the  humanistic  qualities  required  for  moral  and  ethical 
behavior  in  the  interpersonal  relationships  a physician  must  form. 

Identity:  Seeking  the  self 
(Personal  development) 


Interaction  with  peers 
Honesty 


Integrity 

Trustworthiness 


Family:  Communication  and  silence 
(Communication  skills) 


Interaction  with  patients 
Compassion 


Respect 

Empathy 


Growing  old:  The  generation  gap 
(Human  relationships) 


Interaction  with  patients 
Respect 


Compassion 

Humility 


Ethics:  Private  struggles  and  public  lives 
(Ethics) 


Interaction  with  patients 
Interaction  with  peers 
Commitment 


Values 

Moral  conduct 
Integrity 


tations,  abstracts,  and  research 
papers.  Each  resident  works  on  a 
one-to-one  basis  with  the  chief 
resident  and  the  humanities 
director  on  individual  presenta- 
tions for  grand  rounds  and 
morbidity  and  mortality  con- 
ferences. Clear  writing  depends 
on  clear  thinking.  The  process  of 
constructing  a significant  nar- 
rative requires  careful,  thoughtful 
assessment  of  the  pertinent  de- 
tails of  each  case,  and  individual 
problems  in  writing  skills  can  be 
addressed  as  needed.  Oral 
presentations  have  improved  as 
the  quality  of  preparation  and 
clarity  of  writing  have  improved. 

The  skills  necessary  for  reading 
and  understanding  literature  are 
the  same  skills  necessary  for  read- 
ing and  understanding  patients’ 
stories.9,20  In  fact,  from  the  pa- 
tient’s point  of  view,  the  hu- 
manism of  any  physician  most 
often  is  judged  by  the  physician’s 
ability  to  accurately  and  sensitive- 
ly translate  that  story,  told  from 
a perspective  often  rooted  in  pain 
and  fear,  into  a medical  history 
that  yields  symptoms,  diagnosis, 
and  treatment.  Smith  and  Hoppe 
have  convincingly  demonstrated 
the  need  for  integrating  patient- 
centered  approaches  in  interview- 
ing techniques  into  the  traditional 
physician-centered  approach  in 
order  to  arrive  at  the  patient’s 
biopsychosocial  story.22  The  posi- 
tion of  the  physician  is  that  of  the 
patient’s  translator,  an  advocate  in 
the  confusing  medical  world,  a 
spokesperson  for  those  who  have 
no  medical  language  with  which 
to  communicate.  To  hone  those 
analytic  and  interpretive  skills 
necessary  for  selection  and  inte- 
gration, we  have  initiated  small 
group  sessions  that  meet  for  one 
hour  once  a month  during  the  day 
to  read  and  discuss  a short  story, 
chosen,  unlike  the  literature  for 
the  humanities  conference,  spe- 
cifically for  its  relevance  to 
medicine.  The  emphasis  is  on  in- 
terpreting the  story,  understand- 
ing the  significance  of  details,  and 
investigating  the  techniques 
writers  use  to  construct  the  nar- 


rative. We  plan  to  expand  this  to 
allow  residents  an  opportunity  to 
construct  narratives  based  on 
their  actual  contact  with  patients. 
Although  this  part  of  the  program 
is  still  too  new  for  us  to  draw 
significant  conclusions,  the  ex- 
perience of  educators  on  the 
medical  school  level  suggests  that 
it  should  yield  good  results.615 

We  are  encouraged  by  the 
enthusiasm  of  our  residents  and 
excited  by  the  prospect  of  a new 
generation  of  internists  who  will 
be  both  competent  and  more 
humane. 

SUMMARY 

Training  in  humanistic  qualities 
is  required  in  internal  medicine 
residency  programs,  but  the 
means  of  teaching  these  values 
and  the  evaluation  of  humanism 
remains  difficult.  The  humanities 
help  focus  on  integrity,  honesty, 
trustworthiness,  respect,  em- 
pathy, compassion,  humility,  and 


moral  conduct  in  patient  and  peer 
interaction.  Our  program  adds 
study  in  the  humanities  to  re- 
sidency training  already  in  place. 
A required  humanities  conference 
is  structured  around  four  core 
areas  worth  exploring  for  both 
professional  and  personal  de- 
velopment. ■ 
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Take  Home 
A Piece  Of  History 


Sigmund  Freud,  the  founder  of  psychoanalysis  responds  to  an  inquiry  from  American  Gladys  Barnes  with  this  EXTRAORDINARILY 
RARE,  HANDWRITTEN  IN  ENGLISH  correspondence: 

Vien  May  27,  1923 

Dear  Miss  Barnes, 

I am  sorry  nothing  can  be  done  in  a few  days.  When  in  Vienna  call  on  me  on  Monday-Wedn-Friday 
3-4. 

Sincerely  yours, 

Freud 


Miss  Barnes  was  travelling  through  Europe  with  letters  of  introduction  from  noted  American  psychiatrist  Miss  Smith-Ely  Jellify 
with  the  intent  of  meeting  all  of  the  world  re-known  psychiatrists  of  her  day  including  Von  Mankow  and  Jung. 


This  fabulous  display  features  the  original  handwritten  stamped,  dated  and  signed  correspondence  from  Freud,  along  with  an 
11x14  bust  portrait  photo  of  the  founder  of  psychoanalysis,  and  a letter  of  introduction  from  Miss  Smith-Ely  Jellify,  and  a 
brass  information  plate.  It  is  framed  in  dark  walnut  molding  with  silk  backing  and  gold  filets.  Overall  size  of  this  museum  quality 
piece  is  @ 24  x 36. 


mwlkdim ! 


The  Galleria 


2-40  Bridge  Ave.,  Bldg.  #3 
Red  Bank,  NJ 

(908)  747-3858 


Gailery  Hours: 

Mon. -Sat.  10  a.m.-9  p.m. 
Sun.  12  noon-6  p.m. 
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The  new  CLIA  category: 

Physician-performed 

microscopy 


Kathleen  Voldish,  CLA  (ASCP) 


The  newest  additions  to  the  Clinical  Laboratory  Improvement 
Amendment  (CLIA)-88  regulations  are  in  the  physician’s 
interest.  It  is  hoped  this  trend  will  continue  as  the  Health  Care 
Financing  Administration  (HCFA)  reviews  physician  comments 
on  the  regulations. 


There  is  a new  Clinical 
Laboratory  Improvement 
Amendment  (CLIA)  test 
category  of  physician- 
performed  microscopy.  This  new 
classification  benefits  physicians, 
especially  obstetricians/gynecolo- 
gists and  urologists,  who  do  not 
perform  moderately  complex  tests 
other  than  microscopic  proce- 
dures. This  category  provides  two 
benefits:  the  laboratory  will  not 
be  subject  to  routine  inspection 
for  accreditation,  and  the  fee  for 
a certificate  is  a low,  renewable 
fixed  rate.  This  article  also  up- 
dates the  addition  of  a reclassified 
hemoglobin  test  to  the  waivered 
test  category. 

On  January  19,  1993,  Federal 
Register  published  technical  cor- 
rections to  the  original  Clinical 
Laboratory  Improvement  Amend- 
ments (CLIA)  regulations  and  an- 
nounced the  newly  created  physi- 
cian microscopy  certificate  cat- 
egory. This  amendment  resulted 
from  16,000  physician  responses 
to  the  February  28,  1992,  CLIA 
regulations  and  a challenge  by  the 
American  Medical  Association 
(AMA).  Originally,  the  AMA  lob- 
bied for  a professionally  waived 
test  category;  the  resulting  rule  is 
a compromise.  When  the  Health 
Care  Financing  Administration 


(HCFA)  reviewed  the  comments 
on  physician-performed  micro- 
scopic procedures,  it  concluded 
that  these  tests  did  not  fit  the  set 
criteria  for  waived  tests  and 
would  not  be  recategorized. 
HCFA  felt  that  microscopic  ex- 
amination required:  skill  in  lab- 
oratory technique  such  as  proper 
collection  and  preparation  of  the 
specimen;  knowledge  of  micro- 
scope use;  knowledge  of  morphol- 
ogy of  organisms  and  other 
microscopic  structures;  in- 
terpretive skills  to  decide  the 
significance  of  elements  observed; 
and  the  ability  to  distinguish 
medically  significant  organisms 
and  structures  from  background 
debris  and  artifacts. 

The  conclusion  is  that  physi- 
cians have  this  skill  through  ex- 
perience and  extensive  medical 
training.  In  addition,  physicians 
have  education  and  experience 
greater  than  that  required  by 
CLIA  personnel  standards  for 
moderately  complex  tests.  There- 
fore, if  a physician  does  the  test, 
the  assurance  and  accuracy  can 
be  maintained  and  inspection 
would  be  impractical  and  unnec- 
essary. 

To  be  placed  in  this  category, 
the  procedure  must  meet  those 
previously  mentioned  and  the 


following  criteria:  be  a 

microscopic  examination  of 
moderate  complexity;  require 
specimen  processing  or  limited 
handling,  which  if  delayed,  could 
compromise  the  accuracy  of  the 
result;  must  be  performed  by  the 
physician  in  conjunction  with  a 
physical  examination  ol  his  own 
patient;  and  have  limited  or  no 
controls  that  monitor  the  com- 
plete test  process. 

The  new  category  acknowl- 
edges the  unique  aspects  of 
physician-performed  tests.  The 
final  regulations  have  not  cate- 
gorized these  tests  as  waived — 
they  are  a test  level  and  certificate 
unique  to  themselves.  All  the 
procedures  in  this  category  re- 
main classified  as  moderate  com- 
plexity if  performed  by  anyone 
other  than  the  physician,  e.g. 
nurse,  technician,  medical  assis- 
tant. The  regulation,  entitled 
“Corrected  Amendments,”  be- 
came effective  immediately  with 
a 60-day  comment  period. 

The  following  tests  are  in  this 
new  category:  wet  mounts  includ- 
ing preparations  of  vaginal, 
cervical,  or  skin  specimens;  all 
potassium  hydroxide  (KOH) 
preparations;  pinworm  examina- 
tions; fern  tests;  postcoital  direct 
tests;  qualitative  examination  of 
vaginal  or  cervical  mucous;  and 
urine  sediment  examinations. 

If  these  are  the  only  tests  a 
physician  performs,  alone  or  in 
addition  to  waived  tests,  this  is 
the  certificate  to  obtain.  The 
laboratory  may  apply  for  it  alone, 
in  combination,  or  in  addition  to 
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a waivered  test  certificate.  Appli- 
cation forms  are  available  by  call- 
ing HCFA  at  1/410/966-6801.  If 
a physician  is  in  the  moderate 
complexity  group  solely  because 
of  these  tests,  then  the  physician 
must  file  for  a new  certificate  im- 
mediately. If  a physician  is 
performing  other  moderate  com- 
plexity tests  besides  these  tests, 
there  is  no  need  to  obtain  this 
certificate. 

The  new  category  is  not  with- 
out rules.  Many  moderate  com- 
plexity regulations  apply  to  this 
test  category  and  cannot  be  over- 
looked, including:  registration 

and  required  certificate,  person- 
nel documentation  — the  physi- 
cian is  named  as  director  and  test- 
ing personnel;  general  adminis- 
tration; certificate  of  accreditation 
(if  applicable);  proficiency  testing 
(if  desired — not  required);  and 
patient  test  management  and 
quality  assurance  plan  that  in- 
cludes documented  specimen  col- 
lection, specimen  handling,  test 
procedures,  quality  control  (only 
if  available  for  test  and  specified 
by  manufacturer),  and  adequate 
recordkeeping. 

HCFA  or  its  designee  (private 
or  state  accrediting  body)  must  be 
notified  within  30  days  of  any 
changes  in  ownership,  company 
name,  location,  or  name  of  the 


director.  HCFA  must  be  notified 
within  six  months  of  any  changes 
that  occur  in  methodology,  ad- 
ditions, or  deletions  of  the  tests. 
If  a physician  adds  or  deletes  a 
test  from  this  category  that 
changes  the  test  level  category, 
the  office  must  apply  for  the  ap- 
propriate certificate  and  pay  any 
fees  associated  with  the  new 
certificate. 

The  physician-performed  mi- 
croscopy certificate  is  valid  for 
two  years,  and  may  be  renewed 
by  mail  without  inspection  at  a 
cost  of  $150  (biennial). 

The  new  category  is  not  subject 
to  routine  inspection,  with  the 
following  exceptions:  to  evaluate 
complaints  from  the  public  or  to 
check  if  the  laboratory  is  perform- 
ing tests  (moderate  complexity) 
not  included  in  this  category. 

CLIA  WAIVER  CATEGORY 
UPDATE 

The  January  14,  1993,  Federal 
Register  added  one  procedure  to 
the  waived  category — hemoglobin 
tests  that  satisfy  the  following: 
“Hemoglobin  by  single  analyte  in- 
struments with  self-contained  or 
component  features  to  perform 
specimen/reagent  interaction, 
providing  direct  measurement 
and  readout.’  An  example  of  this 
instrument  is  the  HemoCue.  This 


is  the  only  test  added  to  the 
waived  category.  If  this  is  the 
only  moderate  complexity  test 
performed,  a physician  should 
write  to  HCFA  and  file  an 
amended  certificate,  changing  the 
category  from  moderate  to  waived 
category.  The  physician  will  not 
have  to  participate  in  proficiency 
testing  or  be  routinely  inspected 
for  this  test. 

CONCLUSION 

The  newest  additions  to  the 
CLIA-88  regulations  again  are  in 
the  physician’s  favor.  It  is  hoped 
this  trend  will  continue  as  HCFA 
continues  to  review  physician 
comments  on  the  regulations.  I 
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in  the  V 

inedoni  of  Siam 

Sandra  W.  Moss,  MD 


Charles  Braddock,  MD,  lived  and  worked  in  Siam  from  1902 
to  1906.  He  was  recognized  as  an  expert  in  the  management 
of  epidemic  diseases  including  smallpox,  bubonic  plague, 
cholera,  and  malaria.  At  his  death  in  1916,  Dr.  Braddock  was 
noted  to  have  a worldwide  reputation. 


At  a regular  meeting  of  the 
Camden  County  Medical 
Society  in  1907,  it  was 
announced  that  Charles 
Shreve  Braddock,  Jr,  MD,  had  re- 
turned after  “a  five  years  absence 
in  far  off  Siam.  1 Dr.  Braddock 
had  been  a general  practitioner 
before  leaving  New  Jersey  in 
1902  to  join  the  battle  against  the 
endless  tropical  epidemics  that 
decimated  Siam. 

PHYSICIAN  AND  DRUGGIST 

Dr.  Braddock  was  bom  in  Had- 
donfield  on  January  17,  1863.  His 
father,  a pharmacist,  owned  the 
local  apothecary  shop  and  was  a 
leading  citizen  of  the  town. 
Following  in  his  father  s footsteps, 
Dr.  Braddock  graduated  from  the 
Philadelphia  College  of  Pharmacy 
in  1886;  by  1890,  he  had  taken 
over  his  father’s  shop.2  A few 
years  later,  he  returned  to 
Philadelphia  and  graduated  from 
Jefferson  Medical  College  in 
1896.  In  1897,  he  held  a teaching 
appointment  at  Jefferson  as  an  as- 
sistant demonstrator  in  pediatrics 
and  surgery.  Dr.  Braddock  then 
opened  an  office  for  the  general 
practice  of  medicine  in  his  family 
home  in  Haddonfield. 

Medicine  was  Dr.  Braddock’s 
career,  but  the  true  love  of  his 


early  life  was  the  Navy.  In  1884, 
he  became  a private  in  the  New 
Jersey  National  Guard.  By  1886, 
he  was  a first  lieutenant  in  charge 
of  a gun  detachment.  Dr.  Brad- 
dock helped  organize  the  New 
Jersey  Naval  Reserves,  and  joined 
the  newly  formed  Battalion  of  the 
West  as  a junior  grade  lieutenant 
in  1895.3 

With  the  outbreak  of  the 
Spanish-American  War  in  1898, 
Dr.  Braddock  transferred  to  the 
regular  Navy  for  temporary  war- 
time service.  Headlines  in  The 
Haddonfield  Tribune  of  May  14, 
1898,  noted  he  was  a local  hero.4 
He  led  his  men  past  cheering 
crowds  and  a blaze  of  bunting 
down  Main  Street  to  the  railway 
station  for  the  trip  to  the  Brooklyn 
Navy  Yard.  Dr.  Braddock  was  de- 
tailed for  duty  on  the  cruiser. 
Resolute.  Carrying  ammunition, 
mines,  and  gunpowder,  the  Res- 
olute came  under  fire  from  the 
Spanish  fleet  in  Cuba  at  the 
Battle  of  Santiago  on  July  3,  1898. 
As  officer  of  the  deck,  Dr.  Brad- 
dock, “cool  and  steady  under 
fire,’  fought  flames  only  feet  away 
from  the  explosive  cargo  (Figure 
l).5  He  again  saw  action  at 
Manzanillo,  the  final  battle  of  the 
war.  Although  Dr.  Braddock  did 
not  serve  as  a medical  officer,  he 


witnessed  the  desolation  of 
Havana  and  saw  men  stricken 
with  yellow  fever  and  malaria.  He 
became  acquainted  with  Dr. 
Aristides  Agramonte,  a Cuban 
physician,  who  later  was  ap- 
pointed to  the  Yellow  Fever  Com- 
mision  headed  by  Walter  Reed.6 
Discharged  from  the  Navy  on  De- 
cember 1,  1898,  Dr.  Braddock  re- 
turned to  the  Naval  Reserves,  ris- 
ing to  the  rank  of  lieutenant  of  the 
Battalion.3 

Dr.  Braddock’s  final  military 
battle  was  a lengthy  struggle  for 
official  recognition  of  the  Resolute 
and  her  men.  The  naval  com- 
mander at  Santiago  refused  to  list 
the  Resolute  among  the  ships  tak- 
ing active  part  in  the  battle.  Dr. 
Braddock  rallied  the  press  and 
the  New  Jersey  governor’s  office 
to  his  cause,  and  in  1902  the  of- 
ficers and  crew  of  the  Resolute 
were  awarded  medals  and  a share 
of  the  prize  money  from  captured 
Spanish  vessels. 

In  late  1898,  Dr.  Braddock  re- 
turned to  medical  practice  in 
Haddonfield.  Cases  of  pertussis, 
scarlet  fever,  diphtheria,  typhoid 
fever,  malaria,  and  smallpox  were 
recorded  by  physicians  of  the 
area.  Physicians  strongly  sup- 
ported the  smallpox  vaccination, 
which  was  not  required  by  law. 
Dr.  Braddock  reported  to  the 
May  1902  meeting  of  the  Camden 
County  Medical  Society  that 
Haddonfield  had  eight  cases  of 
smallpox  with  no  deaths.7 

One  of  the  members  of  the 
Camden  County  Medical  Society 
was  Dr.  Jennings,  whose  niece 
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Figure  1.  Dr.  Braddock  was  a deck  officer  when  the 
Resolute  saw  action  during  the  Spanish- American  War. 
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Figure  2.  Pamphlets  written  by  Dr.  Braddock  were  trans- 
lated into  Siamese  and  distributed  to  the  population. 


was  married  to  Howard  Adamsen, 
MD,  a physician  serving  with  the 
American  Baptist  Missionary 
Union  in  Siam.  Mrs.  Adamsen 
was  looking  for  an  assistant  for 
her  overworked  husband.  In  a let- 
ter dated  January  14,  1901,  Mrs. 
Adamsen  wrote  to  Dr.  Braddock 
about  her  husbands  practice 
among  the  people  of  Siam.  She 
thought  that  Dr.  Adamsen  would 
welcome  Dr.  Braddock  as  a col- 
league, and  urged  him  to  write  to 
her  husband.8 

It  is  unclear  what  prompted 
this  39-year-old  physician  to  risk 
his  health  and,  possibly,  his  life  in 
Siam,  a country  of  tropical  dis- 
ease, miasmic  heat,  and  medieval 
politics.  Whatever  the  reason,  Dr. 
Braddock  accepted  the  invitation, 


resigned  from  the  Naval  Re- 
serves, closed  his  practice,  and 
sailed  for  Siam. 

MEDICAL  LIFE  IN  SIAM 

Dr.  Braddock  was  one  of  many 
physicians  from  England,  France, 
Denmark,  Germany,  and  the 
United  States  who  converged  on 
Siam  during  the  early  years  of  the 
20th  century.  Hamilton  King,  the 
American  ambassador,  wrote  that 
Dr.  Braddock  “engaged  in  a very 
active  and  varied  practice  for 
some  years.  His  practice  was 
among  the  princes  and  nobility  of 
the  land  and  in  the  royal  palace.” 
In  time,  he  became  a physician  to 
the  American  delegation.9 

Dr.  Braddock’s  first  govern- 
ment appointment  was  the  direc- 


torship of  the  Royal  Vaccine  and 
Bacteriological  Laboratory  in 
1903.  Smallpox,  according  to  Dr. 
Braddock,  caused  more  deaths  in 
Siam  than  all  other  endemic  dis- 
eases combined.  Working  with 
Dr.  Adamsen,  he  developed  a 
bovine  smallpox  vaccine  that  was 
stable  in  the  Siamese  climate.10 
With  the  help  of  all  available 
Siamese  and  foreign  physicians, 
the  government  successfully  vac- 
cinated 400,000  people  in  two 
years.11 

In  1907,  Dr.  Braddock  wrote  to 
the  Camden  County  Medical 
Society:  “Fought  through  two 

epidemics  of  Asiatic  cholera  and 
one  of  bubonic  plague.  Have 
personally  attended  over  1,000 
cases  of  cholera  and  nearly  200 
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Figure  3.  Dr.  Braddock  appears  thin  and  weak  in  1906.  The  photograph  probably  was  taken  immediately  before 
his  departure  from  Siam. 


cases  of  bubonic  plague.”10  The 
cholera  that  Dr.  Braddock  ob- 
served killed  quickly,  sometimes 
within  hours.  He  recognized  that 
“one  of  the  most  important  things 
in  the  treatment  is  to  keep  the 
blood  serum  where  it  belongs, 
namely,  in  the  blood  vessels; 
in  a large  proportion  of  the  severe 
cases,  shock  and  heart  failure 
cause  death,  as  in  poisoning  from 
cobra  bite.”  Dr.  Braddock  s treat- 
ment, which  stressed  the  urgency 
of  aggressive  therapy,  began  with 
creosote  compound  (cocaine, 
creosote,  cerium  oxalate,  pepsin, 
and  nux  vomica)  followed  by  a 
compound  of  morphine,  hyoscy- 
amus,  nitroglycerin,  capsicum, 
camphor,  and  digitalis.  Diarrhea 
was  controlled  by  large  doses  of 
tannic  acid.  Dr.  Braddock  claimed 
great  success:  “When  we  can  con- 
trol the  food  and  water  supply 
and  secure  reasonably  sanitary 
conditions,  wonderful  results  as  to 
prevention  are  obtained.”12 


Leaving  the  relative  comfort 
and  safety  of  Bangkok,  Dr.  Brad- 
dock traveled  by  foot,  horse, 
elephant,  and  canoe  in  large  of- 
ficial entourages  through  steam- 
ing jungles  from  the  Malay 
Peninsula  to  the  Indo-Chinese 
frontier.  Bubonic  plague  was 
fought  village  by  village.  With 
enormous  energy  and  determina- 
tion, he  set  up  “detention”  camps 
to  isolate  suspected  plague  vic- 
tims. As  a diagnostic  test,  he  gave 
a single  dose  of  quinine  to  every 
villager  with  fever — defervesence 
within  six  hours  ruled  out  plague. 
Those  who  did  not  respond  to 
quinine  were  often  dead  from  the 
plaque  within  a day.  Under  his 
personal  supervision,  villages 
were  disinfected,  rats  killed,  and 
all  surfaces  scrubbed  with  crude 
coal  oil. 

In  1907,  Dr.  Ezra  Sharp  of 
Camden  reported  that  “malarial 
fevers  are  uncommon,  quite  in 
contrast  to  what  it  was  prior  to 


one-third  of  a century  ago.”10  Dr. 
Sharp  observed  that  the  years  his 
fellow  member,  Dr.  Charles 
Braddock,  had  spent  in  Siam  had 
given  him  unbounded  opportuni- 
ty for  studying  malarial  fever.  Dr. 
Braddock  wrote  that  the  province 
of  Bangtuphan  was  called  the 
country  of  the  ghosts  because 
“the  death  rate  from  pernicious 
malarial  fever  has  been  so  large 
in  centuries  past  that  the  country 
has  been  absolutely  depopulated 
and  the  people  believe  in  spirits 
that  are  wicked  and  cause  all 
human  suffering.”6 

At  the  turn  of  the  century,  the 
key  to  controlling  malaria  was  the 
destruction  of  mosquito  larvae  in 
standing  water  and  the  use  of 
protective  netting.  Dr.  Braddock 
was  aware  of  the  accepted  scien- 
tific theory  about  the  role  of  mos- 
quitoes in  the  transmission  of 
malaria  when  he  went  to  Siam  in 
1902.  But  long  nights  on  a naval 
vessel  at  anchor  in  Cuba  and  long 
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Figure  4.  This  portrait  of  Dr.  Braddock  was  taken  late  in  his  life,  perhaps 
while  he  was  working  in  New  York  City. 


months  in  Siamese  jungles  led 
him  to  a different  conclusion.  Dr. 
Braddock  believed  that  “while  the 
mosquito  is  a potent  factor  in 
[malaria’s]  development,  that  its 
origin  is  in  the  soil  which  is 
protected  from  the  sun’s  rays,  [the 
parasite  is]  especially  soluble  in 
water,  and,  that  in  Siam,  the 
avoidance  of  the  shade  of  the 
jungle,  and  the  drinking  of  all 
surface  waters,  unless  boiled,  are 
a much  safer  protection  from 
fever  than  the  mosquito  net.  10 

CHIEF  MEDICAL 
INSPECTOR 

In  1906,  the  government  of 
Siam  recognized  the  value  of  Dr. 
Braddock’s  work:  “Owing  to  my 
representations  to  the  Siamese 
government,  showing  the  great 
loss  of  life  from  preventable  dis- 


ease, the  medical  and  hospital 
systems  of  the  country  were  en- 
tirely reorganized,  and  I was 
placed  in  entire  charge  with  title 
of  chief  medical  inspector,  with 
8,000,000  people  and  250,000 
miles2  of  territory  to  look  after.  ”10 
In  1906  and  1907,  he  wrote 
public  health  policies  that  were 
later  formulated  into  law.  The 
government  distributed  hundreds 
of  thousands  of  Dr.  Braddock’s 
pamphlets  on  subjects  such  as 
beriberi,  plague,  cholera,  dysen- 
tery, malaria,  and  snake  bites 
(Figure  2).  With  his  appointment 
to  high  government  office,  Dr. 
Braddock  was  committed  to  a 
long  career  in  Siam. 

But  within  a few  months,  Dr. 
Braddock  was  forced  to  leave 
Siam.  He  explained  the  circum- 
stances to  his  Camden  colleagues: 


“Owing  to  the  great  amount  of 
work,  the  great  hardship  in  travel- 
ing (I  killed  four  horses  on  the 
last  trip),  the  great  nervous  strain 
in  personally  fighting  plague  and 
cholera  (twice  I was  infected  with 
cholera  after  attending  patients), 
and  the  work  done  for  weeks  in 
a tropical  temperature,  often  run- 
ning to  140° F (sic),  my  health 
broke  down  entirely  and  I was 
forced  to  leave  the  country  to  save 
my  life.  10  Carried  by  natives 
from  the  interior,  he  was  taken  to 
Hong  Kong  (Figure  3)  and  later 
to  Italy.  Dr.  Braddock  finally  ar- 
rived at  his  Haddonfield  home  in 
April  1907.  Later  that  month,  he 
was  well  enough  to  attend  the 
annual  meeting  of  the  Camden 
County  Medical  Society,  but  he 
was  incapable  of  resuming  the 
rigors  of  general  practice. 

TROPICAL  DISEASE  EXPERT 

On  May  22,  1907,  a Siamese 
diplomat  in  Washington,  DC, 
wrote  to  Dr.  Braddock:  “The  King 
of  Siam,  my  August  Sovereign, 
has  been  graciously  pleased  to 
confer  upon  you  the  Order  of  the 
Crown  of  Siam,  Fourth  Class.  ”8 
Also  referred  to  as  the  Order  of 
The  White  Elephant,  this  was  an 
honor  rarely  awarded  to 
foreigners.10  At  this  time,  Dr. 
Braddock  accepted  the  post  of 
medical  examiner  for  the  In- 
terborough Rapid  Transit  Com- 
pany in  New  York  City.  Residing 
at  the  Hotel  St.  George  on  Broad- 
way, Dr.  Braddock  had  ample 
time  to  write  and  lecture  about 
his  great  adventure  (Figure  4). 
His  articles  about  Siam  appeared 
in  popular  magazines.  An  invita- 
tion to  join  the  Circumnavigator’s 
Club  honored  and  delighted  him, 
and  he  contributed  to  that  Socie- 
ty s publication,  The  Log. 

Between  1907  and  1914,  Dr. 
Braddock  published  14  medical 
articles,  most  of  them  in  the  Neiv 
York  State  Medical  Journal.  He 
wrote  on  malaria,  Asiatic  cholera, 
smallpox  vaccination,  leprosy, 
snake  bites,  beriberi,  and  bubonic 
plague.  He  became  a crusader  on 
the  subject  of  malaria  trans- 
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mission,  continuing  to  insist  that 
malaria  was  carried  by  water  and 
soil  as  well  as  by  mosquitoes. 

In  1911,  bubonic  plague  swept 
China,  and  the  New  York 
newspapers  turned  to  Dr.  Brad- 
dock  as  an  expert  with  vast 
personal  experience.  In  1915,  he 
took  up  the  cause  of  beriberi 
prevention,  enlisting  the  help  of 
the  United  States  Department  of 
Agriculture,  the  Rockefeller 
Foundation,  and  government  of- 
ficials in  Siam  in  urging  cul- 
tivation of  the  Madagascar  butter 
bean  in  the  Far  East.8  Dr.  Brad- 
dock’s  final  contribution  to 
medicine  was  an  attempt  to  bring 
his  vast  experience  in  tropical 
medicine  to  a poliomyelitis 
epidemic  that  was  sweeping  New 
York  and  New  Jersey.  In  a letter 
to  the  editor  of  the  New  York 
State  Medical  Journal,  he  noted 
the  similarities  between  yellow 
fever  and  poliomyelitis.  Because 
“infantile  paralysis”  occurred 
among  wealthier  families  with 
good  sanitation,  Dr.  Braddock 
reasoned  that  a vector  such  as  the 
mosquito  also  might  carry  polio.13 

In  November  1916,  at  the  age 
of  54,  Dr.  Braddock  suffered  a 
stroke.  He  was  “brought  home  to 
linger  through  the  winter  months 
and  to  die  in  his  native  town  on 
March  23,  1917. ”3  His  obituary  in 


The  New  York  Times  called  him 
an  “expert  in  plagues”  and  noted 
that  he  had  won  a “worldwide 
reputation”  for  the  heat-resistant 
smallpox  vaccine  he  developed 
shortly  after  arriving  in  Siam.14 
The  Camden  County  Medical 
Society  held  an  urgent  meeting 
and  appointed  four  honorary 
pallbearers.  His  casket  was  borne 
by  six  men  who  had  served  under 
him  on  the  Resolute  and  he  was 
lowered  into  his  grave  at  the  Had- 
donfield  Baptist  Church  to  the 
sound  of  taps.13  ■ 

Acknowledgment:  Ms.  Kath- 
erine Tassini  of  the  Haddonfield 
Historical  Society  provided  in- 
valuable research  assistance.  The 
accompanying  four  photographs 
are  from  Dr.  Braddock’s  papers  in 
the  archives  of  the  Haddonfield 
Historical  Society. 
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nience, he'll  arrange  for  a demo  presentation  at 
your  office  or  home  in  the  model  of  your  choice. 
Service  Replacement  Cars  available  when  your 
vehicle  is  in  for  our  award-winning  service. 
CALL  TODAY:  1-201-912-9000 


ACURA 

^4^out^^^pnngfield^^^a^^2-900^- 


The 

Medical  Billing  Company 


Professional  Billing  Agents  Since  1972 


908  - 679  - 2200 


We  Offer 
Biffing  Services 

BETTER 

And 

LESS  EXPENSIVE 

Than  ANY  Other 
Billing  Company! 

(Call  For  Details) 


t/  Specialists  In  Patient  Billing 
t/  Electronic  Claim  Submission  to  ALL  3rd 
Party  Payors 

\/  Pre-Collection  Services 
^ Member  of  the  International  Association  ot 
Billing  Sen/ices  (I.A.B.S.) 


Choosiniq 
TUeJUqUt 
BilliNq  CoivipANy 
Has  Its 
REWARds  !! 

3346  U.S.  Highway  #9, 
Old  Bridge.  NJ 
08857-3039 
Tel:  (908)  679-2200 
Fax:  (908)  679-1352 


a /Excellence  in 

/lRCHITECTURE 


Specializing  In: 

■ Nursing  Homes 

■ Congregate  Care 

■ Medical  Buildings 

& Doctors' Offices 


HaRsen&joms 

arcHuecTS  & enGineers 


230  West  Passaic  Street  / Maywood,  NJ  07607 
Phone:  201-845-9000 


Is  your 
practice 
ready  for 
managed 
healthcare? 


With  President 
Clinton  committed 
to  managed  compe- 
tition, now  is  the 
time  for  you  to 
solidify  contracts 
with  managed  care  organizations  that  can  direct 
patients  to  your  office  — HMOs,  PPOs,  TPAs,  self- 
insured  companies  and  others. 

CPR  maintains  a complete  database  of  managed 
healthcare  companies  licensed  to  operate  in  New 
Jersey.  Our  experienced  tea  m ca  n handle  all  of  your 
contracting  needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 

This  service  is  available  to  individual  and  group 
practices. 


CWl 


CPR  Medical  Marketing  & Communications 

Hackensack,  Neui  Jersey  • 201-342-9111 
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Impact  of  funding  void  for 
graduate  medical  education.  As 
the  health  care  reform  debate 
heats  up,  I would  like  to  share 
some  thoughts  on  an  issue  that 
could  affect  our  ability  to  con- 
tinue to  provide  quality  health 
care  to  New  Jerseyans  in  the 
future.  The  following  is  excerpted 
from  my  opinion  piece  on  financ- 
ing graduate  medical  education 
that  appeared  in  the  August  16, 
1993,  edition  of  The  (Bergen) 
Record. 

In  addition  to  the  care  they  re- 
ceive from  their  own  physicians, 
patients  at  Hackensack  Medical 
Center  are  served  round-the- 
clock  by  80  physicians  in  the 
graduate  phase  of  their  medical 
education.  At  Robert  Wood 
Johnson  University  Hospital, 
New  Brunswick,  about  170  physi- 
cians are  in  graduate  education, 
as  are  approximately  250  physi- 
cians at  UMDNJ-University  Hos- 
pital, Newark. 

These  neophyte  practitioners 
serve  a broad  spectrum  of  pa- 
tients while  expanding  their  ex- 
pertise as  part  of  the  newest 
generation  of  health  care  pro- 
viders, medical  educators,  and  re- 
searchers. 

In  total,  2,800  physicians  work 
and  learn  at  New  Jersey’s  teach- 
ing hospitals  at  an  annual  cost  to 
these  hospitals  of  nearly  $500 
million.  Until  this  year,  that  cost 
was  factored  into  the  bills  of  all 
hospital  patients.  But  with 
hospital  fees  deregulated  on 
January  1,  1993 — part  of  the 

State’s  Health  Care  Reform  Act— 
no  dedicated  provision  exists  to 
fund  graduate  medical  education. 

This  funding  void  seriously 
threatens  New  Jersey’s  health 
care  system.  Our  largest,  most  ad- 
vanced teaching  hospitals,  com- 
pelled to  raise  rates  to  pay  for  a 
greater  share  of  graduate  medical 


education,  will  be  imperiled  as 
they  lose  patients  to  competing 
facilities  with  little  or  no  graduate 
medical  expenses.  This  especially 
is  ominous  with  the  emergence  of 
managed  care  as  a major  form  of 
health  care  coverage.  Only  the 
hospitals  with  the  lowest  “price” 
will  be  offered  contracts  to  join 
managed  care  programs  and 
networks. 

Failure  to  address  this  im- 
balance will  have  dire  conse- 
quences on  the  state’s  ability  to 
maintain  a first-class  health  care 
delivery  system.  The  hospitals 
most  likely  to  suffer — or  even 
fall — because  of  uncompetitive 
rates  also  are  the  state’s  major 
centers  for  sophisticated  spe- 
cialized care  and  cutting-edge 
medical  research.  Since  most  of 
these  facilities  are  in  urban  com- 
munities, they  often  care  for  the 
state’s  poorest  residents. 

The  funding  dilemma  is  a para- 
mount concern  and  major  chal- 
lenge to  UMDNJ,  whose  primary 
teaching  hospitals  are  located  in 
the  state’s  major  urban  centers.  In 
response,  we  have  developed  a 
bold  program  of  reform  that  cuts 
deeply  into  health  care  costs, 
creates  a fair  and  stable  system  for 


high-quality  graduate  medical 
education,  and  provides  new  op- 
portunities to  educate  needed 
health-related  professionals.  We 
believe  that  our  program  is  a 
model  for  health  care  and  health- 
education  reform — one  that  could 
put  New  Jersey  in  the  forefront 
of  one  of  the  most  important  is- 
sues of  our  time. 

Components  of  the  UMDNJ 
plan  include: 

• Reduce  the  costs  of  graduate 
medical  education  by  upwards  of 
30  percent  over  five  years.  This 
would  be  achieved  by  phasing  out 
residency  programs  in  medical 
specialties  that  have  more  than 
enough  physicians,  while 
strengthening  programs  for  physi- 
cians pursuing  careers  in  primary 
care.  The  result  would  be  a 
system  geared  to  meeting,  but  not 
exceeding,  the  health  care  needs 
of  New  Jerseyans. 

• Through  legislation,  create  a 
health  profession  education  sub- 
sidy fund  derived  from  an 
assessment  and/or  contribution 
based  upon  the  gross  revenues  of 
all  New  Jersey  hospitals.  This 
fund  would  support  teaching  pro- 
grams for  physicians  and  other 
health  care  professionals,  includ- 


MEETINGS  OF  THE 
BOARD  OF  TRUSTEES 
of  the  Medical  Society  of  New  Jersey 

October  17,  1993 
November  21,  1993 
December  19,  1993 
January  16,  1994 
February  20,  1994 
March  20,  1994 

Meetings  of  the  Board  of  Trustees  are  open 
to  all  physicians. 
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ing  advanced  nurse  practitioners 
and  physician  assistants.  The  fund 
also  would  help  nursing  schools 
and  clinical  education  compo- 
nents of  laboratory  technology, 
such  as  respiratory  technicians 
and  physical  therapists. 

We  believe  all  hospitals  should 
share  this  expense  since  they  all 
benefit  when  the  product  of  these 
training  programs — the  physi- 
cians— practice  their  professions 
at  every  hospital  throughout  New 
Jersey. 

• Develop  incentives  to  en- 
courage physicians  to  opt  for 
residencies  in  primary  care  fields, 
such  as  family  medicine,  general 
medicine,  and  pediatrics,  for 
which  there  is  a shortage  in  the 
state  and  nation. 

• Achieve  an  efficient,  cost- 


effective  balance  in  educating 
physicians  and  nonphysician  prac- 
titioners by  redirecting  savings 
from  reduced  residencies  into 
educational  programs  for  non- 
physician health  care  profes- 
sionals. 

• Move  primary  care  and 
primary  care  education  out  of 
hospitals  where  possible  and  into 
community  ambulatory  care  set- 
tings. 

• Emphasize  prevention  and 
wellness  in  both  physician  and 
patient  education. 

New  Jersey  needs  its  teaching 
hospitals  for  the  health  care 
system  to  assure  an  adequate 
supply  of  skilled  physicians  and 
allied  health  professionals  to 
serve  succeeding  generations  of 
our  citizens.  But  to  ensure  that 


LEGISLATIVE  UPDATE 


SENATE/ASSEMBLY 

Active 

S-1420-Codey  (D).  Authorizes  the 
commissioner  of  the  Department  of 
Human  Services  to  designate  general 
hospital  psychiatric  units  for  treat- 
ment of  involuntarily  committed 
persons.  Support  with  amendment, 
with  the  following  modifications:  On 
page  2,  line  50,  after  the  word  “care” 
add  “and  shall  reimburse  those 
general  hospitals  and  physicians  for 
uncompensated  care  in  these  in- 
voluntary units.  On  page  4,  line  1, 
after  the  word  “care”  add  “and  shall 
compensate  general  hospitals  and 


physicians  for  treatment  provided  to 
those  indigent  involuntary  patients. 
On  page  15,  line  7,  item  5 should 
read  “not  to  participate  in  ex- 
perimental research  without  the  ex- 
press and  informed  written  consent 
of  the  patient.”  On  page  15,  line  7, 
item  6 should  read  “not  to  receive 
ECT  without  the  expressed  and  in- 
formed consent  of  the  patient. 

S-1506-Bennett  (R).  Permits  self- 
administration of  medication  by  a 
school  pupil  or  administration  by  a 
designated  person  in  certain  cases. 
Active  support. 

S-1526/A-2304-Cafiero/Gibson 


ARE  YOU  MOVING? 

Please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name 

Old  Address 

City State Zip 

New  Address 

City State Zip 


the  success  and  vitality  of  that 
system,  New  Jersey  — like  the  na- 
tion-at-large— must  be  ready  and 
willing  to  adapt  the  system  to  the 
fiscal  realities  of  the  21st  century. 

Today  there  is  no  more  com- 
plex or  critical  issue  facing  society 
than  health  care  reform.  UMDNJ 
can  contribute  to  shaping  the 
skills,  attitudes,  and  behaviors  of 
tomorrow’s  health  care  workforce. 

We  advocate  a program  of 
change  to  create  a health  care 
system  that  will  provide  New 
Jerseyans  with  access  to  high- 
quality,  affordable  care.  Anything 
less  would  be  a disservice  to  the 
citizens  of  our  state  and  of  our 
nation.  □ Stanley  S.  Bergen,  Jr, 
MD,  president 


(R).  Upgrades  penalties  for  boating 
while  intoxicated.  Active  support. 

S-1529/A-2334-Sinagra/Derman 
(R).  Prohibits  tobacco  advertising 
within  1,000  feet  of  schools.  Active 
support. 

S-1530/A-2335-Sinagra/Derman 
(R).  Raises  tobacco  vending  machine 
fees  to  assist  Cancer  Institute  of  New 
Jersey.  Support  with  amendment,  to 
permit  municipalities  to  restrict  or 
prohibit  the  use  of  cigarette  vending 
machines. 

S-1531-Cardinale  (R).  Permits 
physicians  to  dispense  more  than  a 
seven-day  supply  of  drugs  at  or 
below  cost.  Active  support. 

S-1556-Corman  (R).  Requires 
physicians  who  treat  Medicare  pa- 
tients to  inform  their  patients  of  their 
Medicare  assignment  policies.  Active 
opposition,  there  is  no  objection  to 
informing  patients  of  a physician’s 
Medicare  policy,  but  the  posting  of 
a sign  in  the  office  is  not  necessary; 
fines  for  noncompliance  are  unrea- 
sonable and  excessive. 

S-1600-Ewing  (R).  Regulates  utili- 
zation review  of  alcohol  and  drug 
treatment  services.  Active  support. 

S-1614-Cardinale  (R).  Allows  cer- 
tain insureds  to  choose  health  in- 
surance coverage  that  permits  them 
to  select  their  own  health  care 
providers.  Active  support. 

S-1627-Bassano  (R).  Exempts 
home  infusion  therapy  from  restrie- 
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tions  on  referral  of  patients.  Active 
support. 

S-1631-Sinagra  (R).  Requires  pay- 
ment for  certain  “off-label’  uses  of 
certain  drugs.  Active  support. 

S-1675-Ewing  (R).  Authorizes 
drug  testing  for  school  bus  drivers. 
Active  support. 

S-1677-Gormley  (R).  Permits 
human  immunodeficiency  virus 
(HIV)  testing  of  patients  without  con- 
sent in  certain  circumstances.  Active 
support. 

S-1689-Codey  (D).  Classifies  in- 
terference with  access  to  a health 
facility  or  physician’s  office  as  a dis- 
orderly persons  offense.  Active  sup- 
port. 

SCR-105/ACR-22-Bennett/Col- 
lins  (R).  Creates  a Joint  Committee 
on  Regulatory  Oversight  to  imple- 
ment the  constitutional  provision  on 
legislative  review  of  rules.  Active 
support. 

A-316-Crecco  (R).  Requires 
public  school  sex  education  and 
AIDS  education  programs  to  stress 
abstinence.  Active  support. 

A-1734-Derman  (R).  Provides 
that  convicted  sex  offenders  be  tested 
for  AIDS;  repeat  offenders  who  know 
of  infection  at  the  time  of  offense  may 
incur  extended  term.  Active  opposi- 
tion, this  bill  identifies  only  two 
types  of  sexual  assault  cases.  Often 
sexual  assaults  are  plea  bargained 
down  to  lesser  offenses,  therefore, 
many  offenders  would  not  be  subject 
to  this  law.  Additionally,  this  would 
be  the  only  mandated  disease  testing, 
and  would  be  performed  at  only  one 
point  in  time.  No  mandated  test  is 
required  for  other  types  of  diseases. 
The  bill  calls  for  the  test  results  to 
remain  confidential,  but,  at  the  same 
time,  they  become  part  of  the  of- 
fender’s criminal  record. 

A-1735-Solomon  (R).  Requires 
HIV  testing  for  certain  sexual  of- 
fenders prior  to  parole  hearing.  Ac- 
tive opposition,  HIV  is  a medical 
problem  and  not  a judicial  one,  and 
should  not  be  used  for  parole  de- 
cisions. 

A-1754-Solomon  (R).  Permits 
physician  to  prescribe  AZT  to  rape 
victims.  Active  opposition,  the  bill 
represents  poor  medical  practice; 
however,  compensation  of  the  vic- 
tims for  the  cost  of  the  prescriptions, 
when  indicated,  is  warranted. 

A-1803-R.  Brown  (D).  Requires 
mental  health  screening  services  to 
hold  persons  who  have  threatened  or 


attempted  suicide  for  48  hours.  Sup- 
port with  amendment,  with  the 
following  modification:  On  page  1, 
line  24  the  Council  recommended 
that  the  word  “shall  should  be 
changed  to  “may.” 

A-2188-Zecker  (R).  Requires 

notice  of  commencement  of  treat- 
ment for  injuries  covered  by  PIP. 
Support  with  amendment,  changing 
the  time  frame  for  providing  notifica- 
tion of  claims  for  medical  expense 
benefits  to  the  insurer  from  10  days 
to  30  days  following  the  commence- 
ment of  treatment. 

A-2232-Warsh  (R).  Restores 

certificate  of  need  application  fees  to 
pre-July  1,  1991,  levels.  Active  sup- 
port. 

A-2236-Russo  (R).  Directs  Board 
of  Public  Utilities  (BPU)  to  require 
call  blocking  for  unpublished  tele- 
phone numbers  when  authorizing 
call  identification  service.  Active  sup- 
port. 

A-2341-Doria  (D).  Permits  choice 
of  provider  for  treatment  of  diseases 
and  conditions  covered  under  in- 
dividual health  benefits  plans.  Active 
support. 

A-2421-Weinberg  (D).  Provides 
criminal  and  civil  penalties  tor  block- 
ing access  to  certain  health  care 
facilities  in  certain  circumstances. 

Active  support. 

SENATE/ASSEMBLY 

Monitor 

S-1421-Cody  (D).  Expands  the 


Department  of  Human  Services 
authority  over  county  psychiatric 
facilities. 

S-1471-Inverso  (R).  Requires  re- 
ports of  incidents  of  suspected  abuse, 
neglect,  or  exploitation  of  certain 
adults. 

S-1498-Brown  (R).  Provides  for 
long-term  care  health  insurance 
policies  by  health  insurers  other  than 
commercial  insurers. 

S-1499-Brown  (R).  Provides  for 
long-term  care  health  insurance 
policies  by  commercial  insurers. 

S-1507/A-2311-Bassano/Derman 
(R).  Provides  for  additional  side 
emergency  exit,  aisle,  and  increased 
seating  capacity  on  certain  school 
buses. 

S-1511-Codey  (D).  Adds  one 
physician  and  one  public  member  to 
the  State  Board  of  Medical  Ex- 
aminers. 

S-1514-Bassano  (R).  Requires 
hospitals  to  disclose  financial  rela- 
tionships with  for-profit  subsidiaries 
and  report  monies  received  from 
private  nonprofit  entities. 

S-1518-Rice  (D).  Requires  in- 
dividual health  benefits  carriers  to 
give  a 60-day  notice  of  changes  in 
rates  or  coverage. 

S-1604-Ciesla  (R).  Authorizes  the 
Public  Health  Council  to  regulate 
sanitary  conditions  in  tattoo  parlors. 

S-I619-Corman  (R).  Amends  the 
“Worker  and  Community  Right  To 
Know  Act  to  include  farmworkers. 

S-1681/A-2420-Sinagra/Derman 
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(R).  Prohibits  use  of  smokeless  tobac- 
co in  public  schools. 

S-1686-Bassano  (R).  Makes  vari- 
ous changes  to  law  governing  small 
employer  health  benefits  plans.  Law 
ch.  162,  P.L.  1993. 

A-2237-Russo  (R).  Directs  BPU  to 
limit  call  identification  service  to  re- 
sidential customers,  public  safety 
agencies,  and  hospitals. 

A-2271-Derman  (R).  Designated 
the  “Health  Wellness  Promotion 
Act." 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSN]  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  we  suggest 
you  make  inquiries  directly  to 
them. 

Gastroenterology 

Jasmine  Jeffers,  MD,  945  Wewanna 
Ave.,  Union,  NJ  07083.  Columbia 
College  of  Physicians  and  Surgeons 

1993.  Board  certified  (IM).  Board 
eligible  (GASTRO).  Group.  Available. 

Hematology 

Karuna  S.  Koneru,  MD,  8748  Rup- 
pert  Ct.,  Ellicott  City,  MD  21043. 
Osmania  (India)  1983.  Board 
certified  (IM).  Board  eligible 
(HEMATOL  and  ONCOL).  Group, 
partnership,  solo.  Available  January 

1994. 


A-2274-FeIice  (R).  Prohibits 
clinical  laboratories  and  physicians 
from  charging  fees  for  services  not 
actually  rendered. 

A-2285-Augustine  (R).  Expands 
the  scope  of  “New  Jersey  Insurance 
Fraud  Prevention  Act. 

A-2361-Farragher  (R).  Licenses 
home  infusion  therapy  providers. 

A-2372-Mikulak  (R).  Concerns 
appeals  procedures  for  health  in- 
surance coverage  for  long-term  re- 
habilitative care. 


Internal  Medicine 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible 
(IM  and  PED).  Available. 

Paul  D.  Hieholzer,  DO,  4019 
Gilham  St.,  Philadelphia,  PA  19135. 
Philadelphia  College  of  Osteopathy 
1990.  Board  certified  (IM).  Available. 
James  R.  Smith,  MD,  322  Claremont 
Ave.,  Montclair,  NJ  07042.  UMDNJ 
1989.  Group  or  hospital  based.  Avail- 
able. 

Neurology 

Alexander  Pendino,  DO,  5900  Ar- 
lington Ave.,  Apt.  10D,  Riverdale, 
NY  10471.  UMDNJ  1988.  Board 
certified  (NEUROL).  Group  or 
partnership.  Available  July  1994. 

Nuclear  Medicine 

Dimitri  E.  Latoni,  MD,  376  Reflec- 
tions Dr.,  #304,  Virginia  Beach,  VA 
23452.  Albany  (1986).  Board  eligible 


A-2393-Augustine  (R).  Permits 
certain  small  groups  to  combine  for 
the  purpose  of  self-insuring  or 
purchasing  traditional  insurance  for 
health  benefits. 

A-2405-Moran  (R).  Establishes 
the  Professional,  Occupational,  and 
Trades  Licensing  Study  Commission. 


(NUC  MED).  Group,  hospital, 
partnership.  Available. 

Nephrology 

Vinitha  Raghavan,  MD,  7 Over- 
brook Rd.,  Upper  Saddle  River,  NJ 
07458.  Guntur  Medical  College 
(India)  1981.  Board  certified  (IM). 
Group  or  partnership.  Available. 

Pulmonary 

James  R.  Tierney,  MD,  1320  Quail 
Roost,  Pittsburgh,  PA  15237.  World 
University  School  of  Medicine  1986. 
Board  eligible  (PUL).  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

Surgery 

Mark  A.  Bartolozzi,  MD,  West- 
chester County  Medical  Center,  P.O. 
Box  17,  Valhalla,  NY  10595.  New 
York  Medical  College  1987.  Board 
eligible  (SURG).  Partnership.  Avail- 
able. 
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CONTINUING  EDUCATION 


INFECTIOUS  DISEASE 


November 
3 Immunization 

10-11  A M — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

10  Emerging  Infectious  Diseases 
10-11  A M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

10  Diagnosis  and  Treatment  of 
AIDS 

8-9  A.M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 

10  Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

11  A M. -12  NOON  — Kimball 


Medical  Center,  Lakewood 

(AMNJ) 

16  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

8-9  AM. — Underwood 
Memorial  Hospital,  Woodbury 
(AMNJ) 

December 

4 Infection  Control  in  the 

HIV  Era 

9:40-10:40  A M. — Ocean  Place 
Hilton  Resort  and  Spa,  Long 
Branch  (AMNJ) 

6 Identification  and 


Management  of  the  HIV- 
Indeterminant  Infant 

11:30  A.M.-12:30  P.M  — 
Columbus  Hospital,  Newark 
(AMNJ) 

8 Identification  and 

Management  of  Asymptomatic 
HIV  Infection 
10-1 1 A.M.  — Hamilton 
Hospital,  Trenton  (AMNJ) 

15  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

10-11  A.M. — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 


MEDICINE 


November 

2 Making  Decisions  in 
Transfusion  Medicine 

8-9  A.  M . — U nderwood 
Memorial  Hospital,  Woodbury 
(AMNJ) 

3 Making  Decisions  in 
Transfusion  Medicine 

1:30-2:30  P.M. —West  Hudson 
Hospital,  Kearny  (AMNJ) 

3 Endocrinology  Grand  Rounds 

10  11:30  A.M.-12:30  P.M.  — VA 

17  Medical  Center,  East  Orange 

24  (AMNJ) 

3 Interhospital  Endocrine 

10  Rounds 

17  3:30-5  P.M.  — University 

24  Hospital,  Newark  (AMNJ) 


8 Superficial  Fungal  Infections 

1-2  P.M. — New  Lisbon 
Developmental  Center, 

New  Lisbon  (AMNJ) 

10  Nutrition  and  Alcoholism 
11:30  A.M.-12:30  P.M.—VA 
Medical  Center,  East  Orange 
(AMNJ) 

10  Making  Decisions  in 
Transfusion  Medicine 

11:30  A.M. -12:30  P.M  — 
Hamilton  Hospital,  Trenton 
(AMNJ) 

10  Renal  Artery  Stenosis 
Evaluation 

6-9  P.M. — Saint  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 


10  Post-traumatic  Brain  Injury 

8- 9  A.M. — Children’s 
Specialized  Hospital, 
Mountainside  (AMNJ) 

11  Making  Decisions  in 
Transfusion  Medicine 

11  A.M. -12  NOON— St.  Joseph’s 
Hospital  and  Medical  Center, 
Paterson  (AMNJ) 

17  Thyroid  Diseases 

10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

18-  Orthotics 

21  8 A.M. -5  P.M.  — Kessler 

Institute  for  Rehabilitation, 
West  Orange  (Kessler  Institute ) 

19  Cardiovascular  Disease  in 
Women 

9- 10  A M — St.  Francis  Medical 
Center,  Trenton  (St.  Francis 
Medical  Center) 

20  Annual  Meeting  and  Slide 
Seminar 

Robert  Wood  Johnson  Medical 
School,  Piscataway  (NJ  Society 
of  Pathologists  and  AMNJ) 

23  How  To  Handle  the  Family  of 
a Patient  in  ICU  on  Life 
Support 

12  NOON-1  P.M.— West  Jersey 
Health  System,  Voorhees 
(AMNJ) 

December 

1 Pediatric  Society  Annual 
Meeting 

Sheraton  at  Woodbridge  Place, 
NEW  JERSEY  MEDICINE 


MEETINGS  OF  THE 
BOARD  OF  TRUSTEES 
of  the  Medical  Society  of  New  Jersey 

October  17,  1993 
November  21,  1993 
December  19,  1993 
January  16,  1994 
February  20,  1994 
March  20,  1994 

Meetings  of  the  Board  of  Trustees  are  open 
to  all  physicians. 
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Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance),  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  215-762-8263. 


OCTOBER  1 993  NOVEMBER  1 993  DECEMBER  1 993 


OCTOBER  6th 

Pathway  of  Discovery  of  Cystic  Fibrosis:  Link 
to  Transmembrane  Chloride  Transport 

Michael  J.  Walsh , M.D. 

Professor  of  Internal  Medicine,  Physiology 
and  Biophysics,  University  of  Iowa  College 
of  Medicine,  Investigator,  Howard  Hughes 
Medical  Institute,  Iowa  City,  IA 

OCTOBER  13th 
Hirsutism 

Leslie  I.  Rose,  M.D. 

Professor  of  Medicine 

Director,  Division  of  Metabolism  and 

Endocrinology,  Hahnemann  University 

OCTOBER  20th 
Myocardial  Ischemia 

William  H.  Frishman,  M.D. 

Professor  and  Associate  Chairman,  Weller 
Hospital  of  the  Albert  Einstein  College  of 
Medicine,  Bronx,  NY 

OCTOBER  27th 

Magnesium:  The  Forgotten  Electrolyte 

Joseph  DiPalma,  M.D. 

Emeritus  Professor  of  Pharmacology  and 
Medicine 

Emeritus  Dean,  Hahnemann  University 

Therapeutic  Developments  in  the 
Magnesium  Therapy  of  Diabetes  and 
Hypertension 

Lawrence  M.  Resnick,  M.D. 

Professor  of  Physiology  & Medicine 
Director  of  Hypertension,  Division  of 
Endocrinology  & Hypertension,  Wayne  State 
University  Medical  Center,  Detroit,  MI 

Role  of  Magnesium  in  Myocardial  Infarction 

Thomas  G.  Giles,  M.D. 

Professor  of  Medicine 
Director,  Cardiovascular  Research  Lab 
Director,  Hypertension  & Heart  Failure 
Center,  Louisiana  State  University, 

New  Orleans,  LA 


NOVEMBER  3rd 

New  Horizons  in  Management  of 

Antimicrobial  Drug  Allergy 

Timothy  J.  Sullivan,  M.D. 

Professor  of  Medicine 

Head,  Allergy/Immunology  Division,  Emory 
University  School  of  Medicine,  Atlanta,  GA 
NOVEMBER  10th 

Management  of  Thoracic  Aortic  Aneurysm 

Leonard  S.  Dreifus,  M.D. 

Professor  of  Medicine 
Director,  Division  of  Cardiovascular 
Diseases,  Hahnemann  University 

Stanley  K.  Brockman,  M.D. 

Professor  and  Chairman, 

Department  of  Cardiothoracic 
Surgery,  Hahnemann  University 
Krishnaswamy  Chandrasekaran,  M.D. 
Associate  Professor  of  Medicine 
Director,  Cardiac  Ultrasound, 

Division  of  Cardiovascular 
Diseases,  Hahnemann  University 
NOVEMBER  17th 
Nall  Findings  in  Systemic  Diseases 
Richard  K.  Scher,  M.D. 

Professor  of  Clinical  Dermatology, 

College  of  Physicians  & Surgeons, 
Department  of  Dermatology, 

Columbia  University,  New  York,  NY 
NOVEMBER  24th 
No  Grand  Rounds— Holiday 


DECEMBER  1st 

Infectious  Diarrhea:  Recent  Advances 

John  Molavi,  M.D. 

Associate  Professor  of  Medicine 
Director,  Division  of  Infectious  Diseases, 
Hahnemann  University 

DECEMBER  8th 
Hepatitis  “C”-1994 
(Acute  or  Chronic) 

Gary  Gitnlok,  M.D. 

Professor  of  Medicine 

Chief,  Division  of  Digestive  Diseases,  UCLA 
Medical  Center,  Los  Angeles,  CA 

DECEMBER  15th 

Antithrombin  Therapy  in  Acute  Myocardial 
Infarctions  and  Unstable  Angina:  The  Role 
of  Hirudin 

James  H.  Chesebro,  M.D. 

Professor  of  Medicine,  Cardiac  Unit, 
Massachusetts  General  Hospital, 

Boston,  MA 

Continuation  Warfarin  and  Aspirin  in 
Valvular  Heart  Disease 

Jack  Hirsh,  M.D. 

Professor  of  Medicine,  McMaster  University 
Director,  Hamilton  Civic  Hospitals,  Research 
Center,  Hamilton,  Ontario,  Canada 

DECEMBER  22nd 
No  Grand  Rounds— Holiday 


Wednesday  Medical  Seminar  Series 


8:30  a.m.  to  3:30  p.m. 


OCTOBER  6th 
Recent  Advances  in  Pulmonary 
Disease:  Cystic  Fibrosis  and 
Related  Disorders 

Course  Director: 
Edward  L.  Schulman,  M.D. 


OCTOBER  27th 
Magnesium:  The  Forgotten 
Electrolyte 

Course  Director: 
Joseph  R.  DiPalma,  M.D. 


NOVEMBER  3rd 
Advances  in  Allergy  and 
Immunology  for  the  Practicing 
Physician 

Course  Director: 

David  M.  Lang,  M.D. 


DECEMBER  15th 
Thrombosis  and 
Thromboembolism  in 
Cardiovascular  Disease 

Course  Director: 
Marc  Cohen,  M.D. 


Seminar  Director.  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair  of  Medicine, 
Director,  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education 
programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience 
any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 


Statement  of  Accreditation:  As  an  organization  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  (ACCME),  Hahnemann  University  designates  this 
continuing  medical  education  activity  as  Category  I of  the  Physician's  Recognition 
Award  of  the  American  Medical  Association.  One  credit  hour  may  be  claimed  for  each 
hour  of  participation  by  the  individual  physician. 
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Iselin  (NJ  Pediatric  Society) 

1 

Visiting  Professor  Lecture 

1 

Epidemiology  of  End-Stage 

11:30  A.M. -12:30  P.M  — VA 

Renal  Disease 

Medical  Center,  East  Orange 

8 

10-11  A.M.  — St.  Mary’s 

(AMNJ) 

Hospital,  Passaic  (AMNJ) 

3- 

Sports  Medicine  Symposium 

1 

Endocrinology  Grand  Rounds 

4 

8 A.M. -5:30  P.M.  — Marriott  at 

8 

11:30  A.M. -12:30  P.M— VA 

Glenpointe  Hotel,  Teaneck 

10 

15 

Medical  Center,  East  Orange 

(Cornell  University  Medical 

22 

(AMNJ) 

College ) 

29 

4 

Pulmonary  Medicine 

1 

Interhospital  Endocrine 

7:50  A.M. -5  P.M.  — Bally’s  Park 

11 

8 

Rounds 

Place,  Atlantic  City  (Deborah 

15 

3:30-5  P.M.  — University 

Heart  ir  Lung  Center) 

22 

Hospital,  Newark  (AMNJ) 

8 

New  Treatments  in 

29 

Cerebrovascular  Disease 

OBSTETRICS/GYNECOLOGY  J 

November 

7-  Issues  and  Controversies  in 

9 Obstetrics/Gynecology 
Walt  Disney  World,  Orlando, 
Florida  (UMDNJ) 

10  Monthly  Ultrasound  Review  of 
Fetal  Anomalies 


ONCOLOGY 


November 

17  Scientific  Meeting 

6:30-9:30  P.M. —The  Manor, 
West  Orange  (Radiation 
Oncology  Section,  AMNJ) 


PSYCHIATRY 


November  8:30-10  AM— Elizabeth  4 

2 Children’s  Responses  to  General  Medical  Center, 

Disaster  Elizabeth  (EGMC) 


9 


16 


17 


18 


26 


ARE  YOU  MOVING? 

Please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 

Name 

Old  Address 

City State Zip 

New  Address 

City State Zip 


December  7 

1 Tumor  Hoard  Conference 

Hyatt  Regency  Hotel,  New 
Brunswick  (Oncology  Society  of 
New  Jersey  and  AMNJ) 


8-9  A.M.  — St.  Peter’s  Medical 
Center,  New  Brunswick 
(Institute  for  Perinatal  and 
Reproductive  Genetics) 

December 

8 Monthly  Ultrasound  Review  of 
Fetal  Anomalies 


10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 
National  Health  Care 
Objectives  for  the  Year  2000 
8-9  A.M. — Somerset  Medical 
Center,  Somerville  (AMNJ) 
Carotid  Artery  Disease 
9 A M — Helene  Fuld  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 

Medicine  and  the  Law 
8 A.M. -5  P.M. — Kessler 
Institute  for  Rehabilitation 
(Kessler  Institute) 


8-9  A.M. — St.  Peter’s  Medical 
Center,  New  Brunswick 
(Institute  for  Perinatal  and 
Reproductive  Genetics) 


Malignant  Melanoma 
10-11  A.M. — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 


Psychiatry  and  the  Law 

10-11  A.M. — Forensic 
Psychiatric  Hospital,  Trenton 
(AMNJ) 

Update  on  Care  Precedents 
Related  to  Mental  Health 

8:30-10  A.M.  — Elizabeth 
General  Medical  Center, 
Elizabeth  (EGMC) 

Infant  Psychiatry 
8:30-10  A.M.  — Elizabeth 
General  Medical  Center, 
Elizabeth  (EGMC) 
Depression:  Illuminating  the 
Shadows 

All  day — Carrier  Foundation, 
Belle  Mead  (Carrier 
Foundation) 

The  Treatment  of  Depression 

8-10  P.M.  — Hackensack 
Medical  Center,  Hackensack 
(AMNJ) 

Recognition  of  Anxiety  and 
Depressive  Disorders 
9 A.M  — Helene  Fuld  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 


786 


NEW  JERSEY  MEDICINE 


DEBORAH  HEART  AND  LUNG  CENTER  - DEPARTMENT  OF  PULMONARY  MEDICINE 


PRESENTS 

TH  ANNUAL  CLINICAL  UPDATE 
IN  PULMONARY  MEDICINE 


December  4,  1993  4 Bally's  Park  Place  4 Atlantic  City,  New  Jersey 


Designed  for  Pulmonologists,  Internists,  Family  Practitioners,  and  Allied  Health  Care  Professionals 

7 Hours  Category  1 CME  Credit 


PROGRAM 


Cystic  Fibrosis  in  the  Adult:  Clinical  Overview  and  Gene  Therapy Ronald  G.  Crystal,  MD 

The  Clara  Falk  Franks  Lecture:  The  Respiratory  Muscle  Pump  in  COPD- 

Prospects  for  Rehabilitation  of  the  Patient Peter  Macklem,  MD 

Approach  to  the  Patient  with  Pleural  Effusion  - Newer  Concepts Richard  W.  Light,  MD 

Reactive  Airway  Disease  - Pathophysiology  and  Treatment Peter  Macklem,  MD 

Panel  Discussion:  Controversies  in  Obstructive  Lung  Disease Moderator:  Mervyn  Feierstein,  MD 

Acute  Venous  Thromboembolism  - New  Guidelines  for  Prophylaxis,  Diagnosis  & Resolution Russell  D.  Hull,  MD 

Nosocomial  Pneumonia-Strategies  for  Prevention,  Diagnosis  & Therapy Dennis  G.  Maki,  MD 

Community-Acquired  Pneumonia:  Update  1993  Dennis  G.  Maki,  MD 

Occupational  Lung  Disease  for  the  Office  Practitioner David  M.F.  Murphy,  MD 


For  information  contact:  Center  for  Bio-Medical  Communication,  Inc. 

80  West  Madison  Avenue,  Dumont,  New  Jersey  07628  (201)  385-8080  or  1-800-231-0389 


® 


Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


ARE  UNPAID  INSURANCE  CLAIMS  TURNING 
YOUR  CASH  FLOW  INTO  A TRICKLE? 

The  solution  is: 
'The  System"  by  MEDIX 

INDUSTRY  "LEADER"  IN 
ELECTRONIC  CLAIMS  TECHNOLOGY 


P.O.  Box  10079  • Newark,  N.J.  07101-3079 


Call  201-648-0008  Ext.  181 


*i 


IBM  s a registered  trademark  of  the 
International  Business  Machines  Corporation 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & tech- 
niques of  manual  & electro-acupuncture,  TENS  & simple 
non-in vasive  diagnostic  methods  (including  cardio-vascu- 
lar,  neuromuscular,  central  nervous  systems  & “Bi-Digital 
O-Ring  Test”),  applicable  towards  300-hour  requirement 
for  certification  to  practice  acupuncture,  will  be  given 
periodically  for  licensed  clinicians  (with  or  without  prior 
training)  on  3-day  weekends  (Fri-Sun)  of  Dec.  16-18, 
1993,  Jan.  14-16,  and  Feb.  25-27,  1994,  at  Milford  Plaza 
Hotel,  45th  St.  & 8th  Ave.,  New  York  City. 

The  9th  Annual  International  Symposium  on 
Acupuncture  & Electro-Therapeutics  will  be  held  at 
Columbia  University,  School  of  International  Affairs,  420 
W.  118th  St.,  N.Y.  City,  during  October  14-17,  1993. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  of- 
ficial journal,  Acupuncture  & Electro-Therapeutics  Re- 
search, The  International  Journal  (published  by  Pergamon 
Press  & indexed  in  15  major  indexing  periodicals,  includ- 
ing Index  Medicus),  Heart  Disease  Research  Foundation; 
NY  Pain  Center;  Electrical  Engineering  Dept.,  Manhattan 
College;  Nordic  Medical  Acupuncture  Society  (Scan- 
dinavia); Schmerz  Therapeutische  Kolloquium  (West 
Germany);  Japan  Bi-Digital  O-Ring  Test  Assn.;  Accredited 
toward  Acupuncture  Certification  to  practice  acupuncture. 
Eligible  for  AMA  CME  Cat.  I credit  (about  40  credit-hours 
for  the  Symposium).  Among  many  distinguished  speakers 
is  former  Chairman  of  Nobel  Committee  Prof.  Norden 
Stron. 

For  information  on  meetings  or  submission  or  presen- 
tations of  papers,  contact  Symposium  Chairman,  Prof.  Y. 
Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1)  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days 
a week)  or  (212)  928-0658,  Co-chairman,  Prof.  A.W.  Cook, 
MD  (516)  877-1821,  or  Claire  Ulrich  (212)  781-3082. 
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30  Role  of  Recent  Life  Events 

and  Episodes  of  Schizophrenia 
and  Major  Depression 

8:30-10  A.M.  — Elizabeth 
General  Medical  Center, 
Elizabeth  (EGMC) 


RADIOLOGY 


November 
4 Grand  Rounds 

4-5  P.M. — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

10  Monthly  Ultrasound  Review  of 
Fetal  Anomalies 

8-9  A M.  — St.  Peter’s  Medical 
Center,  New  Brunswick 
(Institute  for  Perinatal  and 
Reproductive  Genetics) 

11  Scientific  Meeting 
7:30-10  P.M.  — Saint  Barnabas 
Medical  Center,  Livingston 


December 

7 Risk  Management 

8:30-10  A M.  — Elizabeth 
General  Medical  Center, 
Elizabeth  (EGMC) 


(Radiological  Society  of  New 
Jersey  Diagnostic  Radiology 
Section,  AMNJ) 

17  Imaging  of  the  Central 
Nervous  System 

6-8  P.M  — Memorial  Hospital  of 
Burlington  County,  Mount 
Holly  (AMNJ  and  Radiological 
Society  of  New  Jersey) 

18  Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 


14  Play  and  Filial  Therapy  in 

Childhood  Abuse  and  Neglect 

8:30-10  A M.  — Elizabeth 
General  Medical  Center, 
Elizabeth  (EGMC) 


December 

8 Monthly  Ultrasound  Review  of 
Fetal  Anomalies 

8-9  A M.  — St.  Peter’s  Medical 
Center,  New  Brunswick 
(Institute  for  Perinatal  and 
Reproductive  Genetics) 

9 Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

16  Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 


SURGERY  & ITS  SPECIALTIES 


November 

10  Scientific  Meeting 

The  Mansion,  Voorhees 
(Vascidar  Society  of  New  Jersey 
and  AMNJ) 


15-  Current  Issues  in 
17  Surgery 

Marriott’s  Frenchman’s  Reef 
Beach  Resort,  St.  Thomas 
(AMNJ) 


17-  Cardiac  Surgery:  Current 
20  Issues 

Marriott’s  Frenchmans  Reef 
Beach  Resort,  St.  Thomas 
(AMNJ) 


MEDISOFT  MEDICAL  PRACTICE 
ADVANCED  ACCOUNTING 


Used  by  over  20,000  Doctors  Nationwide.  Computerize 
your  business  now  and  get  the  MANDATORY  ELECTRONIC 
BILLING  Feature  FREE.  We  will  install,  fully  train  you  and 
your  staff  and  give  you  on-site  full  support.  The  System  has 
all  the  advanced  billing  and  practice  management  features 
with  its  great  advantage  Easy  To  Use.  30-day  money  back 
guarantee.  Only  $1 ,495  for  the  Software  package  alone.  If 
you  need  hardware,  we  will  get  it  at  wholesale  price  and 
install  it  free. 

Authorized  Preferred  Dealer 
Computer  Systems  & Applications 
781  Oneida  Trail.  Franklin  Lakes,  NJ  07417 
Tel:  (201)  891-7622  Fax:  (201)  847-8609 


Environmental  Compliance  Programs 

BUYING  FILM 

SCRAP  X-RAY,  GRAPHIC  ARTS,  etc. 
SILVER  RECOVERY  PROGRAMS 

F.  W BRAUN  can  provide  you  with: 

• Purchase  & removal  of  unwanted  film 

• Silver  recovery  & equipment 

• Hazardous  waste  hauling  & treatment 

• Prompt,  professional  service 

One  Call  Does  It  All! 


% 


F.W.  BRAUN 

139  West  Northfield  Rd.  • Livingston  • N.J.  07039 

201*994*4827 
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A 


PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

I Cardiology 
Update 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 


Wednesday,  November  3,  1993 

After  the  Acute  Myocardial  Infarction 

Moderator:  Bernard  L.  Segal,  M.D. 


3:00-3:30  Risk  stratification:  Exercise  testing,  lipid  profile,  and  other  risk  factors— 
Steven  A.  Silber,  M.D. 

3:30-4:00  Which  patients  deserve  cardiac  catheterization?—  J.  David  Ogilby,  M.D. 

4:00-5:00  Case  Presentations— Joseph  K.  Powers,  M.D. 

Panel  Discussion— J.  David  Ogilby,  M.D.,  David  Poll,  M.D. 


■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservations  215-662-8627 


Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Penrisylvania  Medical  Society  Membership 
requirement,  tiine  sessions,  18  credits. 


J 
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IN  MEMORIAM 


NATHAN  BLOCK 


Nathan  Block,  MD,  a retired 
member  of  our  Monmouth  Coun- 
ty component,  died  on  March  14, 
1993.  Dr.  Block  was  living  in 
Florida  at  the  time  of  his  death. 
Born  in  1905  in  Poland,  Dr.  Block 
received  his  medical  degree  from 
New  York  University  College  of 
Medicine,  New  York,  in  1929.  He 
completed  an  internship  at 
Fordham  City  Hospital  and  at 


Mount  Sinai  Hospital,  both  in 
New  York.  During  his  lengthy  ca- 
reer, Dr.  Block  was  a pathologist 
affiliated  with  Fordham  Hospital, 
Medical  Arts  Center  Hospital, 
and  Gouvernor  City  Hospital,  all 
in  New  York.  Dr.  Block  was  a 
diplomate  of  the  American  Board 
of  Pathology  and  a fellow  of  the 
American  College  of  Pathologists. 


CELERINO  T.  BOOT 


Anesthesiologist  Celerino 
Tadifa  Boot,  MD,  of  Plainfield, 
died  on  April  8,  1993,  at  the  age 
of  62.  During  his  career.  Dr.  Boot 
was  an  associate  attending  physi- 
cian at  Muhlenberg  Regional 
Medical  Center,  Plainfield,  and  at 
Clara  Maass  Medical  Center, 
Belleville.  Born  in  the  Philippines 
on  September  30,  1930,  Dr.  Boot 


was  graduated  from  the  Universi- 
ty of  Santo  Tomas,  Philippines,  in 
1957.  He  completed  an  internship 
at  St.  Lukes  Hospital,  New  York, 
and  residencies  at  Benedictine 
Hospital,  New  York,  and  St. 
Mary’s  Hospital,  Connecticut.  Dr. 
Boot  was  a member  of  our  Union 
County  component. 


GEORGE  L.  BURGESS 


JOSEPH  P.  DONNELLY 


At  the  age  of  76,  George  Lang 
Burgess,  MD,  died  on  April  3, 
1993.  Dr.  Burgess  was  a member 
of  our  Mercer  County  compo- 
nent. A graduate  of  Meharry 
Medical  College,  Tennessee,  in 
1944,  he  completed  an  internship 


Joseph  Patrick  Donnelly,  MD, 
died  on  February  9,  1993,  at  the 
age  of  86.  Dr.  Donnelly  had 
served  as  a trustee  of  the  Medical 
Society  of  New  Jersey  and  as 
chairman  of  the  American 
Medical  Association  delegation,  as 
well  as  medical  director  of 
Margaret  Hague  Maternity 
Hospital  and  president  of  New 
Jersey  Blue  Shield.  Born  in  Jersey 
City  on  August  12,  1906,  Dr. 
Donnelly  received  his  medical 
degree  from  Yale  University 
School  of  Medicine,  Connecticut, 
in  1932.  He  completed  a residen- 


at Harlem  Hospital,  New  York,  in 
1945.  Dr.  Burgess  practiced 
general  surgery  in  New  Jersey 
from  1963  until  his  retirement;  he 
previously  practiced  in  Tennes- 
see, Michigan,  Georgia,  and  Ala- 
bama. 


cy  at  Margaret  Hague  Maternity 
Hospital,  Jersey  City.  During  his 
lengthy  career,  Dr.  Donnelly 
served  as  acting  chairman  of  ob- 
stetrics and  gynecology  at  Seton 
Hall  University  Medical  School, 
and  as  assistant  clinical  professor 
at  Columbia  University  College 
of  Physicians  and  Surgeons,  New 
York.  He  was  on  the  consulting 
staff  of  Bayonne  Hospital,  West 
Hudson  Hospital,  Holy  Name 
Hospital,  St.  Francis  Hospital, 
and  St.  Mary  Hospital.  Dr.  Don- 
nelly served  as  president  of  the 
Hudson  County  Medical  Society; 
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he  was  a diplomate  of  the  Ameri-  Ameriean  College  of  Obstetrics 
can  Board  of  Obstetrics  and  and  Gynecology  and  of  the 

Gynecology;  and  a fellow  of  the  American  College  of  Surgeons. 


PAUL  G.  EBNER 


We  regret  to  announce  the 
death  of  Paul  George  Ebner,  MD, 
a member  of  our  Camden  County 
component,  on  March  25,  1993,  at 
the  age  of  82.  An  obstetrician,  Dr. 
Ebner  was  graduated  from  Jef- 
ferson Medical  College,  Penn- 
sylvania, in  1936.  He  received  his 
license  to  practice  medicine  in 
New  Jersey  in  1937.  During  his 
lengthy  career,  Dr.  Ebner  was  af- 


HARRY V.  FRIDRICH 


filiated  with  Thomas  Jefferson 
University  Hospital  and  West 
Jersey  Health  Systems,  Camden. 
He  also  served  as  a faculty 
member  at  Jefferson  Medical  Col- 
lege, Philadelphia.  Dr.  Ebner  re- 
tired from  the  active  practice  of 
medicine  in  1986.  Dr.  Ebner 
served  as  a captain  in  the  Army 
Air  Corps  Medical  Corps  during 
the  mid- 1940s. 


Harry  Verett  Fridrich,  MD,  a 
member  of  our  Camden  County 
component,  died  on  April  16, 
1993.  Born  in  1910  in  Camden, 
Dr.  Fridrich  received  his  medical 
degree  from  Hahnemann  Medical 
College,  Pennsylvania,  in  1935.  A 
Camden  family  practitioner  for 
over  50  years,  Dr.  Fridrich  was 
affiliated  with  Kennedy  Memorial 
Hospital,  Cherry  Hill,  and  West 
Jersey  Hospital,  Camden.  Dr. 


Fridrich  retired  in  1985  and  re- 
located to  Delray  Beach,  Florida. 
Dr.  Fridrich  served  as  a flight 
surgeon  in  the  Air  Transport 
Command  from  1942  to  1946,  at- 
taining the  rank  of  major.  Dr. 
Fridrich  was  awarded  the  MSNJ 
Golden  Merit  Award  in  1986.  In 
1986,  he  also  received  an  award 
for  distinguished  medical  service 
from  Hahnemann  Hospital. 


NICHOLAS  PALMA 


At  the  grand  age  of  90, 
Nicholas  Palma,  MD,  passed 
away  on  February  6,  1993.  Dr. 
Palma,  an  anesthesiologist,  prac- 
ticed in  Glen  Rock  for  many  years 
and  was  affiliated  with  Paterson 
General  Hospital.  He  was  a 
member  of  our  Passaic  County 
component  and  of  the  American 
Medical  Association;  a diplomate 
of  the  American  Board  of  Anes- 
thesiology; and  a fellow  of  the 


American  College  of  Anesthesi- 
ologists. Dr.  Palma  was  bom  on 
August  25,  1902,  in  Paterson.  He 
was  awarded  a medical  degree 
from  Temple  University  School  of 
Medicine,  Philadelphia,  in  1928. 
Dr.  Palma  received  his  license  to 
practice  medicine  in  New  Jersey 
the  following  year.  Dr.  Palma 
served  in  the  United  States  Navy 
during  World  War  II.  He  retired 
to  Ocean  County. 


CORRECTION 

In  the  September  issue  of  NEW 
Jersey  Medicine,  an  obituary 
for  Vincent  A.  De  Luca,  MD  was 
mistakenly  printed.  Dr.  DeLuea 
is  a member  of  our  Bergen  Coun- 
ty component,  and  presently 
practices  in  Teaneck.  We  apolo- 
gize for  the  error. 
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ACROSS 

1.  Heard  in  CHF 
5.  With  22  across,  causes 
AIDS 

10.  Steady  pain 

14.  Eskers 

15.  Uneven 

16.  Popes 

17.  Diuretic,  pi. 

20.  Sed.  rate 

21.  Sound  quality 

22.  With  5 across,  causes  AIDS 

23.  to,  regain  conscious- 

ness 

24.  Ways 

26.  Pasteur  made  a vaccine  for 
this  disease 

29.  Feral 

30.  Before 

33.  Plinth 

34.  Out  of  dough 

35.  Cymbal 

36.  Causes  wheezes 

40.  Erode 

41.  Divides  into  Iliacs 

42.  Attaches  to  the  bit 

43.  Draft  org. 

44.  Philip  M. , U.S.  novelist 

45.  Kind  of  a fist 

47.  Adam’s  third  son 

48.  Injure 

49.  A votre 

52.  Slue 

53.  Aves. 

56.  May  occur  in  CHF  or  TB 

60.  Nipa  palm 

61.  Triangle 

62.  Sp.  female  pronoun 

63.  Veal  or  fish  sauce 

64.  Penrose 

65.  Thoracic  organ 

DOWN 

1.  Makes  hips 

2.  Uraeuses 

3.  Den 

4.  Sin 

5.  Lethal  products  of  2 down 

6.  Violet  ketone 


7.  Actor’s  aim 

38. 

Gibson,  star  of  silent  oaters 

8.  Trilogy  by  Dos  Passos 

39. 

Prune 

9.  Part  of  a min. 

45. 

Paganini  had  the  syndrome 

10.  Cathartic 

named  for  this  man 

11.  Per 

46. 

Japanese  aborigine 

12.  Cultivator 

47. 

Dated  counter-irritant 

13.  Exxon  formerly 

48. 

Civilian  dress 

18.  Indian 

49. 

Nail 

19.  Swaps 

50. 

Voice  range 

23.  Grafted  part 

51. 

Approach 

24.  String  instrument 

52. 

Web 

25.  Chase,  author 

53. 

In  . in  place 

26.  Gowns 

54. 

Rent 

27.  Tapestry 

55. 

Nylon  mishap 

28.  Present  on  Rorschach  cards 

57. 

Arithmetic  function 

29.  Anger 

58. 

Sea  god 

30.  Merman 

59. 

The  sun 

31.  Textile  fiber 

32.  Antelope 

34.  Beginning 

37.  Profession 

Solution  on  page  782 
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MSNJ  NEWSLETTER 


ADDICTION  MEDICINE 


In  preparing  this  special  issue 
on  addiction  medicine,  I have 
been  impressed  with  the  degree 
of  interest  in  addiction  among  all 
specialties.  Addictive  illness  af- 
fects each  of  us.  From  primary 
care  to  neurosurgery,  addiction  in 
its  various  presentations  leads 
routinely  to  complications  and 
adverse  outcomes.  Addiction  also 
presents  the  opportunity  for 
diagnosis,  treatment,  and  re- 
covery. It  is  essential  for  each 
physician  to  know  the  basic  signs 
and  symptoms  of  addictive  illness. 
It  also  is  important  to  routinely 
ask  about  the  common  addictions 
such  as  alcohol,  tobacco,  and 
analgesic  medication. 


Directions  in  the  field  of  addic- 
tion medicine  include:  reasserting 
the  role  of  physicians  in  the 
management  of  patients  with  ad- 
dictive illness;  early  interven- 
tion— with  primary  and  secon- 
dary prevention;  decreasing  em- 
phasis on  inpatient  rehabilitation; 
and  shifting  the  care  of  patients 
with  addictive  illnesses  to  physi- 
cian-directed outpatient  manage- 
ment. 

Your  comments  and  clinical  ex- 
periences with  addiction  are  wel- 
come. □ George  J.  Mellendick, 
MD,  MPH,  guest  editor 


MSNJ  PROPOSES  OWN  STATE  HEALTH  REFORMS 


Seizing  an  opportunity  to  help 
frame  the  health  reform  debate  in 
the  Garden  State,  the  Medical 
Society  of  New  Jersey  (MSNJ) 
issued  a state  health  reform 
proposal  that  received  extensive 
front-page  coverage  on  Septem- 
ber 22,  1993,  the  day  President 
Clinton  delivered  his  address  to 
Congress.  Universal  health  in- 
surance is  central  to  the  Clinton 
proposal. 

Included  in  the  proposed  re- 
forms were  several  features  seen 
by  MSNJ  as  vital  to  the  interests 
of  patients  and  physicians:  suffi- 
cient choice  of  managed  care  and 
fee-for-service  for  each  family;  co- 
ordination of  state  policy  by  the 
independent  Essential  Health 
Services  Commission;  an  advisory 
committee  of  health  providers  for 
each  health  alliance;  six  health 
alliances  in  the  state,  to  assure 
market  balance  between  pro- 


viders and  payers;  limits  on  utili- 
zation review  so  that  reviews  are 
conducted  by  instate  physicians 
in  the  appropriate  specialty;  ap- 
peal and  complaint  mechanisms 
in  each  health  plan;  changes  in 
Medicaid  reimbursement;  de- 
regulation of  health  planning  ac- 
tivities; creation  of  a committee  to 
review  and  recommend  reduc- 
tions in  paperwork  requirements; 
a 1 percent  tax  on  the  employer 
share  of  health  insurance  pre- 
miums to  fund  graduate  medical 
education  and  related  programs; 
and  several  specific  tort  reforms. 

To  obtain  a copy  of  a three- 
page  outline  of  the  MSNJ 
proposal,  contact  Addie  Holden  at 
MSNJ  executive  offices.  Send 
suggestions  for  future  reform 
proposals  to  Neil  Weisfeld  at 
MSNJ. 


CASCADE  OF  PAPERWORK 


Attorney  Steven  I.  Kern  warns 
that  unexpectedly  aggressive  en- 
forcement of  a new  and  “obscure” 
state  medical  board  regulation 


could  force  the  state’s  physicians 
to  shoulder  huge  additional 
paperwork  burdens.  According  to 
Mr.  Kern,  regulations  governing 
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medical  screening  and  diagnostic 
clinics  will  be  used  by  SBME  to 
force  physicians  to  issue  reports 
and  letters  to  patients  and  refer- 
ring physicians  within  three  days 
of  receiving  test  results. 


Mr.  Kern  worries  that  SBME 
also  will  hold  selected  physicians 
accountable  for  producing  on  de- 
mand a report  detailing  the  vol- 
ume of  such  reports  and  letters 
issued  by  the  physician. 


NEW  PRACTICE  OPPORTUNITIES  FOR  GROUPS 


Many  health  care  analysts — in- 
cluding Medical  Inter-Insurance 
Exchange  (MIIX)  President 
Daniel  Goldberg  and  attorneys 
lor  Kern  Augustine  Conroy  & 
Schoppmann  in  Bridgewater — 
expect  that  new  federal  legislation 
on  self-referral  creates  incentives 
for  physicians  to  form  group  prac- 
tices. The  legislation  consists  of 
the  ban  on  self-referrals  contained 


in  the  federal  budget  act.  It  allows 
physicians  to  refer  patients  to 
other  physicians  in  the  same  joint 
venture,  under  certain  conditions. 

For  information,  contact  MIIX 
Vice-President  Irv  Chasen  at  609/ 
896-2404,  the  Bridgewater  law 
firm  at  908/704-8585,  or  John 
Button  of  Button  & Associates  at 
609/722-0555. 


MSNJ  WINS  DELAY  IN  LAR  OVERPAYMENT  RECOUPMENT 


Responding  to  pressure  led  by 
MSNJ,  the  federal  Health  Care 
Financing  Administration  agreed 
to  delay  and  review  a Penn- 
sylvania Blue  Shield  (PBS)  de- 
mand that  approximately  800 
New  Jersey  physicians  repay 
several  tens  of  thousands  of 
dollars  each,  on  average,  in  fees 


for  laboratory  tests  that  PBS  had 
mistakenly  calculated. 

Checks  sent  to  PBS  by  com- 
pliant physicians  are  being  re- 
turned, and  interest  will  not  be 
charged  for  the  duration  of  the 
review.  MSNJs  view  is  that  all 
responsibility  for  the  error  should 
be  assigned  to  the  firm  that  erred. 


JUSTICE  DEPARTMENT  SIDES  WITH  MSNJ  AGAINST  SBME 


Despite  objections  from  coun- 
sel for  the  State  Board  of  Medical 
Examiners  (SBME),  the  U.S.  De- 
partment of  Justice  was  permitted 
to  submit  a brief  in  federal  court 
supporting  MSNJ  s position  in  a 
suit  involving  SBME’s  con- 
troversial licensure  renewal  form. 


The  form  asks  physicians  to 
provide  information  about  their 
mental  health  and  substance 
abuse  history.  The  federal  govern- 
ment and  MSNJ  argue  that  this 
demand  is  overly  broad  and  vio- 
lates physicians’  federally  pro- 
tected civil  rights. 


NEW  MEDICARE  REIMBURSEMENT  PROGRAM 


Starting  November  1,  1993,  all 
New  Jersey-based  claims  for 
Medicare  reimbusement  for 
durable  medical  equipment  must 
be  submitted  to  the  Travelers  in- 
surance firm  with  offices  in 
Wilkes-Barre,  Pennsylvania. 

Travelers  has  provided  us  with 


the  following  telephone  numbers: 
to  obtain  a necessary  national 
supplier  clearinghouse  number, 
1/800/851-3682;  to  obtain  a sup- 
plier manual,  1/800/842-2563;  to 
obtain  information  on  education, 
Cathie  Chupka,  RN,  1/717/ 
820-5846. 


LYME  DISEASE  PROTOCOLS 


AVAILABLE 


A comprehensive  protocol  and 
report  on  Lyme  disease,  de- 
veloped by  the  Academy  of 
Medicine  of  New  Jersey  under  a 
grant  from  the  New  Jersey  State 


Department  of  Health,  is  avail- 
able. Members  of  MSNJ  may  ob- 
tain the  report  at  no  charge  by 
contacting  Karen  Monsees  at 
MSNJ  executive  offices. 
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We  Have  Hie  Cure 
For  Rent 


Ailment:  Excessive  rental 
expense. 

Recommended  Treatment: 

Purchase  own  building  and 
convert  rent  payments  to 
mortgage  payments. 


■ 


Prescription:  Commercial 
real  estate  loan  from  The 
Money  Store.  Financing  to 
$1  million.  Up  to  25-year 
terms  and  up  to  90  percent 
loan-to-value. 


Ihf  Money  Store 

INVESTMENT  CORPORATION 


Southern 

Don  Dietz  or  Ed  Narozny 
(609)  597-7987  or 
(609)  875-1395 


Central  I\J 
Rosemary  Dente 
(908)  281-6132 


Northern  ^ 
Patrick  Toriello 


(201)  579-5322 
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It's  3:00  a.m. 

You're  worried  about  tomorrow's  deposition. 

Who  can  you  call? 


The  Medical  Inter-Insurance  Exchange  is  available  24-hours  a day,  seven  days  a week,  to 
answer  emergency  calls  about  both  claim  and  policy  situations.  No  other  medical  professional 
liability  insurer  has  this  feature.  It’s  just  one  of  many  services  that  make  Medical  Inter- 
Insurance  Exchange  better  than  the  rest.  Call  today  to  find  out  how  our  Permanent  Protection 
Policy  and  expert  claim  handling  can  give  you  peace  of  mind . . . and  a good  night’s  sleep. 


Medical 

Inter-Insurance 

Exchange 


Two  Princess  Road  • Lawrenceville  • NJ  • 08648 


800-257-6288  • 609-896-2404 


PROFESSIONAL  LIABILITY 


ANTITRUST 


Federal  antitrust  harbors.  Six 

days  before  President  Clinton  ap- 
peared before  Congress  to  pitch 
his  health  reform  proposal,  the 
U.S.  Justice  Department  and  the 
Federal  Trade  Commission  (FTC) 
issued  a joint  statement,  engi- 
neered by  the  White  House,  in- 
tended to  allay  hospital  and  physi- 
cian fears  about  antitrust  enforce- 
ment. Health  care  providers  are 
concerned  that  enforcement  ef- 
forts create  an  uneven  playing 
field  where  individual  providers 
are  attacked  by  bands  of  third- 
party  payers  and  managed  care 
entities. 

The  statement  offered  more  re- 
assurance to  hospitals  than  to 
physicians.  American  Medical  As- 
sociation (AMA)  officials  com- 
plained that  the  antitrust  “safety 
zone”  for  physicians,  delineated 
in  the  statement,  already  exists. 

Described  as  a safety  zone — 
the  antitrust  equivalent  of  “safe 
harbors”  in  Medicare  anti- 
kickback enforcement— is  “a 
physician  network  joint  venture 
comprised  of  20  percent  or  less  of 
the  physicians  in  each  physician 
specialty  with  active  hospital  staff 
privileges  who  practice  in  the 
relevant  geographic  market  and 
share  substantial  financial  risk. 
Even  this  zone  could  be 
penetrated  by  the  enforcers 
under  “extraordinary  circum- 
stances,” said  the  agencies’  joint 
manifest. 


The  lengthy  statement  offers 
guidance  about  interpreting  key 
phrases  used  to  define  the  safety 
zone.  “Substantial  financial  risk,” 
for  example,  includes  capitation 
agreements,  provider  withholds, 
and  other  risk  pooling  arrange- 
ments. 

Even  ventures  outside  the  safe- 
ty zone  ordinarily  will  be  en- 
forced under  the  relatively  mild 
“rule  of  reason,”  said  the  Justice 
Department  and  the  FTC,  so  long 
as  the  physicians  either  share 
substantial  financial  risk  or  are 
offering  a new  product  with 
“substantial  efficiencies,”  such  as 
cost  savings,  reduced  adminis- 
trative costs,  improved  utilization 
review,  case  management,  quality 
management,  or  economies  of 
scale. 

A rule  of  reason  analysis  in- 
volves balancing  the  anticom- 
petitive effect  of  an  enterprise 
against  procompetitive  efficien- 
cies. By  contrast,  certain  ac- 
tivities, such  as  price  fixing 
among  competitors,  are  con- 
sidered illegal  “per  se”  under 
antitrust  law  and  are  not  subject 
to  the  rule  of  reason. 

Factors  that  will  be  considered 
in  the  rule  of  reason  analysis  of 
a physician  enterprise,  according 
to  the  joint  statement,  include  the 
impact  on  physician  prices  and 
the  impact  on  other  physician 
networks  that  could  compete  with 
the  enterprise.  Physicians  who 


agree  to  set  prices  for  patients 
outside  the  joint  venture  would 
face  antitrust  liability. 

The  statement  offers  an  anti- 
trust analysis  of  complex  exam- 
ples of  physician  joint  ventures. 
In  this  analysis,  a hypothetical 
network  consisting  of  more  than 
20  percent  of  the  members  of  a 
medical  staff  was  found  to  lie 
within  the  safety  zone,  unlike  a 
network  with  a large  market  share 
in  a small  community. 

The  president’s  health  reform 
proposal  included  repeal  of  the 
McCarran  Ferguson  Act’s  anti- 
trust exemption  for  the  insurance 
business.  Such  repeal  would  ex- 
pose payers  to  the  same  antitrust 
threat  that  providers  face,  and 
hence  would  help  level,  although 
not  necessarily  enhance,  the  play- 
ing field. 

Lawyers  like  the  system.  “The 
antitrust  laws  share  many  of  the 
goals  of  health  care  reform.  A 
blanket  exemption  from  the  anti- 
trust laws,  therefore,  is  neither 
necessary  nor  appropriate.”  This 
rosy  conclusion  was  included  in 
one  of  a series  of  papers  issued 
by  the  American  Bar  Association 
(ABA)  Working  Group  on  Health 
Care  Reform.  The  paper  was 
authored  by  Michael  L.  Denger 
and  Phillip  A.  Proger.  Antitrust  is 
an  expanding  legal  arena. 


MALPRACTICE  POLICY  DEVELOPMENTS 


Annual  survey  of  physician- 
owned  carriers.  Medical  malprac- 
tice insurance  companies  owned 
by  physicians  experienced  a 3.2 
percent  increase  in  policyholders 
nationwide  in  1992,  according  to 
an  analysis  published  in  Medical 
Liability  Monitor.  In  New  Jersey, 
the  Medical  Inter-Insurance  Ex- 


change enjoyed  a 5.6  percent 
climb,  the  newsletter  reported. 

Gross  premiums  rose  1.8  per- 
cent nationwide,  and  5.8  percent 
in  New  Jersey,  for  the  doctor- 
owned  firms.  The  national  figure 
now  stands  at  about  $2.16  billion. 

Outcomes  assessment  re- 
viewed. A paper  prepared  for  the 


ABAs  health  care  reform  working 
group  notes  that  practice  guide- 
lines may  not  end  up  saving 
money  in  health  care.  Guidelines 
are  likely  to  call  for  "more,  not 
fewer,  services,”  suggests  writer 
Wendy  K.  Mariner.  But,  guide- 
lines should  lead  to  higher  quality 
care,  Ms.  Mariner  concludes. 
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FDA  tracking  of  medical  de- 
vices. New  regulations  of  the 
federal  Food  and  Drug  Adminis- 
tration (FDA)  set  up  a com- 
plicated mechanism  of  tracking 
medical  devices,  in  case  devices 
eventually  are  found  to  contain 
defects.  The  prescribing  physi- 
cian and  the  physician  monitoring 
the  patient  are  included  in  the 
data  system. 

Twenty-six  devices  are  covered 
by  the  system,  including  five  re- 
cent additions:  total  temporoman- 
dibular joint  prosthesis;  glenoid 
fossa  prosthesis;  mandibular  con- 
dyle prosthesis;  interarticular  disc 
prosthesis;  and  penile  inflatable 
implant.  A summary  of  the  new 
rule,  which  took  effect  August  29, 
1993,  was  provided  by  the 
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Roseland  law  firm  of  Brach, 
Eichler. 

Lawyers  like  this  system,  too. 
Another  in  the  series  of  ABA 
health  reform  papers  offers  a 
spirited  defense  of  the  status  quo 
in  medical  malpractice  liability.  A 
paper  developed  by  the  ABA 
Special  Committee  on  Medical 
Professional  Liability  discounts 
several  concerns  about  the  mal- 
practice system,  including  the 
high  cost  of  the  defensive  practice 
of  medicine. 

After  asserting  that  “there  is  no 
agreement  upon  the  definition"  of 
defensive  medicine,  the  commit- 
tee insists:  “an  expense  is  only 
attributable  to  the  medical-legal 
system  when  a physician  does  not 
consider  certain  tests  or  medical 


treatment  to  be  good  medical 
practice  but  orders  them  solely 
out  of  concern  about  liability. 
There  has  been  no  study  to 
measure  that  cost,  and  there  ap- 
pears to  be  no  basis  for  assuming 
that  competent  and  reputable 
physicians  impose  expenses  upon 
their  patients  without  a justifiable 
medical  reason.” 

The  ABA  committee  also  avers 
that  health  care  costs  in  various 
states  rose  equivalent  amounts 
between  1982  and  1990  regard- 
less of  whether  the  state  had 
enacted  tort  reforms.  But,  the 
writers  did  allow  that  alternative 
dispute  resolution  mechanisms 
could  benefit  the  public. 


Litigating  benefit  denials. 

Courts  increasingly  are  being 
called  on  to  interpret  benefit 
provisions  in  health  insurance 
plans,  reports  Hospital  Law 
Newsletter.  In  one  recent  federal 
circuit  court  decision,  for  exam- 
ple, the  appeals  court  overturned 
a district  court  decision  allowing 
reimbursement  for  a wig  for  a 
woman  who  lost  all  the  hair  on 
her  head  due  to  illness. 

In  the  case,  the  insurance 
policy  provided  reimbursement 
for  “artificial  limbs.”  Reasoning 


AIDS 


that  hair  is  an  “extremity,”  and 
that  an  “extremity”  is  a “limb,” 
the  lower  court  had  included  the 
wig  within  the  orbit  of  the  policy 
definition.  This  struck  the  judges 
of  the  Fifth  Circuit  Court  of  Ap- 
peals as  going  too  far  out. 

But,  the  newsletter  s commen- 
tator observed  that  denials  can 
prove  penny-wise  and  pound- 
foolish  in  certain  cases.  What  if, 
asked  the  commentator,  a patient 
unable  to  afford  an  acceptable  wig 
out-of-pocket  consequently  ex- 
periences severe  emotional  dis- 


tress requiring  covered  psycho- 
logic or  psychiatric  services? 

New  PIP  fee  ratio.  New  rules 
on  medical  fee  schedules  for  auto- 
mobile insurance  and  personal  in- 
jury protection  went  into  effect  in 
New  Jersey  on  July  12,  1993. 
Under  the  change,  assisting 
physicians  are  reimbursed  only 
up  to  20  percent  of  the  primary 
physician’s  fee,  and  the  ceiling  on 
radiology  reimbursement  is  set  at 
40  percent  of  the  global  charge. 


OSHA  rules  are  costly.  Con- 
firming what  many  observers 
have  suspected,  the  leadoff  article 
in  the  fall  issue  of  Medical  Staff 
Counselor  indicates  that  the  U.S. 
General  Accounting  Office’s  origi- 
nal estimate  of  $1,124  per  physi- 
cian as  the  cost  of  complying  with 
the  Occupational  Safety  and 
Health  Administration’s  (OSHA) 


MALPRACTICE  TIPS 


Radiology  suggestions.  Loss 
Minimizer  has  issued  suggestions 
to  radiologists  for  limiting  mal- 
practice exposure.  The  monthly 
newsletter  advises  radiologists  to 
take  an  allergy  and  medication 


bloodbome  pathogen  guidelines 
was  too  low. 

“After  the  first  year  of  the  stan- 
dard s effectiveness,”  writes  con- 
sultant Paul  W.  Smith,  “the 
perception  is  that  the  actual  out- 
of-pocket  costs  for  the  year  were 
considerably  higher  than  the 
estimated  figures  for  most  prac- 
tices, even  those  that  had  already 


history,  ask  female  patients  the 
date  of  their  last  normal  men- 
strual period,  and  document  the 
patient’s  responses  in  the  perma- 
nent record.  In  some  cases,  the 
newsletter  adds,  the  radiologist 


been  following  universal  precau- 
tions to  protect  their  employees.” 
Mr.  Smith  also  criticizes  the 
guidelines  for  vagueness  on  the 
issues  of  handling  urine,  bloody 
bandages,  and  certain  other  po- 
tentially contaminated  materials. 
Still,  he  advises  physicians  to 
“respect  rather  than  “fear” 
OSHA  enforcement. 


might  consult  with  the  referring 
physician  or  order  a pregnancy 
test. 

Informed  consent  also  is  cov- 
ered by  the  suggestions.  The 
newsletter  reminds  physicians  to 
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explain  the  nature  of  the  pro- 
cedure, the  risks,  the  alternatives 
and  their  attendant  risks,  and  the 
expected  benefits  and  outcomes. 
To  assure  smooth  communication, 
radiologists  are  advised  to  provide 
referring  physicians  with  a one- 
page  information  sheet  to  hand  to 
patients  for  whom  invasive  tests 
are  ordered.  Providing  patients 
with  information  sheets  on 
specific  procedures  and  an  ad- 
vance copy  of  the  consent  form 


will  help  prepare  patients  for  an 
efficient,  effective  discussion,  the 
newsletter  adds. 

Also  noted  is  potential  difficulty 
in  persuading  patients  to  accept 
ionic  contrast  media  instead  of 
more  costly  nonionic  contrast 
media  in  appropriate  circum- 
stances. At  a clinic  in  Seattle, 
radiologists  reportedly  discuss  the 
risks  and  costs  of  each  approach 
and  recommend  the  appropriate 
approach,  with  no  noticeably 


negative  effect  on  patient  accep- 
tance or  satisfaction. 

Other  suggestions  include 
keeping  resuscitative  equipment 
on-site  and  establishing  a com- 
munication system  with  emergen- 
cy departments.  The  system 
would  inform  radiologists  of 
emergency  physicians’  prelimi- 
nary interpretations  and  would 
assure  reporting  of  discrepancies. 
□ James  E.  George,  MD,  JD;  and 
Neil  E.  Weisfeld,  JD,  MSHyg 
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Some  of  the  finest 
medical  specialists 
in  Newjersey 
work  in  our 
lending  department. 

But  they  specialize  in  treating  doctors,  not  patients. 

In  fact,  our  Medical  Banking  Group  has  effectively  treated 
Newjersey  physicians  to  well  over  $110  million  in  loans 
and  leases  for  starting  or  expanding  private  practices 
(part  of  a healthy  $512  million  we've  invested  in  the 
health  care  industry). 

And  along  with  the  money  it  takes  to  afford  those 
practices,  our  Medical  Banking  Group  has  been  providing 
the  financial  advice  it  takes  to  run  them.  Successfully. 

If  that’s  the  way  you’d  like  your  practice  to  run,  call 
Tom  Ferris  at  1-201-646-5858,  or  Norm  Buttaci  at 
1-609-987-3561. 


UNITED 

JERSEY 


THE  FAST- MOVING  BANK 


Members  FDIC  Equal  Opportunity  Lenders.  Members  of  UJB  Financial  Corp.,  a financial  services  organization  with  over  $13  billion  in  assets. 
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BOOK  REVIEWS 


THE  BEST  OF  MEDICAL  HUMOR 


Howard  J.  Bennett.  Phila- 
delphia, PA,  Mosby  Year  Book, 
1993.  The  Best  of  Medical  Humor 
has  been  reviewed  by  a number 
of  other  reviewers  and  received 
glowing  reports.  I,  too,  shall  give 
this  book  a glowing  report.  It 
should  be  noted  that  the  author- 
editor  reviewed  over  800  articles, 
poems,  and  other  writings  to  com- 
pile this  book. 

The  Best  of  Medical  Humor  is 
divided  into  14  sections,  includ- 
ing the  appendix,  and  topics 
range  from  academia  to  patient 
upmanship.  The  book  is  guaran- 
teed to  bring  chuckles  and  guf- 
faws, and  to  remind  us  of  days 
gone  by  and  circumstances  we 
might  like  to  have  altered  in  ways 
described  by  some  of  the  authors. 

There  is  a classic  by  Osier, 
writing  under  the  pseudonym 
Egerton  Y.  Davis,  that  will 
surprise  many.  Osier’s  tale  of  vag- 
inismus is  not  only  droll,  but  is 
written  in  his  usual  erudite  man- 


ner and  concludes  with  an  ec- 
clesiastical reference. 

The  article  on  chicken  soup 
and  pneumonia  is  my  favorite.  It 
is  referenced  from  Chest  and  in- 
cludes several  subsequent  “Let- 
ters to  the  Editor,”  some  suggest- 
ing the  pharmacologic  basis  for 
the  soup’s  action.  None  of  them, 
surprisingly,  alludes  to  the  in- 
credible ability  of  chicken  soup  to 
maintain  its  heat  and  to  its  in- 
valuable aid  as  an  inhalant  for 
congestion  of  the  upper  and  lower 
respiratory  passages  and  the 
sinuses. 

I would  have  submitted  this  re- 
view much  earlier,  but  had  dif- 
ficulty in  obtaining  the  book  from 
other  members  of  my  family.  I 
also  would  have  returned  it  to  the 
New  Jersey  Medicine  office,  but 
I am  not  yet  finished  with  it.  So 
get  your  own  copy  and  enjoy. 
Caution:  Reading  this  book  may 
be  dangerous  to  your  solemnity. 
□ Howard  D.  Slobodien,  MD 


DEATH  AND  DIGNITY 


Timothy  E.  Quill,  MD.  New 
York,  NY,  W.W.  Norton  6 Co., 
1993.  Many  physicians  are  aware 
that  Dr.  Timothy  Quill  is  the 
author  of  a 1991  article  published 
in  The  New  England  Journal  of 
Medicine  entitled,  “Death  and 
Dignity:  A Case  of  Individualized 
Decision  Making,”  in  which  a 
physician  recounted  his  role  in  a 
case  of  physician-assisted  sui- 
cide.1 Less  well  known  is  that  Dr. 
Quill  has  continued  an  effective 
and  useful  involvement  with  the 
various  issues  and  public  policy 
questions  in  the  general  area  of 
death  with  dignity,  particularly 
with  regard  to  the  proper  role  of 
the  physician.23  Now  he  has 
crystallized  his  thoughts  and 
arguments  in  a well-written  and 
readable  compact  volume  that  is 


strongly  recommended  to  in- 
terested readers,  both  physicians 
and  the  lay  public. 

Dr.  Quill  begins  his  book, 
Death  and  Dignity:  Making 

Choices  and  Taking  Charge,  with 
a restatement  of  The  New 
England  Journal  of  Medicine 
article,  describing  the  case  of 
Diane,  a middle-aged  woman 
with  leukemia,  her  decision  not  to 
have  active  treatment  for  the  con- 
dition, and  her  physician’s  role  in 
her  ultimate  death.  Ten  other 
cases  also  are  presented  and  dis- 
cussed, each  one  reviewing  a dif- 
ferent aspect  of  terminal  illness 
and  its  management,  and  the  as- 
sociated ethical  problems. 

Dr.  Quill’s  book  contains  clear 
and  succinct  definitions  and  dis- 
cussions of  euthanasia  in  its  vari- 
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ous  forms,  and  he  discusses  physi- 
cian-assisted suicide.  He  ad- 
vocates legalization  of  this  prac- 
tice, although  Dr.  Quill  is  careful 
to  emphasize  the  physician’s  role 
in  helping  patients  to  counter  the 
desperation  that  too  often  leads  to 
thoughts  of  suicide.3 

The  book  contains  a lull  dis- 
cussion of  hospice  and  “comfort 
care,  and  it  emphasizes  the  im- 
portance of  a personalized  rela- 
tionship between  the  doctor  and 
patient,  especially  in  implement- 
ing decisions  at  the  end  of  life. 
There  is  an  informative  discussion 
of  voluntary  euthanasia  as  it  is 
practiced  in  the  Netherlands. 

Of  special  interest  are  Dr. 
Quill  s balanced  and  sensible  dis- 
cussions of  Dr.  Jack  Kevorkian 
(the  “death  doctor  ”)  and  of  Dr. 
Derek  Humphrey’s  book.  Final 
Exit,  that  describes  the  Hemlock 
Society’s  cookbook  for  “rational 
suicide.  ”4  Regarding  Dr.  Kevor- 
kian, Dr.  Quill  notes  his  ac- 
complishment of  focusing  atten- 
tion on  the  choices  faced  by  in- 
curably ill  patients,  and  forcing 
ethicists  and  physicians  to  re- 
consider the  proper  role  of  physi- 
cians in  assisted  suicide;  but  he 
expresses  reservations  because  ol 
Dr.  Kevorkian  s willingness  to  act 
without  a deep  or  longstanding 
relationship  with  his  patients,  and 
the  lack  of  rigor  and  safeguards  in 
his  methods. 

Regarding  Final  Exit,  Dr.  Quill 
believes  that  Dr.  Humphrey’s  ap- 
proach trivializes  the  complexity 
of  the  issues  related  to  termina- 
tion of  one’s  life,  underestimates 
the  responsibility  and  conflict  of 
the  assisters,  and  de-emphasizes 
the  role  of  comfort  care  in  reliev- 
ing pain  and  suffering.  But  Dr. 
Quill  comments  that  the  success 
of  Dr.  Humphrey’s  book  attests  to 
fears  of  the  public  and  failure  of 
the  medical  profession  to  face  the 
issues  effectively. 

(In  this  book  and  in  other 
publications,  Dr.  Quill  has  pro- 
posed clinical  criteria  for  physi- 
cian-assisted suicide.2  Adherence 
to  these  criteria  surely  would  help 
to  prevent  abuses  and  assure 


restricted  and  appropriate  appli- 
cation of  this  remedy.  But  it 
should  be  noted  that  physician- 
assisted  suicide  remains  contrary 
to  ethical  guidelines  of  the  Ameri- 
can Medical  Association.5  Medical 
ethicists  are  divided  on  the  sub- 
ject and  the  topic  remains  an  area 
of  controversy.6) 

Rounding  out  the  book  are  full 
discussions  of  advance  directives, 
both  living  wills  and  health  care 
proxies,  and  there  are  useful  ex- 
amples of  both  documents.  I 
provide  only  one  small  area  of 
disagreement:  Dr.  Quill  indicates 
that  despite  execution  of  a living 
will  document  separate  documen- 
tation by  the  patient  regarding  do 
not  resuscitate  orders  is  neces- 
sary. In  most  hospitals  and  ethics 
committees,  I believe  that  this 
would  be  regarded  as  super- 
fluous. 

This  is  an  excellent  volume, 
which  provides  clear  discussions 
of  the  major  issues  in  the  field  of 
death  and  dignity.  Much  empha- 
sis is  given  to  the  author’s  cogent 
arguments  in  favor  of  legalization 
of  physician-assisted  suicide.  This 
book  should  find  a place  in  all 
medical  libraries,  and  in  the  col- 
lection of  till  those  with  special 
interest  in  the  subjects  addressed. 
□ Harvey  Rothberg,  MD 
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BY  THE  TIME  YOU  READ  THIS 
MOST  PHYSICIANS  WILL  BE  IN 
THE  46%  BRACKET.  YOU  HAVE 
AN  ALTERNATIVE  TO  GIVING  UP 
HALF  YOUR  LIVELIHOOD.  THE  N.J. 
ENDORSED  V.E.B.A.  PLAN  BECAME 

THAT  ALTERNATIVE  WHEN 
I.R.S.  APPROVED  OUR  TRUST. 
MOST  PHYSICIANS  IN  THE  TOP 
BRACKET  WILL  PAY  $40,000 
MORE  IN  FEDERAL  INCOME  TAX. 


YOUR  CHOICE : SEND  $4C,C00 


MODE  TO  THEM,  OD  LSE  IT 
FOD  yOODSELF  TO  ODEN 
yOOD  V.E.B.A. 


Z THE  TRUSTEES  WISH  TO  I 
z INFORM  ALL  THAT  PLANS  Z 
“ MUST  BE  COMPLETE  BY  “ 
Z 1 1 /30/93  IN  ORDER  TO  Z 
Z CREDIT  THE  DEDUCTION  Z 
“ FOR  1993.  Z 


THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE,  PA  19047 
(215)  750-7616 
1-800-283-7666 
FAX  (215)  750-7791 


VOL.  90-NUMBER  11  NOVEMBER  1993 


815 


Hospitalization, 
From  The  MSNJ 
Health  Care  Plan. 


The  MSNJ  Health  Care  Plan  has  reduced  its  premium  rates  by  10  percent, 
with  full  hospitalization  coverage  maintained.  In  spite  of  rising  health  care 
costs,  this  reduction  follows  three  consecutive  renewals  with  no  change 
in  premium  rates.  Now  is  the  right  time  to  take  a look  at  the  special 
features  the  MSNJ  Health  Care  Plan  offers  you  and  your  employees: 

■ Full  plan  benefits  in  New  Jersey  Blue  Cross 
network  and  non-network  hospitals 

■ Full  plan  benefits  for  special  condition  hospitals 

■ Full  coverage  while  traveling  at  home  or  abroad 

■ Full  coverage  for  unmarried  dependent  children  to  age  23 

■ Continuance  of  coverage  for  retirees,  widows  and  widowers 

■ Optional  dental  coverage  available 

■ Dedicated  staff  of  professionals  providing  enrollment, 
billing  and  claims  submissions  assistance 


For  more  information,  please  call 
Jean  Wasielczyk,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895- 1616  - (800)  227-6484 

(DONALD  E SM ITH^V ASSOCIATES) 
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NEW  JERSEY  MEDICINE 


GUEST  EDITORIAL 


ADDICTION 


New  Jersey  Medicine  should 
be  commended  for  its  recognition 
of  the  role  that  addiction  plays  in 
the  practice  of  physicians  in  every 
setting  throughout  New  Jersey.  At 
a time  when  escalating  health 
care  costs  are  forcing  reforms 
from  managed  care  to  single- 
payer systems,  it  is  clear  that  al- 
coholism and  other  addictions 
contribute  substantially  to  health 
care  costs  in  New  Jersey. 

The  Addictions  Chapter  of  the 
New  Jersey  State  Health  Plan  in- 
dicates that  over  40  percent  of  the 
Uncompensated  Care  Trust  Fund 
had  more  than  40  percent  of  its 
expenditures  in  consequences  of 
addictions.  More  than  20  percent 
of  the  medical/surgical  beds  at 
any  given  time  are  filled  with  in- 
dividuals whose  illnesses  and  in- 
juries are  the  direct  result  of  ad- 
diction. In  addition  to  health  care 
costs,  addiction  impacts  on  every 
aspect  of  the  social  welfare  system 
and  the  criminal  justice  system: 
65  percent  of  the  child  abuse  in 
New  Jersey;  over  70  percent  of 
the  prison  beds;  drunken  driving 
accidents  that  remain  the  leading 
cause  of  death  among  New 
Jersey’s  teenagers;  over  65  per- 
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cent  of  the  absenteeism  and  lost 
time  accidents;  and  disruption  of 
the  family  structure  with  over  40 
percent  of  divorce  cases  related  to 
addiction. 

The  members  of  the  Governor’s 
Council  on  Alcoholism  and  Drug 
Abuse  are  delighted  that  the 
physicians  in  New  Jersey  are  in- 
creasing their  interest  in  treating 
alcoholism,  drug  abuse,  nicotine 
dependence,  compulsive  gam- 
bling, and  eating  disorders.  Physi- 
cians, by  the  nature  of  their  train- 
ing and  status  in  the  health  care 
system,  can  serve  as  advocates  to 
assist  in  identifying,  confronting, 
and  referring  individuals  and 
families  into  appropriate  treat- 
ment. It  is  significant  that  physi- 
cians are  playing  a major  role  in 
the  development  of  new  and  in- 
novative initiatives  in  outpatient 
treatment  services  that  will 
provide  care  in  lieu  of  expensive 
hospitalization. 

The  treatment  of  addiction  is 
cost  effective  and  humane,  and 
does  not  require  extensive  train- 
ing. Addiction  too  often  is  charac- 
terized by  denial  of  the  patient 
and  family,  but  often  is  charac- 
terized by  denial  of  the  physician 


who  encounters  it.  The  physician 
plays  a key  role  in  recognizing  the 
illness,  confronting  the  patient, 
and  making  an  appropriate  refer- 
ral. In  more  cases  than  not,  the 
individuals  who  experience  the 
consequences  of  their  addictive 
behavior  do  not  require  extensive 
mental  health  services  and  can  be 
managed  in  a 12-step  recovery 
program  such  as  Alcoholics 
Anonymous. 

We  hope  that  this  issue  will 
serve  to  alert  physicians  through- 
out New  Jersey  that  resources  are 
available  and  that  there  are  al- 
cohol and  drug  abuse  treatment 
systems.  The  Governor’s  Council 
on  Alcoholism  and  Drug  Abuse 
appreciates  the  work  that  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Physicians  Health  Pro- 
gram accomplishes  in  provid- 
ing treatment  for  colleagues.  The 
MSNJ  program  has  been  tremen- 
dously successful.  Our  work  with 
New  Jersey  physicians  will  ben- 
efit thousands  of  New  Jersey  resi- 
dents and  their  families.  □ Riley 
W.  Regan,  executive  director. 
Governor’s  Council  on  Al- 
coholism and  Drug  Abuse 
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Clintec*  Nutren 

Now  You  Can  Offer  More 
In  Complete  Liquid  Nutrition 


The  nutritional  supplement 
offering  full  support  for  your 
most  demanding  patients. 

Until  now,  your  selection  in  complete 
liquid  nutrition  has  been  limited.  Now 
there's  a better  choice:  Nutren® 
Complete  Liquid  Nutrition  This  well- 
tolerated  liquid  diet  is  designed  to 
provide  complete  nutritional  support. 
Plus,  its  less  sweet,  taste-pleasing 
formula  can  be  easily  flavor  enhanced 
to  suit  individual  taste  preferences, 
making  Nutren  a favorite  among 
your  oncology,  geriatric,  and  other 
patients  where  taste  acceptance  is 
a concern. 

Clintec.  Advancing  Clinical 
Nutrition  with  World  Class 
Resources. 

Nutren  is  a product  of  the  Clintec 
Nutrition  Company,  a partnership 
formed  by  Baxter  Healthcare 
Corporation,  a world  leader  in 
healthcare  products,  and  Nestle 
S.A.,  a world  leader  in  nutrition. 


Clintec’s  world  class  resources 
and  product  scope  are  dedicated 
to  helping  you  meet  the  total  nutrition 
needs  of  your  patients  with  a full 
selection  of  nutritional  formulations 
which  are  dually  designed  for  oral 
and  tube  feedings. 

■Nutren'  1.0-a  light,  less  sweet 
supplement  for  patients  requiring 
an  isotonic,  well-tolerated  formula. 

1.0  Kcal/mL,  250  cal/serving. 
■Nutren  1.0  with  Fiber-the  same 
pleasant  taste  of  Nutren®  1 .0  with 
the  added  benefits  of  fiber. 

1.0  Kcal/mL,  250  cal/serving. 
■Nutren"  1.5-a  less  sweet,  easily 
absorbed,  high  calorie  supplement 
for  patients  with  loss  of  appetite 
and  increased  caloric  needs. 

1.5  Kcal/mL,  375  cal/serving. 
■Nutren  2.0-a  well-tolerated,  very 
high  calorie  supplement  for 
patients  with  exceptional  energy 
requirements. 

2.0  Kcal/mL,  500  cal/serving. 


Clintec 


CLINTEC  NUTRITION  COMPANY 


Affiliated  with  Baxter  Healthcare  Corporation  & Nestle  S.A. 


Three  Parkway  North,  Suite  500 
P.O.  Box  760 

Deerfield,  Illinois  60015-0760 


EDITOR’S  DESK 


MASTER  OR  SLAVE 


Addiction  (a-'dik-shan),  n,  the 
state  of  being  given  up  or  hav- 
ing yielded  to  a habit  or  prac- 
tice or  to  something  that  is 
habit  forming,  to  such  an  extent 
that  its  cessation  causes  severe 
trauma. 

The  history  of  addiction  goes 
back  to  antiquity.  Last  year,  we 
wrote  about  an  important  Co- 
lumbian sesquicentennial.  This 
year  is  the  500th  anniversary  of 
another  of  Columbus  important 
voyages;  in  1493,  he  introduced 
tobacco  into  Europe.  But  the  his- 
tory of  drugs  and  addiction  goes 
back  much  farther.  As  noted  in 
People’s  Almanac,  the  Sumerians 
used  opium  about  5000  B.C.  and 
had  an  ideogram  for  it,  translated 
as  HUL,  signifying  joy’  or  “re- 
joicing. The  same  source  also 
notes  the  description  of  a brewery 
in  an  Egyptian  papyrus  of  about 
3500  B.C. 

The  two  substances  used  by 
Sumerians  and  Egyptians,  opiates 
and  alcohol,  have  followed  some- 
what parallel  courses  through  the 
centuries  and  were  the  drugs  con- 
sidered together  by  the  medical 
profession  when  the  idea  of  addic- 
tion was  promulgated.  But  many 
other  drugs  have  long  histories  of 
use  and  abuse.  Cannabis  was  used 
medicinally  by  the  ancient  Chi- 
nese. References  to  wine,  some 
laudatory,  can  be  found  in  many 
writings,  including  the  Bible.  To- 
bacco and  coca  leaves  were  used 
in  this  hemisphere  centuries 
before  the  Europeans  arrived. 
Paracelsus  introduced  laudanum, 
or  tincture  of  opium,  into 
medicine  in  the  early  19th  cen- 
tury. 

Although  addiction  as  a 
medical  concept  did  not  evolve 
until  the  19th  century,  the  word 
addiction  is  derived  from  the 
Latin  “addictio,  meaning  “a  giv- 


Howard  D.  Slobodien,  MD 


ing  over,  or  “surrender.  And, 
under  Roman  law,  an  addict  was 
one  given  to  another  for  nonpay- 
ment of  legal  debts,  and 
represented  a form  of  slavery. 
After  two  millenia,  the  etymology 
still  is  pertinent. 

There  are  many  other 
milestones  in  the  history  of  drugs 
and  man,  but  only  a few  will  be 
recounted. 

The  American  tobacco  industry 
began  in  1613,  when  John  Rolfe, 
husband  of  Pocahontas,  sent  the 
first  shipment  of  Virginia  tobacco 
to  England. 

The  introduction  of  cheap  gin 
into  Britain  in  the  early  18th  cen- 
tury produced  widespread  in- 
ebriation and  the  Gin  Act  of  1736, 
designed  to  curb  its  use,  failed 
miserably  to  control  the  problem. 

An  English  physician  pre- 
scribed an  opium  product  in  1762 
for  the  treatment  of  gout  and 
Dover  s powders  were  used  ex- 
tensively into  the  20th  century. 

Although  opium  and  alcohol 
were  used  widely  by  the  medical 
profession,  some  physicians 


began  to  decry  the  excesses.  Ben- 
jamin Rush,  trained  in  Edinburgh 
and  considered  the  founder  of 
American  psychiatry,  wrote  An 
Inquiry  into  the  Effects  of  Ardent 
Spirits  upon  the  Human  Body  and 
Mind  in  1785.  In  it,  he  considered 
drunkenness  due  to  distilled 
spirits  a disease,  leading  to  vices, 
diseases,  and  punishment.  Cider, 
wine,  and  beer,  conversely,  were 
deemed  beverages  leading  to 
temperance  and  the  good  life. 
(This  view  still  is  held  today  by 
too  many  who  would  be  better  off 
in  Alcoholics  Anonymous.  And 
the  allowing  of  beer  advertising 
on  television  while  proscribing 
that  for  hard  liquor  is  hypocrisy 
and  panders  to  the  misconcep- 
tions held  by  Benjamin  Rush.) 

The  first  American  temperance 
society  was  formed  in  1789. 

Coleridge  wrote  Kubla  Khan  in 
1797.  He  was  under  the  influence 
of  opium  at  the  time  (and  later) 
and  the  poem  ends:  “For  he  on 
honey-dew  hath  fed  and  drunk 
the  milk  of  Paradise.’ 

Thomas  DeQuincey  published 
Confessions  of  an  English  Opium 
Eater  in  1821.  It  aroused  con- 
siderable literacy  interest,  but 
raised  no  moral  issues;  it  was  a 
common  practice  of  the  time. 

By  1833,  there  were  over  one 
million  American  members  of 
temperance  societies. 

Great  Britain  won  the  first 
Opium  War  in  1842,  enabling  its 
lucrative  opium  trade  to  continue. 

Cocaine  was  isolated  in  1844. 

The  American  Medical  Associa- 
tion (AMA)  was  established  in 
1847. 

The  term  “chronic  alcoholism 
was  coined  in  1849  by  Magnus 
Huss,  a Swedish  physician. 

Bayer  synthesized  aspirin  and 
heroin  in  1898  and  both  products 
were  promoted  widely,  the  latter 
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as  glycoheroin  for  the  suppres- 
sion of  cough. 

The  stimulating  effects  of  the 
coca  plant  were  exploited.  In 
1903  Coca-Cola  substituted  caf- 
feine for  its  original  cocaine. 

The  Eighteenth  Amendment 
was  passed  in  1919,  the  failure  of 
the  English  Gin  Act  of  1736 
notwithstanding.  In  1920,  Ameri- 
can physicians  prescribed  whis- 
key and  brandy  in  record 
numbers. 

Sigmund  Freud,  William 
Stewart  Halsted,  and  Sherlock 
Holmes  had  bad  drug  problems, 
as  did  (and  do)  innumerable 
prominent,  and  not  so  prominent, 
members  of  all  segments  of  socie- 
ty. The  list  of  worrisome  products 
is  long  and  includes  alcohol,  mor- 
phine, tobacco,  steroids,  barbitu- 
ates,  nonbarbituate  sedatives  and 
hypnotics,  amphetamines,  tran- 
quilizers, marijuana,  psychedel- 
ics, heroin,  and  crack.  It  should 
be  obvious  that  one  method  of 
dealing  with  drug  abuse  cannot 
suffice  to  handle  the  varied  and 
various  effects  of  such  a 
heterogenous  list. 


There  are  other  problems.  One 
hundred  years  ago,  substance 
abuse  was  considered  by  many  to 
be  a disease  requiring  vigorous 
treatment  and  prevention  and 
representing  a problem  not  com- 
pletely under  the  control  of  the 
sufferer;  this  concept  has  waxed 
and  waned  through  the  years.  The 
debate  continues.  The  interposi- 
tion of  governmental  laws  and 
regulations,  mediated  by  the 
courts,  often  place  the  medical 
profession  in  the  background. 
Should  drugs  be  decriminalized? 
If  so,  how  selectively?  Should 
drugs  be  legalized?  If  so,  which 
ones?  The  problem  expands. 
There  are  more  than  1.2  million 
prison  inmates  today;  one-half  of 
them  are  ding  offenders.  In  two 
years  it  is  estimated  that  70  per- 
cent will  be  drug  offenders.  Will 
genetic  discoveries  shed  any  light 
on  addiction?  Is  gambling  addic- 
tion a disease?  Or  a true  addic- 
tion? 

Some  addicts  are  able  to  func- 
tion quite  well;  methadone  pro- 
grams are  considered  by  some  to 
exemplify  this.  There  is  no  doubt 


that  former  addicts  can  be 
restored  to  productive  lives.  Some 
estimated  that  40  percent  of 
American  soldiers  in  Vietnam 
used  heroin,  but  only  7 percent 
were  on  drugs  one  year  after  re- 
turning home. 

So  struggle  we  must.  We  are 
indebted,  once  again,  to  the 
authors  of  the  articles  in  this 
special  issue  and  to  George  J. 
Mellendick,  MD,  MPH,  guest 
editor.  Our  thanks  to  all.  □ 
Howard  D.  Slobodien,  MD 

The  spirit  of  the  world,  the 
great  calm  presence  of  the 
creator,  comes  not  forth  to  the 
sorceries  of  opium  or  of  wine. 
Emerson,  “The  Poet,” 

Essays,  Second  Series,  1844 

Opiate,  n.  An  unlocked  door 
in  the  prison  of  identity.  It 
leads  into  the  jail  yard. 

Ambrose  Bierce,  The  Devils’ 
Dictionary,  1881-1911 
(A  confirmed  alcoholic) 
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Mcuiyi 

Don't  Buy  Medical  Practice  & Office  Management 
Automation  Until  You  Have  Talked  to  Us, 

The  #1  Specialist  In  The  Region 


IS  BILLING  YOUR  PATIENTS  HARDER  THAN 
GETTING  THEM  TO  TAKE  THEIR  MEDICINE? 

The  solution  is: 
"The  System"  by  MEDIX 

AUTOMATIC  PRODUCTION  OF  EASY-TO-READ 
PATIENT  BILLS,  TRACKING  PAYMENT  RESPON- 
SIBILITY TO  IMPROVE  YOUR  COLLECTIONS 


mcuiX 

MANAGEMENT  SYSTEMS  ^^FOR  HEALTH  CARE  PROFESSIONALS 

P.O.  Box  10079  • Newark,  N.J.  07101-3079 

Call  201-648-0008  Ext.  181 
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^^eVe  IBM  is  a registered  trademark  of  the 

#2  ^ International  Business  Machines  Corporation 


Is  your 
practice 
ready  for 


With  President 
Clinton  committed 
to  managed  compe- 
tition, now  is  the 
time  for  you  to 
solidify  contracts 
with  managed  care  organizations  that  can  direct 
patients  to  your  office  — HMOs,  PPOs,  TPAs,  self- 
insured  companies  and  others. 


CPR  maintains  a complete  database  of  managed 
healthcare  companies  licensed  to  operate  in  New 
Jersey.  Our  experienced  team  can  handle  all  of  your 
contracting  needs  including  identifying  appropriate 
opportunities  and  negotiating  reimbursement. 


This  service  is  available  to  individual  and  group 
practices. 


CPR  Medical  Marketing  & Communications 

Hackensack,  Hew  Jersey  • 201-342-9111 
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QUALITY  SLEEP 

Invest  in  your  patient’s  future  and  help 
achieve  optimal  health 

Accurate  diagnosis  and  appropriate  treatment  of  sleep 
disorders  can  help  patients  improve  their  quality  of  life.  Our 
Center  selves  as  an  extension  of  your  practice  where  your 
patients  receive  quality  care  with  the  same  professionalism, 
dedication  and  compassion  that  you  provide  in  your  own 
office. 

We’ll  keep  you  up-to-date  with  prompt  evaluation  and 
reporting  of  test  results  by  our  specially-trained  sleep 
physicians.  And  once  a diagnosis  has  been  established, 
you  decide  whether  follow-up  care  is  provided  by  your 
office  or  through  the  Center. 

Your  patients  also  benefit  from  prompt  scheduling  and 
on-site  assistance  with  determining  insurance  reimburse- 
ment. This  letter  is  testimony  to  the  commitment  of  our 
staff  and  exemplifies  their  dedication  to  service  and 
patient  satisfaction. 

Call  (201 ) 971-4567  today  to  receive  our  comprehensive 
guide  to  sleep  disorders. 


-xSLEEP  DISORDER  CENTER  of 


MORRISTOWN  MEMORIAL  HOSPITAL 


A major  teaching  affiliate  of  the  Columbia  Ihiiversity  College  of  Physicians  anti  Surgeons 
95  Ml.  K<*m I ilc  \vcmir,  2nd  floor.  Tlirbaud  Building.  Morristown,  \l  07962 
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NEW  JERSEY  MEDICINE 


Benzodiazepines, 

addiction, 

and  public  policy 

Robert  L.  DuPont,  MD 


The  understanding  of  prescription  drug  abuse  is  important  in 
medicine,  especially  for  the  most  widely  used  controlled 
substances:  benzodiazepines.  Benzodiazepines  treat  anxiety 
and  insomnia,  two  of  the  most  common  problems  for  which 
patients  seek  treatment. 


Prescription  drug  abuse  is 
a problem.  But  exactly 
what  is  the  problem  and 
how  extensive  is  it?  What 
needs  to  be  done  about  prescrip- 
tion drug  abuse?  More  important- 
ly, what  changes  need  to  be  made 
in  the  routine  practice  of 
medicine  to  reduce  the  problems 
of  prescription  drug  abuse?  The 
understanding  of  prescription 
drug  abuse  is  important  in 
medicine,  especially  for  the  most 
widely  used  controlled  sub- 
stances: benzodiazepines.  These 
medicines  treat  anxiety  and  in- 
somnia, two  of  the  most  common 
problems  for  which  patients  seek 
medical  care. 

The  American  Medical  Associa- 
tion published  a report  on 
prescription  drug  abuse.1  The  use 
and  abuse  of  benzodiazepines 
have  been  reviewed  compre- 
hensively.2 3 The  use  of  benzo- 
diazepines in  the  treatment  of 
anxiety  and  insomnia  also  has 
been  reviewed  recently  in  a 
guidebook  for  physicians.4 

MEDICAL  VERSUS 
NONMEDICAL  DRUG  USE 

A medicine  is  a chemical  used 
by  a patient  to  treat  an  illness.  A 
drug  is  a chemical  used  outside 
a physician-patient  relationship 


for  recreational  purposes.  There 
are  five  characteristics  of 
substance  use  essential  in  dis- 
tinguishing medical  from  non- 
medical substance  use:  intent,  ef- 
fect, pattern,  legality,  and  control 
(Table  1). 

Medicines  are  used  to  treat  ill- 
ness: they  improve  the  quality  of 
a patient’s  life;  they  are  taken  in 
a stable  and  sensible  pattern;  they 
are  legal;  and  they  are  controlled 
by  the  user  and  by  the  physician. 
In  contrast,  nonmedical  substance 
use  or  drug  use  is  to  have  fun  or 
to  party;  it  diminishes  the  quality 
of  the  user’s  life;  it  is  taken  in  a 
chaotic  pattern;  it  is  illegal  except 
for  alcohol  use  by  adults;  and  its 
use  is  controlled  only  by  the  user. 
Medicine  users,  unless  they  were 
drug  abusers  before  using  the 
medicine,  rarely  use  illegal  drugs 
and,  il  they  drink  alcohol  at  all, 
they  do  so  with  unmistakable 
moderation.  Nonmedical  sub- 
stance users,  on  the  other  hand, 
typically  use  many  drugs 
nonmedically.  Most  nonmedical 
drug  users  use  alcohol  and/or 
other  drugs  in  excessive  doses  in 
ways  that  cause  harm,  as  reflected 
in  the  definition  of  addiction  from 
the  American  Society  of  Addic- 
tion Medicine  (ASAM):  “A  disease 
process  characterized  by  the  con- 


tinued use  of  a specific  psychoac- 
tive substance  despite  physical, 
psychological,  or  social  harm.’’ 

Four  problems  arise  in  apply- 
ing these  distinctions  in  medical 
care  and  in  public  policy.  The 
first  problem  is  the  concept  of 
self- treatment.  Recent  apologists 
for  nonmedical  drug  use  view  the 
addict’s  behavior  as  an  effort  to 
treat  some  illness  or  dysphoria. 
This  is  a pernicious  concept  as  it 
undermines  the  fundamental  dis- 
tinction between  medicine  use 
and  drug  use  for  recreation;  that 
distinction  must  be  preserved  if 
there  is  to  be  an  effective  public 
policy  preventing  drug  abuse.  It 
is  seldom  difficult  to  distinguish 
the  behavior  of  heroin,  cocaine,  or 
alcohol  addicts  from  the  behavior 
of  typical  medical  patients.  Al- 
coholics and  drug  addicts  only 
“self-medicate ” with  substances 
that  produce  reward.  They  do  not 
self-medicate  with  antidepres- 
sants, antipsychotics,  or  other 
psychoactive  medicines  that  do 
not  produce  reward. 

The  second  potentially  trouble- 
some issue  is  maintenance  drink- 
ing or  drug  use,  in  which  the  user 
of  alcohol  or  other  drugs  appears 
not  to  use  these  nonmedical 
substances  in  a chaotic  or 
problem-generating  fashion,  but 
uses  them  in  stable,  but  often 
high  doses,  over  long  periods  of 
time.  While  abusers  of  alcohol 
and  other  drugs  typically  deny 
the  full  extent  and  the  conse- 
quences of  their  use,  family 
members  and  others  identify 
the  alcohol-  and  drug-caused 
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Table  1. 

Distinguishing  medical  substance  use  from  nonmedical 
substance  use. 

Medical  Use 

Nonmedical  Use 

Intent 

To  treat  diagnosed  illness 

To  party 

Effect 

Makes  life  of  user  better 

Makes  life  of  user  worse 

Pattern 

Steady  and  sensible 

Chaotic  and  high  dose 

Legality 

Legal 

Illegal  (except  alcohol  use 
by  adults) 

Control 

Shared  with  physician 

Self-controlled 

Table  2.  The  distinction  between  addiction  and  physical 
dependence. 

Addiction 

• Loss  of  control. 

• Continued  use  despite  problems  caused  by  use. 

• Denial. 

• Relapse. 

• A complex,  biobehavioral,  lifelong,  malignant  problem. 

• Limited  to  chemically  dependent  people. 

• Not  a complication  of  medical  treatment  unless  there  is  a prior  history 
of  chemical  dependence. 

• Best  treated  by  specific  chemical  dependence  treatment. 

Physical  Dependence 

• A cellular  adaptation  of  presence  of  a substance. 

• Withdrawal  symptoms  on  abrupt  discontinuation. 

• Not  associated  with  relapse. 

• A benign,  temporary  problem. 

• Common  to  many  substances  used  in  medicine  including  steroids, 
antidepressants,  anti-epilepsy,  and  anti-hypertensive  medicines. 

• Best  treated  by  gradual  dose  reduction. 


problems.  Like  self-treatment, 
maintenance  alcohol  and  drug  use 
seldom  is  a real-life  problem,  but 
these  are  difficult  problems  be- 
cause both  concepts  blur  the  dis- 
tinctions vital  to  separating 
medical  and  nonmedical  drug 
use. 

The  third  potentially  confusing 
problem  is  the  physically  depen- 
dent medical  patient  who  con- 
tinues taking  medicine  over  long 
periods  of  time,  without  problems 
or  dose  escalation  outside  the 


usual  therapeutic  dose  ranges. 
Typically,  such  patients  do  not 
abuse  alcohol  or  other  drugs,  but 
they  do  experience  physical  with- 
drawal, as  well  as  the  return  of 
their  underlying  disorder,  on  dis- 
continuation of  the  dependence- 
producing  medicine.  Such  pa- 
tients, unlike  addicts  who  are  self- 
treating and  problem-free 
maintenance  users  of  alcohol  and 
other  drugs,  are  relatively  com- 
mon. Physically  dependent 
medical  patients  meet  all  five 


criteria  for  medical  use  and  meet 
none  of  the  five  criteria  for 
nonmedical  use.  The  patients  typ- 
ically are  open  and  honest  with 
their  physicians  about  their  use  of 
medicines,  they  do  not  conceal 
treatment  from  multiple  physi- 
cians, and  they  do  not  abuse  al- 
cohol or  illicit  drugs.  Because 
they,  and  sometimes  their  physi- 
cians, confuse  physical  de- 
pendence with  addiction,  they 
may  label  themselves  as  “ad- 
dicted” to  their  medicines,  but 
they  do  not  exhibit  the  behavioral 
characteristics  of  addiction  as 
described  in  the  ASAM  definition 
(Table  2). 

Finally,  confusion  can  arise  in 
separating  medical  from  non- 
medical use  because  some  doctors 
wittingly  or  unwittingly  prescribe 
controlled  substances  to  addicts. 
Some  addicts  pose  as  patients  to 
secure  prescribed  controlled 
substances.  Such  practices  on  the 
part  of  misguided  or  dishonest  pa- 
tients and  physicians  are  the  ap- 
propriate target  of  regulatory  and 
licensing  initiatives.  When  these 
efforts  are  aimed  correctly,  they 
deserve  the  wholehearted  support 
of  the  public  and  of  the  medical 
profession. 

BENZODIAZEPINES 

Not  all  patients  with  anxiety  or 
insomnia  need  treatment.  Many 
patients  need  education  and  sup- 
port. There  are  useful  nonphar- 
macologieal  treatments  for  anxiety 
and  insomnia.4  Anxiety  disorders 
frequently  are  trivialized  by  phy- 
sicians and  others  even  though 
these  are  serious,  biologically 
based,  often  lifelong  illnesses  with 
profound  effects  on  patients  and 
their  families. 

Pharmacological  treatments 
often  are  effective  in  helping  pa- 
tients suffering  from  anxiety  dis- 
orders live  fuller,  more  normal 
lives.  Benzodiazepines,  useful  in 
the  treatment  of  anxiety  dis- 
orders, are  the  best  understood, 
the  safest,  and  the  most  widely 
used  of  all  psychotropic  medi- 
cines in  the  world. 

When  a physician  is  confronted 
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Table  3.  Benzodiazepine  checklist. 

The  four  topics  that  should  be  considered  concerning  long-term  benzodiazepine 
prescriptions: 

1.  Diagnosis  and  response  to  treatment. 

Does  the  patient  have  a clear-cut  diagnosis  and  does  the  patient 
respond  favorably  to  the  use  of  the  benzodiazepines? 

2.  Use  of  psychotropic  substances. 

Is  the  patient’s  use  of  alcohol  and  other  substances  legal  and  sensible? 
Does  the  patient  avoid  all  use  of  illegal  drugs?  Is  the  benzodiazepine 
dose  reasonable?  Is  the  use  of  other  prescribed  drugs  medically 
reasonable? 

3.  Toxic  behavior. 

Is  there  evidence  of  slurred  speech,  accidents,  or  other  problems  that 
may  be  associated  with  excessive  or  inappropriate  use  of  any 
prescribed  or  nonprescribed  psychoactive  substance? 

4.  Family  monitor. 

Does  a family  member  confirm  that  the  patient  s use  of  the 
benzodiazepine  is  both  sensible  and  helpful  and  that  the  patient  does 
not  abuse  alcohol  or  use  illegal  drugs? 

A “no”  to  any  of  the  four  questions  suggests  that  discontinuation  of  the 
benzodiazepine  is  indicated. 

A “yes”  to  all  four  questions  supports  the  decision  to  continue  benzodiazepine 
prescription  if  that  is  the  shared  conclusion  of  the  patient  and  the  physician. 

The  standard  to  be  met:  Is  this  treatment  clearly  in  the  patient's  best  interests? 


by  a patient  who  has  taken  a 
benzodiazepine  for  a prolonged 
period  of  time,  a benzodiazepine 
checklist  can  be  used  to  assess  the 
desirability  of  continuing  treat- 
ment (Table  3).  This  checklist  re- 
quires review  of  the  diagnosis  and 
the  therapeutic  effectiveness  of 
the  use  of  benzodiazepines,  and 
the  checklist  relates  information 
on  problems,  including  chemical 
dependence.  If  the  patient  passes 
the  checklist,  it  is  reasonable  to 
continue  benzodiazepine  treat- 
ment, providing  the  patient  and 
the  physician  agree  that  this  is  the 
appropriate  course  of  action. 
Benzodiazepine  discontinuation 
usually  is  best  accomplished  by 
gradual,  structured  dose  reduc- 
tions on  an  outpatient  basis,  rec- 
ognizing that  the  patient  is  likely 
to  experience  both  short-term 
withdrawal  symptoms  and  long- 
term return  of  the  underlying 
anxiety  symptoms.5 

There  are  legitimate  dif- 
ferences of  opinion  about  the  op- 
timal care  of  patients  suffering 
from  anxiety,  insomnia,  and  pain. 
There  are  many  patients  with 
serious  addictive  diseases  for 
whom  controlled  substances  are 
prescribed  inappropriately.  There 
also  are  patients  who  continue  to 
take  medicines  long  after  the 
need  for  them  has  disappeared. 
Physicians  and  patients  need  bet- 
ter education  in  recognizing  and 
managing  these  problems.  On  the 
other  hand,  these  quality-of-care 
issues  are  not  different  from  other 
areas  of  medical  care  that  do 
not  involve  use  of  controlled  sub- 
stances. 

AIMING  ACCURATELY 

Medical  policy,  including  reg- 
ulatory and  licensing  activities, 
needs  to  be  clear  about  the  dis- 
tinction between  medical  and 
nonmedical  use  of  controlled 
substances.  Although  not  every 
doctor  and  not  every  patient 
choose  to  use  the  same  treatments 
for  any  illness,  it  is  vital  that  the 
force  of  the  law,  and  other  formal 
social  control  mechanisms  aimed 
at  reducing  the  abuse  of  drugs  in 


the  United  States,  be  targeted  ac- 
curately at  the  nonmedieal  use  of 
controlled  substances,  whether 
prescribed  or  provided  illegally. 

Applying  legal  and  regulatory 
sanctions  to  legitimate  medical 
care  in  an  effort  to  change 
medical  practice,  e.g.  to  reduce 
the  use  of  such  medicines  as 
opiates  and  benzodiazepines,  in 
the  name  of  reducing  drug  abuse 
problems  in  the  community  is  not 
only  inappropriate,  but  severely 
harms  millions  of  nonehemically 
dependent  patients.  Efforts  to 
keep  the  use  of  prescribed  con- 
trolled substances  within  medical 
practice  are  justified  because  of 
the  real  abuse  potential  of  con- 
trolled substances.  However, 
these  efforts  should  be  accurately 
targeted  at  nonmedical  drug  use: 
they  should  reduce  nonmedieal 
use  without  having  a harmful  or 


chilling  effect  on  legitimate 
medical  practice.  Triplicate 
prescription  programs  and  poorly 
focused  regulatory  harassment  of 
physicians  do  not  pass  this  test 
because  they  profoundly  and 
negatively  affect  routine  medical 
care.6 

Prescription  drug  abuse  is  a 
relatively  small  and  shrinking 
component  of  the  problems  of 
drug  abuse  in  America.7  This  is 
seen  from  survey  data,  reports  of 
medical  examiners  and  emergen- 
cy room  staff,  and  drug  testing  in 
the  criminal  justice  system. 

For  physicians  to  play  an  im- 
portant role  in  American  drug 
abuse  prevention,  it  is  essential 
that  they  be  able  to  identify  active 
drug  abusers  in  their  practices. 
Physicians  must  help  these  pa- 
tients find  chemical  dependence 
treatment  programs  and  avoid 
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prescribing  controlled  substances 
to  them.9  It  also  is  important  that 
physicians  not  withhold  con- 
trolled substances,  when  the  use 
of  these  medicines  is  indicated, 
from  nonchemically  dependent 
patients  out  of  misguided  fear  of 
addiction.  This  is  the  vital  balance 
required  for  medical  practice  to 
fulfill  its  role  in  the  basic  Ameri- 
can social  contract  governing  the 
use  of  potentially  addicting  drugs. 

With  a clear  understanding  of 
the  distinctions  between  medical 
and  nonmedical  drug  use,  and  be- 
tween addiction  and  withdrawal, 
it  is  possible  for  clinical  practi- 
tioners of  medicine  to  strike  this 
balance.  Regulatory  and  other 
authorities  — representing  impor- 
tant community  interests  in  the 
interactions  between  physicians 
and  patients  involving  controlled 
substances — should  make  these 
distinctions  so  that  they  do  not 
inappropriately  harass  physicians 
and  patients  as  they  protect  the 
public  from  the  potential  for  a few 
reckless  or  criminal  physicians 
and  patients  to  create  hemor- 
rhages in  the  supply  system  for 
prescribed  controlled  substances. 

Medicines  that  produce 
physical  dependence,  including 
benzodiazepines,  are  underused 
in  the  United  States  because  of 
inappropriate  fear  of  addiction. 
The  new  biological  understanding 
of  mental  illnesses,  and  the  rapid 
improvements  in  the  pharma- 
cological treatments  of  these  ill- 


nesses, can  be  developed  without 
threatening  the  sobriety  of  re- 
covering people  and  without  add- 
ing to  the  burdens  of  the  com- 
munity through  increasing  the 
supply  of  nonmedical  drugs  if 
public  policy  aims  straight. 

Physicians  and  others  in  the 
scientific  and  research  com- 
munities need  to  join  with  experts 
from  the  chemical  dependence 
field  to  clarify  these  issues  and  to 
insure  that  effective  social 
policies  are  adopted  to  curb 
nonmedical  use  of  all  controlled 
substances,  whether  prescribed 
or  not.  The  social  contract  de- 
veloped in  the  first  two  decades 
of  this  century  is  an  excellent 
starting  point  for  a policy  that  is 
both  antidrug  abuse  and 
promedical  treatment.  I 
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Discover  The  Elegance 
Of  A Hybrid 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent — 
a gentle  blend  of  softness  and  strength. 

At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 

When  pregnancy  is  detected,  Vaseretic" 
(Enalapril  Maleate-Hydrochlorothiazide) 
should  be  discontinued  as  soon  as  possible. 
See  WARNINGS,  Fctnl/Neonatnl  Morbidity 
mid  Mortality. 
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TABLETS 

VASERETIC 

(ENALAPR1L  MALEATE-HYDROCHLOROTHI  AZIDE) 


10 

mg 


25 

mg 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIC 
(Enalapril  Maleate-Hvdrochlorotniazicie)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  Fetal/Neonatal  Morbidity  mid  Mortality. 


CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients  who 
are  hypersensitive  to  any  component  of  this  product  and  in  patients  with  a 
history  of  angioedema  related  to  previous  treatment  with  an  angiotensin 
converting  enzyme  inhibitor.  Because  of  the  hydrochlorothiazide  compo- 
nent, this  product  is  contraindicated  in  patients  with  anuria  or  hypersensitiv- 
ity to  other  sulfonamide-denved  drugs. 

WARNINGS:  General;  Enalapril  Maleale;  Hypotension:  Excessive  hypotension 
was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possible  con- 
sequence of  enalapnl  use  in  severely  salt/ volume  depleted  persons  such  as 
those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC.  In  patients  receiving  enalapnl  alone,  the  incidence  of  syncope 
is  0.5  percent.  The  overall  incidence  of  syncope  may  be  reduced  bv  proper 
titration  of  the  individual  components.  (See  PRECAUTIONS,  Drug 
Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associated 
renal  insufficiency,  excessiv  e hypotension  has  been  observed  and  may  be 
associated  with  oliguria  and /or’ progressive  azotemia,  and  rarelv  with  acute 
renal  failure  and/or  death.  Because  of  the  potential  fall  in  blood  pressure  in 
these  patients,  therapy  should  be  started  under  very  close  medical  supervi- 
sion. Such  patients  snduld  be  followed  closely  for  the  first  two  weeks  of  treat- 
ment and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased. 
Similar  considerations  may  apply  to  patients  with  ischemic  heart  or  cere- 
brovascular disease,  in  whom  an  excessive  fall  in  blood  pressure  could  result 
in  a mvocardial  infarction  or  cerebrovascular  accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position 
and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline.  A tran- 
sient hypotensive  response  is  not  a contraindication  to  further  doses,  which 
usually  can  be  given  without  difficulty  once  the  blood  pressure  has  increased 
after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larvnx  has  been  reported  in  patients  treated  with  angiotensin  convert- 
ing enzyme  inhibitors,  including  enalapril  In  such  cases  VASERETIC  should 
be  promptly  discontinued  and  appropriate  therapy  and  monitoring  should  be 
provided  until  complete  and  sustained  resolution  of  signs  and  symptoms  has 
occurred.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips  the 
condition  has  generally  resolved  without  treatment,  although  antihistamines 
have  been  useful  in  relieving  symptoms.  Angioedema  associated  with  laryn- 
geal edema  mav  be  fatal.  Where  there  is  involvement  of  the  tongue,  glottis  or 
larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcuta- 
neous epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL)  and/or  measures  neces- 
sary to  ensure  a patent  airway,  should  be  promptly  provided.  (Sec  ADVERSE 
REACTIONS.) 

Patients  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  therapy 
mav  be  at  increased  risk  of  angioedema  while  receiving  an  ACE  inhibitor 
(see  also  CONTRAINDICATIONS). 

Neutropenia/Agranulocytosis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopnl,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in 
patients  with  renal  impairment  especially  if  they  also  have  a collagen  vascu- 
lar disease.  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to 
show  that  enalapril  does  not  cause  agranulocytosis  at  similar  rates. 
Marketing  experience  has  revealed  several  cases  of  neutropenia  or  agranulo- 
cytosis in  which  a causal  relationship  to  enalapril  cannot  be  excluded. 
Periodic  monitonng  of  white  blood  cell  counts  in  patients  with  collagen  vas- 
cular disease  and  renal  disease  should  be  considered. 

Hydrochlorothiazide . Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  mav  develop  in  patients  with  impaired  renal 
function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history'  of 
allergy'  or  bronchial  asthma' 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thema tosus  has  been  reported . 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Interactions,  Enalapril  Maleale  and  Hydrochlorothiazide). 

Pregnancy;  Enalapril -Hydrochlorothiazide:  There  was  no  teratogenicity  in  rats 
given  up  to  90  mg/kg/dav  of  enalapnl  (150  times  the  maximum  human 
dose)  in  combination  with  10  mg/kg/dav  of  hydrochlorothiazide  (2  Vi  times 
the  maximum  human  dose)  or  in  mice  given  up  to  30  mg/kg/dav  of 
enalapril  (50  times  the  maximum  human  dose)  in  combination  with  10 
mg/kg/dav  of  hydrochlorothiazide  (2  '/:  times  the  maximum  human  dose). 
At  these  doses,  tetotoxicitv  expressed  as  a decrease  in  average  fetal  weight 
occurred  in  both  species'  No  fetotoxidty  occurred  at  lower  doses;  30/10 
mg/kg/dav  of  enafapnl-hydrochlorothiazide  in  rats  and  10/10  mg/kg/dav 
of  enalaprif-hydrochlorothiazide  in  mice. 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detected,  VASERET IC  should  be  discontinued  as  soon  as  possi- 
ble (See  Enalapnl  Maleate.  Fetal/Neonatal  Morbidih/and  Mortality,  below.) 
Enalapril  Maleate ; Fetal/Neonatal  Morbidity  and  Mortality:  ACE  inhibitors  can 
cause  fetal  and  neonatal  morbidity  and  death  when  administered  to  preg- 
nant women.  Several  dozen  cases  have  been  reported  in  the  world  literature. 
When  pregnancy  is  detected,  ACE  inhibitors  should  be  discontinued  as  soon 
as  possible. 

The  use  of  ACE  inhibitor*  during  the  second  and  third  trimesters  of  preg- 
nancy' has  been  associated  with  fetal  and  neonatal  injury',  including  hypoten- 
sion/neonatal skull  hypoplasia,  anuna,  reversible  or  irreversible  renal  failure, 
and  death.  Oligohydramnios  has  also  been  reported,  presumably  resulting 
from  decreased  fetal  renal  function;  oligohydramnios  in  this  setting  has  been 
associated  with  fetal  limb  contractures,  craniofacial  deformation,  and 
hypoplastic  lung  development.  Prematurity,  intrauterine  growth  retardation, 
and  patent  ductus  arteriosus  have  also  been  reported,  although  it  is  not  clear 
whether  these  occurrences  were  due  to  the  ACE-inhibitor  exposure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester.  Mothers 
whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only  during  the 
first  trimester  should  be  so  informed.  Nonetheless,  when  patients  become 
pregnant,  physicians  should  make  every  effort  to  discontinue  the  use  of 
VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every'  thousand  pregnancies),  no 


alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the  mothers 
should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and  serial  ultra- 
sound examinations  should  be  performed  to  assess  the  intraamniotic  envi- 
ronment. 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be  appro- 
priate, depending  upon  the  week  of  pregnancy.  Patients  and  physicians 
should  be  aware,  however,  that  oligohydramnios  may  not  appear  until  after 
the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia,  If  oliguria 
occurs,  attention  should  he  directed  toward  support  of  blood  pressure  and 
renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as  means 
of  reversing  hypotension  and/or  substituting  for  disordered  renal  function. 
Enalapril,  which  crosses  the  placenta,  has  been  removed  from  neonatal  circu- 
lation by  peritoneal  dialysis  with  some  clinical  benefit,  and  theoretically  may 
be  removed  by  exchange  transfusion,  although  there  is  no  experience  with 
the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/kg  basis,  the  doses  used  were  up  to  333  times  (in  rats), 
and  50  times  (in  rabbits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide;  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit,  the 
mouse  and  the  rat  at  doses  up  to  100  mg/kg/dav  (50  times  the  human  dose) 
showed  no  evidence  of  external  abnormalities  of  the  fetus  due  to 
hvdrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter  study  in  rats  at 
doses  of  4 - 5. 6 mg/kg/dav  (approximately  1 - 2 times  the  usual  daily  human 
dose)  did  not  impair  Fertility  or  produce  birth  abnormalities  in  the  offspring. 
Thiazides  cross  the  placental  bamer  and  appear  in  cord  blood. 

Nonteratogenic  Effects:  These  may  include  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult. 

PRECAUTIONS:  General;  Enalapril  Maleale;  Impaired  Renal  Function:  As  a con- 
sequence of  inhibiting  the  renin-angiotensin-aldosterone  system,  changes  in 
renal  function  mav  be  anticipated  in  susceptible  individuals.  In  patients  with 
severe  congestive  heart  failure  whose  renal  function  may  depend  on  the 
activity'  of  the  renin-angiotensin-aldosterone  system,  treatment  with 
angiotensin  converting  enzvme  inhibitors,  including  enalapril,  may  be  associ- 
ated with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal 
artery'  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creatinine  were 
observed  in  20  percent  of  patients.  These  increases  were  almost  always 
reversible  upon  discontinuation  of  enalapril  and/or  diuretic  therapy.  In  such 
patients  renal  function  should  be  monitored  during  the  first  few  weeks  of 
therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  enalapril  has 
been  given  concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in 
patients  with  preexisting  renal  impairment.  Dosage  reduction  of  enalapril 
and/or  discontinuation  of  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treated  con- 
comitantly with  an  ACE  inhibitor.  In  these  patients  consideration  should  be 
given  to  using  a different  type  of  dialysis  membrane  or  a different  class  of 
antihvpertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clinical  tri- 
als treated  with  enalapril  alone.  In  most  cases  these  were  isolated  values 
which  resolved  despite  continued  therapy,  although  hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28' percent  of  hypertensive  patients. 
Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in  patients  treat- 
ed with  enalapril  plus  hvdrochlorotniazide.  Risk  factors  for  the  development 
of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  con- 
comitant use  of  potassium-sparing  diuretics,  potassium  supplements  and/or 
potassium-containing  salt  substitutes,  which  should  be  usea  cautiously,  if  at 
all,  with  enalapril.  (See  Drug  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitor^. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves  after 
discontinuation  of  therapy.  ACE  innibitor-induced  cough  should  be  consid- 
ered as  part  of  the  differential  diagnosis  of  cough. 

Surgery/ Anesthesia:  In  patients  undergoing  major  surgery  or  during  anes- 
thesia with  agents  that  produce  hypotension,  enalapril  mav  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can  be 
corrected  by  volume  expansion. 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs 
of  fluid  or  etectrolyte  imbalance:  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia.  Serum  and  urine  electrolyte  determinations  are  particularly 
important  when  the  patient  is  vomiting  excessively  or  raeiving  parenteral 
fluids.  Warning  signs  or  symptoms  of  fluid  and  electrolyte  imbalance,  irre- 
spective of  cause,  include  dryness  of  mouth,  thirst,  weakness,  lethargy, 
drowsiness,  restlessness,  confusion,  seizures,  muscle  pains  or  cramps,  mus- 
cular fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  distur- 
bances such  as  nausea  and  vomiting. 

Hvpokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe 
cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with  adequate 
oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypokalemia  may 
cause  cardiac  arrhythmia  and  may  also  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (e.g.,  increased  ventricular  irritabili- 
ty). Because  enalapril  reduces  the  production  of  aldosterone,  concomitant 
therapy  with  enalapril  attenuates  the  diuretic-induced  potassium  loss  (see 
Drug  Interactions,  Agents  Increasing  Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  unaer  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in  the 
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treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather; 
appropriate  therapy  is  water  restriction,  rather  than  administration  of  salt 
except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual 
salt  depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypoglycemic 
agents  may  be  required.  Hyperglycemia  may  occur  with  thiazide  diuretics. 
Thus  latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  postsym- 
pathectomy patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  have  been  shown  to  increase  the  urinary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may  cause 
intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of  known 
disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be  evidence  of 
hidden  hyperparathyroidism.  Thiazides  should  be  discontinued  before  car- 
rying out'tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with  thi- 
azide diuretic  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal  edema, 
may  occur  especially  following  the  first  dose  of  enalapril.  Patients  should  be 
so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in 
swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have  consulted 
with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  espe- 
cially during  the  first  few  days  of  therapy.  If  actual  syncope  occurs,  the 
patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted 
with  the  prescribing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydra- 
tion may  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduction  in 
fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea 
may  also  lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  con- 
sult with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing 
potassium  without  consulting  their  physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of 
infection  (e.g.,  sore  throat,  fever)  which  may  be  a sign  of  neutropenia. 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about  the 
consequences  of  second-  and  third-trimester  exposure  to  ACE  inhibitors,  and 
they  should  also  be  told  that  these  consequences  do  not  appear  to  have 
resulted  from  intrauterine  ACE-inhibitor  exposure  that  has  been  limited  to 
the  first  trimester.  These  patients  should  be  asked  to  report  pregnancies  to 
their  physicians  as  soon  as  possible. 

NOTE.  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  warranted.  This  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible 
adverse  or  intended  effects. 

Drug  Interactions;  Enalapril  Maleate;  Hypotension— Patients  on  Diuretic  Therapy: 
Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted,  may  occasionally  experience  an  excessive  reduction  of 
blood  pressure  after  initiation  of  therapy  with  enalapril.  The  possibility  of 
hypotensive  effects  with  enalapril  can  be' minimized  by  either  discontinuing 
the  diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with 
enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide  medical  supervi- 
sion for  at  least  two  hour's  and  until  blood  pressure  has  stabilized  for  at  least 
an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapril  is 
augmented  bv  antihypertensive  agents  that  cause  renin  release  (e.g.,  diuret- 
ics). 

Other  Cardiovascular  Agents:  Enalapril  has  been  used  concomitantly  with 
beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium-blocking 
agents,  hydralazine  and  prazosin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium:  Enalapril  attenuates  diuretic-induced 
potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolactone,  tri- 
amterene, or  amiloride),  potassium  supplements,  or  potassium-containing 
salt  substitutes  may  lead  to  significant  increases  in  serum  potassium. 
Therefore,  if  concomitant  use  of  these  agents  is  indicated  because  of  demon- 
strated hypokalemia  they  should  be  used  with  caution  and  with  frequent 
monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium 
concomitantly  with  drugs  which  cause  elimination  of  sodium,  including 
ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in  patients 
receiving  concomitant  enalapril  and  lithium  and  were  reversible  upon  dis- 
continuation of  both  drugs.  It  is  recommended  that  serum  lithium  levels  be 
monitored  frequently  if  enalapnl  is  administered  concomitantly  with  lithium. 
Hydrochlorothiazide;  When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hypotension 
may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin)— dosage  adjustment  of  the 
antidiabetic  drug  may  be  required. 

Other  antihypertensive  drugs— additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resins— Absorption  of  hydrochlorothiazide  is 
impaired  in  the  presence  of  anionic  exchange  resins,  single  doses  of  either 
cholestyramine  or  colestipol  resins  bind  the  hydrochlorothiazide  and  reduce 
its  absorption  from  the  gastrointestinal  tract  by  up  to  85  and  43  percent, 
respectively. 

Corticosteroids,  ACTH— intensified  electrolyte  depletion,  particularly 
hypokalemia. 

' Pressor  amines  (e.g.,  norepinephrine)— possible  decreased  response  to  pres- 
sor amines  but  not  sufficient  to  preclude  their  use. 

Skeletal  muscle  relaxants,  nondepolarizing  (e.g.,  tubocurarine)— possible 
increased  responsiveness  to  the  muscle  relaxant. 

Lithium— should  not  generally  be  given  with  diuretics.  Diuretic  agents 
reduce  the  renal  clearance  of  lithium  and  add  a high  risk  of  lithium  toxicity. 
Refer  to  the  package  insert  for  lithium  preparations  before  use  of  such 
preparations  with  VASERETIC. 

Non-steroidal  Anti-inflammatory  Drugs — In  some  patients,  the  administration 
of  a non-steroidal  anti-inflammatory  agent  can  reduce  the  diuretic,  natriuretic, 
and  antihypertensive  effects  of  loop,  potassium-sparing  and  thiazide  diuretics. 
Therefore',  when  VASERETIC  and  non-steroidal  anti-inflammatory  agents  are 
used  concomitantly,  the  patient  should  be  observed  closely  to  determine  if  the 
desired  effect  of  the  diuretic  is  obtained. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Enalapril  in  combination 
with  hydrochlorothiazide  was  not  mutagenic  in  the  Ames  microbial  muta- 
gen test  with  or  without  metabolic  activation.  Enalapril-hydrochlorothiazide 
did  not  produce  DNA  single  strand  breaks  in  an  in  vitro  alkaline  elution 
assay  in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo  mouse 
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bone  marrow  assay. 

Enalapril  Malealc:  There  was  no  evidence  of  a tumorigenic  effect  when  enalapril  was  administered  for 
106  weeks  to  rats  at  doses  up  to  90  mg/kg/day  (150  times*  the  maximum  daily  human  dose).  Enalapril 
has  also  been  administered  for  94  weeks  to  male  and  female  mice  at  doses  up  to  90  and  180  mg/kg/ day, 
respectively,  (150  and  300  times*  the  maximum  daily  dose  for  humans)  and  showed  no  evidence  of  car- 
cinogenicity. 

Neither  enalapril  maleate  nor  the  active  diacid  was  mutagenic  in  the  Ames  microbial  mutagen  test 
with  or  without  metabolic  activation.  Enalapril  was  also  negative  in  the  following  genotoxicity  studies: 
rec-assay,  reverse  mutation  assay  with  E.  colt,  sister  chromatid  exchange  with  cultured  mammalian  cells, 
and  the  micronucleus  test  with  mice,  as  well  as  in  an  in  vivo  cytogenic  study  using  mouse  bone  marrow 

There  were  no  adverse  effects  on  reproductive  performance  in  male  and  female  rats  treated  with  10 
to  90  mg/kg/day  of  enalapril. 

Hydrochlorothiazide:  Two-year  feeding  studies  in  mice  and  rats  conducted  under  the  auspices  of  the 
National  Toxicology  Program  (NTP)  uncovered  no  evidence  of  a carcinogenic  potential  of 
hydrochlorothiazide  in  female  mice  (at  dose's  of  up  to  approximately  600  mg/kg/uav)  or  in  male  and 
lemale  rats  (at  doses  of  up  to  approximately  100  mg/kg/day).  The  NTP,  however,  found  equivocal  evi- 
dence for  hepa toca rci nogen ic i ty  in  male  mice. 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames  mutagenicity  assay  of  Salmonella 
tyyhinnirnnn  strains  TA  98,  TA  100,  TA  1535,  TA  1537,  and  TA  1538  and  in  the  Chinese  Hamster  Ovary 
(CHO)  test  for  chromosomal  aberrations,  or  in  vivo  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the  Drosophila  sex-linked  recessive  lethal  trait  gene 
Positive  test  results  were  obtained  only  in  the  in  vitro  CHO  Sister  Chromatid  Exchange  (clastogemcity) 
and  in  the  Mouse  Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations  of  hydrochlorothiazide 
from  43  to  1300  pg/mL,  and  in  the  Aspergillus  nidulans  non-disjunction  assay  at  an  unspecified  concen- 
tration. 

• Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility  of  mice  and  rats  of  either  sex  in  studies 
wherein  these  species  were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 mg/kg,  respectively, 
prior  to  conception  and  throughout  gestation. 

Pregnancy;  Pregnancy  Categories  C (first  trimester)  and  D (second  and  third  trimesters).  See  WARNINGS, 
Pregnancy,  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality, 

Nursing  Mothers:  Enalapril  and  enalaprilat  are  detected  in  human  milk  in  trace  amounts.  Thiazides  do 
appear  in  human  milk,  because  of  the  potential  for  senous  reactions  in  nursing  infants  from  either  drug, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking  into 
account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated  for  safety  in  more  than  1500  patients, 
including  over  300  patients  treated  for  one  year  or  more.  In  clinical  trials  with  VASERETIC  no  adverse 
experiences  peculiar  to  this  combination  drug  have  been  observed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously  reported  with  enalapril  or 
hydrochlorothiazide. 

The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  dizziness  (8.6  percent), 
headache  (5.5  percent),  fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experiences  occurring  in 
greater  than  two  percent  of  patients  treated  with  VASERETIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5percent),  asthenia  (2.4  percent),  orthostatic  effects  (2.3  percent),  impo- 
tence (2.2  percent),  and  diarrhea  (2.1  percent) 

Clinical  adverse  experiences  occurring  in  0.5  to  2.0percent  of  patients  in  controlled  trials  included:  Body 
As  A Whole : Syncope,  chest  pain,  abdominal  pain;  Cardiovascular:  Orthostatic  hypotension,  palpitation, 
tachycardia;  Digestive:  Vomiting,  dyspepsia,  constipation,  flatulence,  dry  moiitn;  Nercous/Psychiatric 
Insomnia,  nervousness,  paresthesia,  somnolence,  vertigo;  Skin:  Pruritus,  rash;  Other  Dyspnea,  gout,  back 
pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus,  urinary  tract  infection. 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASERETIC  (0.6  percent). 
Angioedema  associated  with  laryngeal  edema  may  be  fatal.  If  angioedema  of  the  face,  extremities,  lips, 
tongue,  glottis  and/or  larynx  occurs,  treatment  with  VASERETIC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately.  (See  WARNINGS.) 

Hypotension:  In  clinical  trials,  adverse  effects  relating  to  hypotension  occurred  as  follows:  hypotension 
(0.9  percent),  orthostatic  hypotension  (1.5  percent),  other  orthostatic  effects  (2.3  percent)  In  addition  syn- 
cope occurred  in  1.3  percent  of  patients.  (See  WARNINGS.) 

Cough:  See  PRECAUTIONS,  Cough. 

Clinical  Laboratory  Test  Findings;  Serum  Electrolytes:  See  PRECAUTIONS. 

Creatinine,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials  minor  increases  in  blood  urea  nitrogen  and 
serum  creatinine,  reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0.6  percent  of 
patients  with  essential  hypertension  treated  with  VASERETIC.  More  marked  increases  nave  been 
reported  in  other  enalapril  experience.  Increases  are  more  likelv  to  occur  in  patients  with  renal  arterv 
stenosis.  (See  PRECAUTIONS.) 

Serum  Uric  Acid,  Glucose,  Magnesium,  and  Calcium : See  PRECAUTIONS. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of 
approximately  0.3  ° percent  and  1.0  vol  percent,  respectively)  occur  frequently  in  hypertensive  patients 
treated  with  VASERETIC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists, 
In  clinical  trials,  less  than  0.1  percent  of  patients  discontinued  therapy  due  to  anemia. 

Liver  Function  Tests:  Rarely,  elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Other  adverse  reactions  that  have  been  reported  with  the  individual  components  are  listed  below  and, 
within  each  category',  are  in  order  of  decreasing  severity. 

Enalapril  Maleate— Enalapril  has  been  evaluated  for  safety  in  more  than  10,000  patients.  In  clinical  trials 
adverse  reactions  which  occurred  with  enalapril  were  also  seen  with  VASERETIC.  However,  since 
enalapril  has  been  marketed,  the  following  adverse  reactions  have  been  reported:  Body  As  A Whole. 
Anapnylactoid  reactions  (see  PRECAUTIONS,  Hemodialysis  Patients );  Cardiovascular:  Cardiac  arrest; 
myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in  high  risk 
patients  (see  WARNINGS,  Hypotension);  pulmonary  embolism  and  Infarction;  pulmonary  edema;  rhythm 
disturbances  including  atrial  tachycardia  and  bradycardia;  atrial  fibrillation;  hypotension;  angina  pectoris; 
Digestin':  Ileus,  pancreatitis,  hepatic  failure,  hepatitis  (hepatocellular  [proven  on  rechallenge]  or  cholestatic 
jaundice),  melena,  anorexia,  glossitis,  stomatitis,  dry  mouth;  Hematologic . Rare  cases  of  neutropenia,  throm- 
poevtopenia  and  bone  marrow  depression.  Hemolytic  anemia,  including  cases  of  hemolysis  in  patients 
with  G-6-PD  deficiency,  has  been  reported;  a causal  relationship  to  enalapril  has  not  been  established 
Nervous  System/Psychiatric:  Depression,  confusion,  ataxia,  peripheral  neuropathy  (e.g.,  paresthesia,  dyses- 
thesia); Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS),  flank  pain,  gynecomas- 
tia; Respirator!/:  Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis,  rhinorrhea,  sore  throat  and 
hoarseness,  asthma,  upper  respirator)'  infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal  necrolysis, 
Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multiforme,  urticaria,  pemphigus,  alopecia,  flushing, 
photosensitivity;  Special  Sense s:  Blurred  vision,  taste  alteration,  anosmia,  conjunctivitis,  dry  eves,  tearing. 

Miscellaneous:  A symptom  complex  has  been  reported  which  mav  include  a positive  ANA,  an  elevat- 
ed erythrocyte  sedimentation  rate,  arthralgia/arthritis,  myalgia/myositis,  fever,  serositis,  vasculitis, 
leukocytosis,  eosinophilia,  photosensitivity,  rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortality:  See  WARNINGS,  Pregnancy,  Enalapril  Maleate,  Fetal/Neonatal 
Morbidity  and  Mortality 

Hydrochlorothiazide— Body  as  a Whole.  Weakness;  Digestin'.  Pancreatitis,  jaundice  (intrahepatic  cholestatic 
jaundice),  sialadenitis,  cramping,  gastric  irritation,  anorexia;  Hematologic ; Aplastic  anemia,  agranulocytosis, 
leukopenia,  hemolytic  anemia,  thrombocytopenia,  Hypersensitivity:  Purpura,  photosensitivity,  urticaria, 
necrotizing  angiitis  (vasculitis  and  cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal : Muscle  spasm;  Nernms  Si/stem/Psychiatric: 
Restlessness,  Renal:  Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see  WARNINGS);  Skin:  Erythema 
multiforme  including  Stevens-johnson  syndrome,  exfoliative  dermatitis  including  toxic  epidermal  necroly- 
sis, alopecia;  Special  Senses:  Transient  blurred  vision,  xanthopsia. 


* Based  on  patient  weight  of  50  kg. 

For  more  detailed  information,  consult  your  DuPont  Pharma  Representative  or  see  Prescribing  Information. 

Dist.  by 

A MERCK  & CO.,  INC. 

West  Point,  PA  19486.  USA 

Issued  June  1993  Printed  in  USA 

7432318 


ARCHITECTURE 

SPACE  PLANNING  • INTERIOR  DESIGN 

FOR  THE  MEDICAL  PROFESSION 

MEDICAL  SUITES -MEDICAL  BUILDINGS 

JAMES  WEILL  & ASSOCIATES 

ARCHITECTS- PLANNERS 
387  MILLBURN  AVENUE 
MILLBURN,  NJ  07041 
201-467-4075 


Environmental  Compliance  Programs 
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NEW  JERSEY  MEDICINE 


Nicotine  dependence: 
Intervention  strategies 
for  the  physician 

John  Slade,  MD 


Nicotine  dependence  is  the  most  common  serious  medical 
problem  in  primary  care.  Its  complications  are  common  and 
far  reaching,  both  for  the  person  addicted  to  tobacco  and  for 
other  people  in  the  environment.  Nicotine  dependence  is 
highly  treatable. 


Twenty-five  percent  of 
adults  in  New  Jersey 
smoke  cigarettes  regular- 
ly, and  most  of  these 
adults  are  addicted  to  nicotine. 
About  30  percent  of  people  who 
continue  to  smoke  die  from  com- 
plications of  this  addictive  dis- 
ease, and,  on  average,  lose  20 
years  of  life.  Thus,  the  cigarette, 
when  used  as  intended  by  the 
manufacturer,  is  the  most  lethal 
product  available  for  peacetime 
use.1  It  is  the  number  one  cause 
of  death  in  New  Jersey,  leading 
to  more  than  12,000  deaths  each 
year  among  smokers.2  Further- 
more, tobacco  smoke  pollution  is 
the  leading  environmental  hazard 
in  New  Jersey  for  children  and 
adults,  causing  an  estimated  1,600 
deaths  each  year  in  the  state.3 

Table.  The  four  As.  * 

1.  ASK  every  patient  about  tobacco 
use. 

2.  ADVISE  quitting  and  motivate 
change. 

3.  ASSIST  in  planning  and 
implementing  a quit  attempt. 

4.  ARRANGE  followup. 

* Adapted  from  the  National  Cancer 
Institute. 


The  new  smokers,  replacing  those 
who  die  or  who  quit  smoking,  are 
aged  10  to  17  years  old.1  Nicotine 
dependence  is  a pervasive  dis- 
ease, affecting  all  age  groups  and 
endangering  those  who  do  not  use 
tobacco  as  well  as  those  who  use 
tobacco.4'6 

Nicotine  dependence  is  treat- 
able. This  article  describes  a 
clinical  approach  to  managing  this 
common  condition. 

CLINICAL 

CONSIDERATIONS 

Among  people  who  smoke, 
thoughts  about  quitting  and  at- 
tempts to  stop  smoking  are  com- 
mon (about  one-third  of  the 
smokers  try  to  quit  each  year), 
although  repeated  failure  to 
achieve  this  goal  is  discouraging 
and  makes  many  relatively  refrac- 
tory to  trying  yet  again.  Still, 
three-fourths  of  people  who 
smoke  say  that  they  would  like  to 
quit. 

At  the  same  time,  people  who 
smoke  are  highly  conditioned  to 
continue  smoking,  in  part  by  the 
positive,  reinforcing  pharmaco- 
logic effects  of  nicotine.  Thus,  the 
person  addicted  to  nicotine  has 
lost  control  over  use  of  this  drug, 
and  his  free  will,  as  it  usually  is 
understood,  does  not  operate.  Re- 


covery involves  a number  of 
processes,  including  withdrawal 
from  nicotine  and  deconditioning, 
or  unlearning,  the  associations  of 
thoughts,  feelings,  persons, 
places,  and  things  that  trigger  its 
compulsive  use. 

Social  and  cultural  influences 
are  important  in  the  initiation  and 
continuation  of  smoking  as  well  as 
in  recovery  from  the  addiction. 
There  are  many  such  influences, 
including  the  smoking  behavior 
and  attitudes  of  those  around  the 
individual,  the  high  availability 
and  relatively  low  retail  price  of 
tobacco  products,  the  marketing 
of  tobacco,  public  health 
messages  about  tobacco,  and 
policies  about  where  smoking  is 
and  is  not  permitted. 

As  with  other  drugs,  the  severi- 
ty of  withdrawal  from  nicotine  is 
a function  of  dose,  set,  and  set- 
ting. If  present,  it  may  persist  for 
periods  of  days  to  weeks.  Some 
symptoms,  such  as  trouble  con- 
centrating, may  persist  for 
months.  Representative  signs  and 
symptoms  include:  lowering  of 
the  heart  rate,  EEG  changes,  ir- 
ritability, difficulty  concentrating, 
sleep  disturbance,  anxiety, 
depressive  symptoms,  headache, 
increased  appetite,  and  weight 
gain.  All  of  these  phenomena  can 
be  prevented,  relieved,  or 
ameliorated  by  nicotine. 

Thoughts,  urges,  and  cravings 
about  tobacco  use  are  not  blocked 
by  nicotine  gum  but  often  are 
substantially  lessened  by  nicotine 
patches.  The  urge  to  smoke 
gradually  becomes  less  compell- 
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ing  and  less  frequent  with 
abstinence.  While  patients  usually 
experience  measurable  improve- 
ment in  the  strength  of  urges  in 
as  little  as  a week,  substantial 
declines  occur  gradually,  over  a 
period  of  months.  Patients  who 
relapse  long  after  the  last  ciga- 
rette often  report  being  am- 
bushed unexpectedly  by  urges 
arising  from  a particular  situation. 
Helping  patients  anticipate  and 
defend  against  these  unexpected 
ambushes  is  an  important  ele- 
ment to  include  in  counseling. 

People  who  have  achieved 
stable  abstinence  from  nicotine 
often  report  increased  calm  and 
reduced  irritability  compared  to 
how  they  felt  while  smoking 
regularly,  including  some  people 
who  felt  they  took  the  drug  to 
calm  down.  One  recent  study 
found  that  self-perception  of 
stress  declined  steadily  to  one- 
half  of  prequitting  levels  six 
months  after  the  achievement  of 
abstinence.7  It  may  be  that,  as 
with  much  of  the  depression  as- 
sociated with  alcoholism,  nicotine 
itself  produces  some  of  the  tense 
mood  states  for  which  users  take 
the  substance. 

CLINICAL  MANAGEMENT 

There  is  a large  body  of  scien- 
tific literature  on  the  treatment  of 
nicotine  addiction.  There  are  a 
number  of  valid  intensities  and 
approaches  to  treatment,  from 
self-instruction  courses  and  brief 
encounters  with  a clinician  and 
telephone  followup  to  long-term 
outpatient  treatment,  nicotine 
anonymous  groups,  and  inpatient 
programs,  depending  on  the 
severity  of  the  illness.  The  basic 
approach  to  management  in  a 
primary  care  setting  is  sum- 
marized in  the  Table. 

Adjunctive  drug  therapy  with 
nicotine  gum  and  patches  to 
ameliorate  withdrawal  symptoms 
in  the  context  of  a treatment  pro- 
gram that  helps  patients  achieve 
and  maintain  abstinence  is  of 
proved  benefit  in  selected  pa- 
tients. The  treatment  program 
need  not  be  elaborate  to  be  of 


substantial  benefit  for  many  pa- 
tients. Clonidine  showed  promise 
as  adjunctive  therapy  in  pre- 
liminary studies,  but  its  benefit  is 
marginal.  Antidepressants  seem 
especially  helpful  in  patients  with 
a history  of  depression,  depres- 
sive symptoms  at  baseline,  or 
depressive  symptoms  when  absti- 
nence from  nicotine  is  attempted. 

Drug  therapy  alone,  without 
treatment  directed  at  the  addic- 
tion itself,  has  not  been  helpful  in 
the  cases  of  nicotine  gum  and 
clonidine.  Treating  nicotine  de- 
pendence with  only  nicotine  in 
the  form  of  the  gum  or  the  patch 
is  like  treating  alcoholism  with 
only  chlordiazepoxide:  the  drug 
helps  manage  the  withdrawal  ill- 
ness but,  used  by  itself,  it  is  not 
useful  for  treating  the  underlying 
addiction. 

There  are  many  settings  in 
which  treatment  may  be  under- 
taken, but  an  important  limiting 
factor  is  the  frequent  lack  of 
health  insurance  reimbursement 
for  this  service.  The  reimburse- 
ment issue  is  made  more  complex 
by  the  fact  that  there  are  no 
formal  standards  for  training  or 
for  what  constitutes  acceptable 
therapy  of  this  disease,  and  many 
proprietary  clinics  offer  unproved 
remedies. 

DIAGNOSIS 

As  with  the  management  of  any 
chronic  disease,  it  is  useful  to 
start  by  taking  a history  from 
each  patient  who  uses  tobacco, 
including  information  on  initia- 
tion and  course  of  tobacco  use, 
previous  attempts  to  quit,  ex- 
periences with  abstinence  and  re- 
lapse episodes,  and  explorations 
of  current  environmental  factors 
that  help  sustain  continued  tobac- 
co consumption  as  well  as  factors 
that  support  abstinence.  The  pa- 
tient’s brand  history,  both  the 
brands  themselves  and  their  sub- 
types,  e.g.  regular,  light,  menthol, 
are  helpful  in  showing  the  patient 
some  of  the  ways  the  cigarette 
companies  have  been  manipu- 
lative and  deceptive.  The  pa- 
tient’s knowledge  of  and  personal 


experience  with  harm  from  smok- 
ing, the  reasons  the  person  con- 
tinues smoking,  and  the  reasons 
the  patient  wants  to  quit  should 
be  explored  in  detail  to  assess  and 
help  the  patient  understand 
motivation. 

Once  the  patient  is  committed 
to  trying  to  stop  smoking,  iden- 
tification of  specific  situations  in 
daily  life  that  bring  on  urges  to 
smoke  and  inquiring  about  with- 
drawal risk  and  withdrawal 
symptoms  help  focus  and  direct 
treatment  strategies.  The  likeli- 
hood that  a particular  patient  will 
experience  withdrawal  symptoms 
upon  abrupt  discontinuation  of 
nicotine  is  higher  the  more  the 
patient  smokes  each  day  and  if 
the  patient  has  the  first  cigarette 
of  the  day  within  30  minutes  of 
rising. 

Comorbid  conditions,  especial- 
ly depression119  and  difficulties 
with  other  psychoactive  drugs, 
e.g.  alcohol,  should  be  sought 
and  addressed.  Alcoholism  is 
ten  times  more  common  among 
smokers  than  among  non- 
smokers.10 

TREATMENT 

The  diagnostic  evaluation 
provides  the  basis  for  planning 
treatment.  Individuals  who  are 
not  yet  thinking  about  quitting 
have  to  be  helped  through 
preliminary  stages  before  it  is  ap- 
propriate to  outline  a specific  quit 
strategy.  Developing  motivation, 
building  confidence  about  trying 
to  quit,  and  reframing  prior 
failures  to  remain  abstinent  as 
lessons  learned  are  some  of  the 
preliminary  tasks  that  arise  among 
patients  at  this  stage.  In  contrast, 
people  who  already  have  decided 
to  quit  need  to  focus  on  the 
specifics  of  how  to  stop,  what  to 
expect,  and  what  to  do  about 
problems  that  develop  in  the 
course  of  learning  how  to  out- 
smart nicotine.  Adjunctive  drug 
therapy  is  indicated  for  patients 
who  have  more  trouble  with  nico- 
tine withdrawal  (nicotine  gum  or 
patches)  and  who  have  depressive 
symptoms  (anti-depressants). 
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The  severity  of  the  nicotine  de- 
pendence itself,  the  past  history 
of  quit  attempts,  the  level  of  social 
support  enjoyed  by  the  patient, 
and  the  presence  or  absence  of 
comorbid  conditions  are  impor- 
tant elements  to  consider  in  devis- 
ing a treatment  plan.  Initial  thera- 
py in  uncomplicated  cases  should 
at  least  consist  of  simple  advice, 
the  provision  of  clinically  proved 
written  materials,  nicotine  re- 
placement if  withdrawal  symp- 
toms are  a problem,  a followup 
call  to  the  patient  within  one  or 
two  days  of  actual  quitting  and  an 
office  visit  within  two  to  four 
weeks.  Further  followup  by  tele- 
phone and  office  visits  is  impor- 
tant at  varying  intervals  for  up  to 
six  months.  Additional  counsel- 
ing, referral  to  a support  group, 
or  referral  for  specialized  treat- 
ment may  be  necessary  if  there  is 
difficulty  achieving  or  sustaining 
abstinence. 

Useful  resources  to  help  guide 
and  focus  treatment  strategies  are 
available.11  12  Free  written 
materials  are  available  from  the 
National  Cancer  Institute  (NCI) 
by  calling  1/800/4-CANCER.  The 
same  NCI  resource  has  informa- 
tion for  physicians  to  help  them 
organize  the  medical  office  for  the 
efficient  management  of  smoking 
problems. 

It  is  important  to  structure 
quitting  by  advising  patients  to 
set  a specific  quit  date.  Further- 
more, while  it  can  be  helpful  to 
reduce  smoking  to  a comfortable 
level  prior  to  quitting  (perhaps  10 
to  15  cigarettes  daily),  gradual 
tapering  below  this  level  often  is 
more  difficult  than  stopping 
abruptly.  As  the  number  of 
cigarettes  declines  below  a 
threshold  of  10  cigarettes  per  day, 
each  cigarette  becomes  more 
valuable  and  patients  often  be- 
come preoccupied  with  when  the 
next  cigarette  can  be  smoked. 

The  fellowship  of  Nicotine 
Anonymous  is  a valuable  treat- 
ment resource  if  it  is  available. 
This  spiritually  based,  12-step 
program  can  be  a major  force  in 
an  individual’s  recovery  from 


nicotine  addiction.  Information 
about  the  program  is  available 
from  Nicotine  Anonymous  World 
Services,  2118  Greenwich  Street, 
San  Francisco,  CA  94123. 

NICOTINE  REPLACEMENT 

A nicotine  patch  is  the  drug  of 
choice  for  adjunctive  use  to 
manage  nicotine  withdrawal 
symptoms  in  support  of  treatment 
to  help  patients  achieve  absti- 
nence from  nicotine.  Nicotine 
gum  remains  useful  as  a supple- 
ment to  the  patch  in  some  pa- 
tients, and  as  the  primary  ad- 
junctive agent  for  patients  who 
cannot  tolerate  a patch.  Nicotine 
replacement  should  be  con- 
sidered in  patients  who  smoke 
more  heavily,  whose  first  ciga- 
rette is  within  30  minutes  of  ris- 
ing in  the  morning,  who  ex- 
perience withdrawal  symptoms, 
or  who  have  a history  of  previous 
difficulty  quitting. 

If  used  alone,  nicotine  replace- 
ment has  no  demonstrated  value 
in  helping  people  stop  smoking. 
However,  used  in  conjunction 
with  an  appropriate  treatment 
plan  for  nicotine  dependence, 
nicotine  replacement  doubles  the 
long-term  abstinence  rates  that 
otherwise  would  be  achieved. 

Neither  pregnancy  nor  a his- 
tory of  serious  cardiac  disease  are 
contraindications  for  nicotine 
replacement.  If  nicotine  replace- 
ment is  necessary  for  patients 
with  these  conditions  to  become 
abstinent  from  tobacco  products, 
this  is  a far  preferable  alternative 
to  continued  smoking.  Before 
prescribing  nicotine  for  pregnant 
patients  or  for  patients  with 
serious  cardiac  disease,  the 
prescribing  physician  should 
document  clinical  information 
that  warrants  the  conclusion  that 
abstinence  is  unlikely  to  be 
achieved  without  the  assistance  of 
adjunctive  nicotine. 

Although  there  are  no  studies 
of  nicotine  replacement  in  adoles- 
cents, full-blown  nicotine  de- 
pendence usually  begins  in  the 
teenage  years.  It  is  likely  that 
patches,  used  in  conjunction  with 


an  appropriate  treatment  program 
will  be  of  benefit  in  this  age  group 
as  they  are  among  adults. 

An  initial  dose  may  be  gauged 
by  the  number  of  cigarettes 
smoked  per  day,  on  the  assump- 
tion that  each  cigarette  delivers 
1 mg  of  nicotine.  However,  if 
the  patient  weighs  less  than  100 
pounds,  therapy  should  not  be  in- 
itiated with  a 21  or  22  mg  patch. 
After  patches  have  been  worn  for 
a few  days,  the  dose  of  nicotine 
can  be  titrated  to  the  patient’s 
symptoms.  If  a dose  higher  than 
21  mg  is  needed  to  suppress  with- 
drawal symptoms,  a 7 mg  patch 
may  be  used  simultaneously  with 
the  21  mg  size. 

Patients  should  be  warned  of 
the  possibility  of  sleep  dis- 
turbance (difficulty  falling  asleep) 
and  bad  dreams  from  the  patch. 
If  this  occurs,  the  patch  should  be 
removed  before  bedtime  and 
changed  in  the  morning.  Slight 
pruritis  and  erythema  are  com- 
mon and  do  not  require  discon- 
tinuance of  the  patch,  while 
severe  skin  reactions  are  rare  and 
do  require  discontinuance. 

Many  patients  will  continue  to 
smoke  during  the  initial  days  of 
patch  use.  The  major  problem 
with  smoking  is  that  substantial 
progress  toward  a stable  absti- 
nence only  begins  when  there  is 
no  smoking;  if  urges  to  smoke  are 
reinforced.  the  fundamental 
process  of  learning  how  to  be- 
come a former  smoker  does  not 
occur.  The  few  reports  of 
myocardial  infarction  among  pa- 
tients who  were  smoking  while 
using  a patch  are  of  doubtful  im- 
portance since  people  who  smoke 
commonly  have  heart  attacks  any- 
way, and  smoking  rates  nearly 
always  decline  when  nicotine  is 
given  by  another  route.  The  clini- 
cian should  talk  with  patients  who 
continue  to  smoke  while  using  the 
patch  about  the  particular  cues 
and  triggers  that  lead  to  smoking 
and  aggressively  help  such  pa- 
tients devise  strategies  to  avoid 
those  cigarettes.  If  the  patient 
continues  to  use  tobacco 
products,  a more  intense  treat- 
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ment  program  should  be  con- 
sidered, or  the  quit  attempt 
should  be  suspended  temporarily 
until  conditions  are  more 
favorable. 

Patients  should  be  advised  to 
remain  at  the  initial  dose  of  the 
patch  until  they  have  been  absti- 
nent from  tobacco  products  for 
between  two  to  four  weeks.  At 
that  point,  patients  may  be 
weaned  to  smaller  doses  of  the 
patch  at  two-  to  four-week 
intervals. 

It  is  essential  that  the  clinician 
be  in  regular  contact  with  patients 
receiving  nicotine  replacement. 

RECOVERY 

For  research  purposes,  a stable 
abstinence  often  is  defined  as  no 
tobacco  use  for  a year.  However, 
many  individuals  remain  at  risk  of 
relapse  beyond  this  period.  Treat- 
ment for  nicotine  dependence 
needs  to  be  responsive  to  relapse 
issues,  including  teaching  patients 
how  to  deal  with  lapses  and  slips. 
Patients  who  relapse  should  be 
encouraged  to  examine  the 
problems  that  led  to  the  relapse 
and  to  try  again  to  quit.  Recycling 
through  the  same  treatment 
process  or  moving  to  a more  in- 
tensive treatment  are  both  viable 
options  in  this  situation. 

Unlike  other  addictive  diseases, 
there  is  no  reported  clinical  ex- 
perience with  genuinely  long- 
term treatment  of  nicotine  de- 
pendence. Even  though  most  quit 
attempts  end  with  a relapse  to 
smoking,  nearly  one-half  of  all  liv- 
ing people  who  have  ever  smoked 
in  the  United  States  already  have 
quit  smoking.  Thus,  for  most,  re- 
peated attempts  to  quit  are  an 
essential  ingredient  in  the 
formula  for  success.  As  the  period 
of  abstinence  increases,  over  a 
period  of  months  to  a year  or 
longer,  many  patients  develop  a 
sense  of  well-being  that  permits 
them  to  honestly  characterize 
themselves  as  former  smokers. 

People  who  stop  smoking  often 
begin  to  take  better  care  of  them- 
selves in  other  ways.  This  in- 
cludes a wide  range  of  behaviors 


from  increased  seatbelt  use,  to 
eating  breakfast  more  regularly, 
to  paying  closer  attention  to 
brushing  teeth,  and  to  exercising 
regularly. 

IN  THE  HOSPITAL 

Hospitalization  affords  the 
managing  physician  an  opportuni- 
ty to  work  in  a supportive  en- 
vironment with  patients  who 
smoke.13  It  is  commonly  observed 
that  nicotine  withdrawal  is  less  of 
a problem  during  hospitalization 
than  in  the  usual,  day-to-day 
world.  Because  the  inpatient  is 
forcibly  relieved  of  many  daily  ob- 
ligations and  is  focused  on  an 
acute  illness  that  often  has  been 
caused  by  smoking,  this  is  an 
ideal  setting  for  establishing  a 
long-term  plan  to  manage  the 
nicotine  dependence. 

The  smoke-free  hospital  holds 
an  especially  promising  potential 
for  facilitating  management  of 
nicotine  dependence.14  In  a well- 
run  unit,  the  admitting  nurse 
should  send  tobacco  products  and 
ignition  materials  home  with  the 
patient  s other  drugs  and  personal 
effects,  and  patient,  family,  and 
friends  should  be  informed  of  the 
hospital’s  policy  on  smoking.  The 
medical  and  nursing  staffs  should 
anticipate  nicotine  withdrawal 
and  manage  it  with  support  and 
with  nicotine  gum  or  patches  as 
appropriate,  just  as  opiate,  al- 
cohol, or  sedative  drug  with- 
drawal are  managed. 

Counseling  to  help  the  inpa- 
tient remain  abstinent  from 
nicotine  following  discharge  is  re- 
markably effective.  Inpatient  con- 
sultation services  for  nicotine  de- 
pendence combined  with  brief 
telephone  followup  have  achieved 
very  high  rates  of  continued 
abstinence  at  followup.  In  fact, 
such  a program  has  reported  what 
may  be  the  highest  validated  rate 
of  success  in  the  literature.  Such 
a program  of  inpatient  consul- 
tation can  be  run  in  conjunction 
with  a service  for  helping  hospital 
employees  stop  smoking  and 
technical  assistance  to  help  outpa- 
tient primary  care  clinics  develop 


routines  for  managing  nicotine 
dependence. 

SUMMARY 

People  addicted  to  nicotine 
benefit  from  consistent,  directed, 
and  supportive  encouragement  to 
become  abstinent.  In  this  way,  pa- 
tients who  smoke  can  reliably  ac- 
quire the  knowledge,  skills,  and 
confidence  needed  to  practice  not 
smoking.  Nicotine  dependence  is 
highly  treatable,  and  the  clini- 
cian’s management  skills  improve 
with  practice. 

Nicotine  dependence  is  the 
most  common  serious  medical 
problem  in  primary  care.  Physi- 
cians can  save  many  lives  by  re- 
ducing the  toll  of  this  pervasive 
disease.  H 

Dr.  Slade  is  affiliated  with  St.  Peter’s 
Medical  Center,  and  UMDNJ-Robert 
Wood  Johnson  Medical  School.  Ad- 
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Tobacco  control  in 

New  Jersey:  A public  forum 

on  smoking  ana  youth 

Norman  Hymowitz,  PhD 


The  New  Jersey  State  Commission  on  Smoking  OR  Health  held 
a public  forum  on  tobacco  control.  The  public  provided  a 
strong  mandate  for  action,  and  recommendations  to  the 
Commission  were  made  concerning  smoking,  youth,  and 
environmental  tobacco  smoke. 


The  New  Jersey  State 
Commission  on  Smoking 
OR  Health  serves  as  an 
advisory  board  to  the 
New  Jersey  State  Department  of 
Health  (NJDOH)  on  matters  con- 
cerning tobacco  use  and  control. 
The  Commission  was  charged 
with  the  development  of  policy 
recommendations,  suggestions  for 
legislative  action,  and  educational 
initiatives  in  this  area.1  Francis  J. 
Dunston,  the  former  commis- 
sioner of  health,  authorized  the 
Commission  to  hold  a public 
forum  on  smoking  and  youth  and 
environmental  tobacco  smoke. 
This  article  provides  a description 
of  the  forum,  summary  of  public 
comment,  and  recommendations 
to  the  Commission. 

BACKGROUND 

Environmental  tobacco  smoke. 
Burning  cigarettes  emit  two  types 
of  smoke:  mainstream  smoke,  the 
smoke  directly  inhaled  into  the 
smoker  s lungs,  and  sidestream 
smoke,  the  smoke  emitted  into 
the  air  from  the  burning  cigarette. 
More  than  4,000  chemicals,  in- 
cluding 40  carcinogens,  are  con- 
tained in  environmental  tobacco 
smoke  (ETS).2  Many  toxic  constit- 
uents, such  as  carbon  monoxide, 
benzopyrene,  and  ammonia,  are 


found  in  higher  concentrations  in 
sidestream  smoke  than  in  main- 
stream smoke.3 

ETS  adversely  affects  the 
health  of  children  and  adults. 
ETS  increases  the  risk  of  lower 
respiratory  illness  in  infants  and 
children  and  of  sudden  infant 
death  syndrome  in  infants.3  ETS 
increases  the  number  and  severi- 
ty of  episodes  in  asthmatic  chil- 
dren, and  ETS  is  a risk  factor  for 
new  cases  among  previously 
asymptomatic  children.3 

Acute  effects  of  ETS  exposure 
in  adults  include  exacerbation  of 
pre-existing  symptoms  of  allergy, 
asthma,  lower  respiratory  disease, 
and  angina.3  Odor,  annoyance, 
and  irritation  of  respiratory 
mucosa  are  common  complaints, 
as  are  complaints  of  eye  irritation 
and  nose,  throat,  and  respiratory 
discomfort.3  Most  significantly, 
chronic  effects  of  ETS  include 
cardiovascular  disease,  respira- 
tory and  pulmonary  disease,  lung 
cancer,  and  other  cancers.3 

Smoking  and  youth.  The  early 
initiation  of  cigarette  smoking  and 
other  forms  of  tobacco  abuse  is  of 
great  concern  to  the  public  health 
community.  The  pathogenesis  of 
diseases  such  as  chronic  obstruc- 
tive lung  disease  and  athero- 
sclerotic heart  disease  begins 


early  in  life,  and  duration  of  ex- 
posure to  cigarettes  contributes  to 
adverse  health  in  adults.4  Cough, 
phlegm,  and  shortness  of  breath 
are  more  common  among  high 
school  students  who  smoke  than 
among  nonsmoking  high  school 
students,  and  measures  of  pul- 
monary function  often  are  sig- 
nificantly below  expected  levels 
in  boys  and  girls  who  smoke.5 

Young  teens  also  show  signs  of 
nicotine  addiction.6  Like  adults, 
young  people  have  difficulty  stop- 
ping smoking.  The  reasons  they 
give  for  this  difficulty — social 
pressure,  cravings,  urges,  and  a 
variety  of  withdrawal  symp- 
toms— implicate  psychological 
factors  and  dependence  on 
nicotine.6 

Cigarette  smoking  starts  at  an 
early  age,  with  one-third  or  more 
of  9 year  olds  reported  engaging 
in  experimental  cigarette  puffing.7 
By  the  age  of  14  or  15,  smoking 
or  nonsmoking  is  an  established 
pattern,  and  little  experimenta- 
tion takes  place  thereafter.7  If  in- 
dividuals do  not  start  smoking  on 
a regular  basis  by  late  teens,  they 
are  unlikely  to  smoke  as  adults.8 
Currently,  approximately  20  per- 
cent of  high  school  seniors  smoke 
cigarettes.7 

PUBLIC  FORUM 

Overview.  Thirty-eight  indi- 
viduals gave  oral  testimony  and 
61  individuals  submitted  written 
comments,  including  Governor 
Jim  Florio.  Testimony  was  sub- 
mitted by  a diverse  array  of  New 
Jerseyans — private  citizens  who 
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have  suffered  greatly  from  ETS 
and  who  genuinely  are  concerned 
about  the  health  of  the  next 
generation;  college  students  at- 
tempting to  implement  no  smok- 
ing policies  on  campus;  and 
educators,  community  leaders, 
health  experts,  representatives  of 
the  business  community,  volun- 
tary health  organizations,  and 
professional  associations. 

Out-of-state  experts  included 
Dr.  Judson  Wells,  who  spoke  on 
the  health  effects  of  ETS;  Joseph 
R.  DiFranza,  who  testified  about 
cigarette  advertisements  that  tar- 
get youth;  and  Reverend  Jessie 
Brown  of  the  Uptown  Coalition 
for  Tobacco  Control  and  Public 
Health,  who  addressed  the 
marketing  of  cigarettes  to  African 
Americans.  Many  smokers  rights 
advocates  also  were  present,  and 
testimony  was  given  by  Brennan 
M.  Dawson,  vice-president,  The 
Tobacco  Institute,  Washington, 
DC.  “Mr.  Butts,  a featured  guest 
in  Doonesbury  comics,  made  a 
surprise  appearance. 

Synoking  and  youth.  There  was 
strong  consensus  from  all  partici- 
pants that  children  should  not 
smoke,  and  New  Jersey  should  do 
more  to  prevent  the  onset  of 
smoking  in  youth.  There  were, 
however,  differences  over  tactics. 
Members  of  various  smokers’ 
rights  groups,  as  well  as  the 
representative  of  The  Tobacco  In- 
stitute, emphasized  that  smoking 
is  an  adult  behavior  that  requires 
adult  choices.  Children  are  too 
young  to  choose  and,  of  course, 
too  young  to  engage  in  adult  be- 
havior. Others  commented  that 
this  “forbidden  fruit  emphasis 
might  actually  increase  the  ten- 
dency of  young  people  to  initiate 
smoking. 

The  representative  of  The  To- 
bacco Institute  emphasized  that 
attempts  to  curb  smoking  onset  in 
youth  by  curtailing  cigarette 
advertising  were  misguided,  be- 
cause tobacco  companies  do  not 
target  youth  and  cigarette  adver- 
tisements do  not  influence  smok- 
ing in  young  people.  Dr. 
DiFranza  and  others  were  of  a 


different  opinion.  They  argued 
that  use  of  young-looking  models 
and  cartoon  characters  in  ciga- 
rette advertisements,  tobacco 
company  support  of  athletic 
events,  sales  of  toys,  such  as  the 
Marlboro  racing  car,  and  the  dis- 
tribution of  free  cigarettes  on 
beaches  were  part  of  a systematic 
marketing  strategy  to  attract  a 
new  generation  of  smokers. 

Recommendations  to  the  Com- 
mission included:  increase  state 
taxes  on  cigarettes  and  other  to- 
bacco products;  reduce  youth  ac- 
cess to  cigarettes  and  other  tobac- 
co products;  ban  or  curb  cigarette 
advertising,  as  well  as  support 
counter  advertising;  and  enhance 
tobacco  education  and  control 
programs  in  the  schools.  These 
recommendations  provide  a 
strong  mandate  for  action. 

Recent  studies  have  shown  that 
smoking  behavior  of  young  peo- 
ple is  extremely  price  sensitive, 
and  that  increases  in  excise  taxes 
lead  to  predictable  decreases  in 
smoking  onset.9  Revenues  gained 
from  increases  in  cigarette  taxes 
may  be  used  to  fund  prevention 
and  treatment  programs,  to 
counter  advertising,  and  to 
promote  healthier  lifestyles  for  all 
New  Jerseyans. 

Several  individuals  emphasized 
the  importance  of  strengthening 
measures  to  limit  youth  access  to 
cigarettes,  encouraging  the  Com- 
mission to  treat  youth  access  to 
cigarettes  in  the  same  manner  as 
youth  access  to  alcohol  and 
pornography.  Many  suggestions 
contribute  to  reducing  sales  of  to- 
bacco products  to  minors.  Among 
these  are  the  licensing  of  vendors, 
strict  enforcement  of  the  sales  to 
minors  law,  and  elimination  of  the 
sale  of  cigarettes  from  vending 
machines. 

It  is  virtually  impossible  for  a 
young  person  to  grow  up  in  our 
society  without  being  constantly 
exposed  to  various  cigarette 
advertisements.  Indeed,  more 
dollars  are  spent  on  the  marketing 
of  cigarettes  than  on  any  other 
product.10  While  the  represen- 
tative of  The  Tobacco  Institute 


denied  any  attempt  to  appeal  to 
youth,  the  evidence  discussed  by 
public  health  workers  indicates 
that  the  massive  advertising  cam- 
paigns are  nothing  short  of  a 
systematic  effort  to  attract  another 
generation  of  smokers. 

A number  of  recommendations 
were  sought  to  reduce  youth  ex- 
posure to  cigarette  advertising, 
including:  eliminating  tobacco- 

sponsorship  of  sporting  events; 
eliminating  promotion  and  sale  of 
tobacco  on  state  property;  pro- 
hibiting advertising  of  tobacco 
products  within  school  drug-free 
zones;  and  support  of  counter 
advertising  campaigns.  Recent 
findings  from  California  suggest 
that  such  measures  would  have  a 
positive  effect  on  reducing  the 
prevalence  of  cigarette  smoking 
onset  in  young  people.11 

Many  New  Jerseyans,  as  well  as 
the  representative  of  The  Tobacco 
Institute,  stressed  the  importance 
of  school-based  education  pro- 
grams for  tobacco  control  and 
prevention.  Two  noteworthy  rec- 
ommendations were  the  develop- 
ment of  comprehensive  tobacco 
education  curriculum  guides  and 
materials  for  use  in  all  schools  and 
better  preparation  of  teachers  and 
health  educators  to  deliver  the  to- 
bacco curriculum. 

Environmental  tobacco  smoke. 
Public  comment  on  ETS  was  live- 
ly and  confrontational.  Dr.  Wells 
detailed  numerous  adverse  health 
effects  of  ETS  and  the  evidence 
and  mechanisms  supporting 
them.  Several  New  Jersey  citizens 
gave  detailed  accounts  of  ways 
that  ETS  adversely  affected  their 
health  and  restricted  their  lives. 
Smokers  rights  advocates  cate- 
gorically denied  that  ETS  was  a 
health  hazard,  often  citing 
negative  conclusions  of  an  in- 
ternational symposium  held  at 
McGill  University,  Montreal, 
Canada,  which  was  funded  by  the 
tobacco  industry. 

Specific  recommendations  to 
the  Commission  for  more  effec- 
tive control  of  ETS  in  New  Jersey 
included  strict  enforcement  of 
existing  clean  indoor  air  laws; 
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stronger  legislation  for  creating 
smoke-free  indoor  environments 
in  New  Jersey;  improved  ventila- 
tion in  areas  where  smoking  is 
permitted;  and  support  for  educa- 
tion and  smoking  cessation  pro- 
grams for  adults. 

Many  New  Jerseyans  felt  res- 
taurants were  particularly  prob- 
lematic. While  current  law  en- 
courages restaurants  to  offer 
smoke-free  seating  areas, 
restaurants  who  do  not  offer  non- 
smoking sections  need  only  place 
a small  sign  in  the  restaurant  win- 
dow indicating  that  fact.  New 
Jerseyans  want  more  protection. 
Some  residents  called  for  making 
all  restaurants  smoke-free,  while 
others  advocated  for  thorough 
isolation  of  smoking-permitted 
areas,  complete  with  separate 
ventilation  systems.  In  view  of  the 
fact  that  many  more  New 
Jerseyans  do  not  smoke  than 
smoke,  it  can  be  anticipated  that 
in  the  future,  the  hue  and  cry  for 
smoke-free  dining  throughout 
New  Jersey  will  increase. 

Testimony  also  called  for 
greater  educational  efforts  to  in- 
form the  public  about  the  dangers 
of  ETS,  particularly  young 
mothers  who  smoke.  Infants  and 
children  are  particularly  sensitive 
to  the  adverse  effects  of  ETS,  and 
there  was  a consensus  of  support 
for  hospital-based  treatment  and 
education  programs,  so  that  all 
new  mothers  who  smoke  can  re- 
ceive assistance  in  stopping  smok- 
ing and/or  guidelines  on  how  to 
protect  their  children  from  the 
dangers  of  ETS. 

DISCUSSION 

Former  Surgeon  General  C. 
Everett  Koop  considered  ciga- 
rette smoking  to  be  the  single 
most  important  preventable  cause 
of  morbidity  and  mortality  in  our 
society.  Recent  evidence  on  the 
toll  of  ETS  adds  to  the  urgency 
of  a public  response  to  this  signifi- 
cant threat  to  the  public 
health.23  The  April  1992  public 
forum  on  smoking  and  youth  and 
ETS  provided  a strong  mandate 
for  action.  There  is  no  question 
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that  New  Jersey  must  do  more  to 
prevent  the  onset  of  smoking  in 
youth  and  to  protect  all  New 
Jerseyans  from  ETS. 

The  Commission  on  Smoking 
OR  Health  will  consider  each  of 
the  recommendations,  and  it 
hopes  that  each  recommendation 
will  lead  to  sound  positive  action, 
not  simply  by  the  state  of  New 
Jersey,  but  by  responsible  citizens 
throughout  the  state.  Each 
municipality,  professional  or- 
ganization, civic  group,  respon- 
sible business  leader,  health  prac- 
titioner, and  community-based 
agency  must  call  for  and  engage 
in  positive  action  to  protect  and 
preserve  the  health  of  our  most 
precious  commodity,  our  youth, 
and  to  eliminate  the  dangers  of 
ETS. 

Increases  in  the  price  of 
cigarettes,  restriction  of  youth  ac- 
cess, the  curtailment  or  ban  of 
cigarette  advertising  that  targets 
youth,  and  effective  school-based 
educational  programs  merit  our 
support  and  action.  Children 
must  receive  multiple  messages, 
if  not  effective  intervention,  at 
home,  at  school,  at  play,  and  at 
doctors’  offices.  Cigarette  smok- 
ing is  not  sociably  acceptable  be- 
havior. Children  must  learn  that 
most  adults  who  smoke  would 
like  to  stop.  Cigarette  smoking  is 
addictive,  and  adults  who  con- 
tinue to  smoke  do  not  necessarily 
do  so  because  of  “choice.” 

The  issue  of  ETS  is  not  unre- 
lated to  the  issue  of  smoking  and 
youth.  Infants  and  children  are 
extremely  sensitive  to  the  adverse 
consequences  of  ETS,  and  youth 
who  begin  smoking  today  will 
contribute  to  the  dire  health  ef- 
fects of  ETS  in  the  future.  There 
are  measures  that  can  be  taken  at 
the  state  level  that  can  lead  to 
cleaner  indoor  air  standards  and 
less  ETS.  However,  the  public, 
too,  must  shoulder  a share  of  the 
responsibility  for  action.  New 
Jersey  citizens  need  not  suffer  the 
adverse  consequences  of  ETS  in 
silence.  While  it  is  necessary  to 
respect  the  rights  and  privilege  of 
adults  who  smoke,  it  is  not 


necessary  or  wise  to  permit  adult 
smokers  to  offend,  harm,  or  kill 
nonsmokers. 

Smoking  in  public  is  not  one  of 
our  inalienable  rights,  and  no  one 
has  the  right  to  knowingly  and 
openly  harm  the  health  of  others. 
The  recommendations  to  the 
Commission  lay  down  a positive 
course  of  action  for  protecting  the 
public  health,  and  the  Com- 
mission will  examine  and  act 
upon  each  of  the  recommenda- 
tions. However,  effective  action 
requires  community  support  and 
leadership.  Community  norms  on 
the  acceptability  of  cigarette 
smoking  in  public  and  tolerance 
for  ETS  have  changed  drastically 
over  the  past  decade.  I 

References  are  available  upon 
request. 


Dr.  Hymowitz  is  chairman  of  the  New 
Jersey  State  Commission  on  Smoking 
OR  Health,  and  professor  of  clinical 
psychiatry,  New  Jersey  Medical 
School,  Newark.  The  paper  was  sub- 
mitted in  February  1993  and  accepted 
in  March  1993.  Address  reprint  re- 
quests to  Dr.  Hymowitz,  UMDNJ,  30 
Bergen  Street,  Room  1429,  Newark, 
NJ  07107. 


NEW  JERSEY  MEDICINE 


Medicolegal  aspects  of 
treating  drug  and 
alcohol  addiction 

Daniel  P.  Greenfield,  MD,  MPH,  MS 
Jeffrey  A.  Brown,  MD,  JD,  MPH 


The  authors  present  an  overview  of  different  areas  of  interface 
between  medicine  and  the  law,  applicable  to  the  treatment  of 
patients  with  drug  and  alcohol  problems.  The  five  case  reports 
are  a sample  of  the  medicolegal  issues  that  can  arise  in  the 
treatment  of  drug  addicts  and  alcoholics. 


This  article  is  an  overview 
of  different  areas  of  in- 
terface between  medi- 
cine and  the  law,  appli- 
cable to  the  treatment  of  patients 
with  drug  and  alcohol  problems. 
We  will  review  different  types  of 
situations,  illustrate  each  of  these 
with  a brief  case  vignette,  and 
offer  commentary  about  these 
cases.  This  article  is  not  ex- 
haustive or  definitive  in  terms  of 
applicable  law;  nor  do  we  intend 
that  these  case  examples  be  con- 
sidered comprehensive  to  the 
topic.  We  offer  these  cases  as  a 
sample  of  issues  involved  in  the 
medical  treatment  of  addicts  and 
alcoholics. 

CASE  REPORT  1 

A 37-year-old  married  salesman 
with  a probable  alcohol  problem 
went  to  his  physician  s office  for 
a followup  visit  for  gastritis.  Dur- 
ing the  visit,  he  appeared  “out  of 
it,”  although  there  was  no  indica- 
tion of  alcohol  on  his  breath  or 
other  overt  indications  of  intoxica- 
tion. He  told  his  physician  he  had 
been  arrested  for  his  second  driv- 
ing while  intoxicated  (DWI)  of- 
fense, about  which  he  was  worri- 
ed because  of  the  necessity  to 
drive  for  his  livelihood.  He 
described  that  he  had  “beaten” 


the  previous  DWI  charge,  but 
that  he  was  not  altogether  sure 
about  whether  he  would  be  able 
to  “beat  this  one.”  He  was  gen- 
uinely worried  about  whether  or 
not  he  would  be  able  to  abstain 
from  alcohol  as  a way  of  dealing 
with  the  additional  stress  of  the 
second  DWI  offense. 

Commentary.  The  patient  had 
never  been  involved  in  effective 
drug  or  alcohol  rehabilitation  pro- 
grams; in  fact,  he  was  one  of  those 
individuals  whose  underlying  al- 
cohol problem  presented  to  a va- 
riety of  physicians  “disguised”  as 
gastrointestinal  problems.  While 
his  treating  physician  does  not 
have  an  obligation  to  report  him 
to  legal  authorities,  the  ongoing 
strain  and  stress  for  the  patient 
and  his  treating  physician  con- 
tinued to  present  an  almost  insur- 
mountable obstacle  to  effective 
treatment.  The  patient  s denial  of 
his  drinking  problem  and  his 
physicians  not  pressing  him  to 
deal  with  the  problem,  through  a 
formal  alcohol  rehabilitation  pro- 
gram and  Alcoholics  Anonymous, 
proved  extremely  detrimental  to 
this  individual. 

CASE  REPORT  2 

An  unexpected  walk-in  patient 
arrived  at  a physician’s  office. 


The  patient,  a 28-year-old  male, 
had  come  for  pain  medication;  he 
had  been  referred  by  a friend 
from  another  town  who  had  heard 
that  the  doctor  was  “a  good  guy 
and  good  doctor.”  The  patient 
noted  his  back  pain  syndrome  was 
the  result  of  a motor  vehicle  acci- 
dent about  six  years  ago;  he  said, 
“I’ve  been  through  a lot  of 
painkillers,  and  the  only  one  that 
really  works  is  Percodan®.”  He 
said  he  would  pay  in  cash. 

Commentary.  This  patient 
presents  “classic”  indications  of  a 
prescription  drug-abusing  in- 
dividual, attempting  to  support  a 
drug  habit  through  “doctor-con- 
ning.” While  the  actual  propor- 
tion of  prescriptions  diverted 
from  physician’s  practices  is  low, 
the  impact  such  diversion  has  on 
patients  and  physicians  is  great. 
In  addition,  the  single  largest  cat- 
egory of  disciplinary  actions 
against  licensees  by  the  State 
Board  of  Medical  Examiners  is  for 
injudicious  prescribing  of  con- 
trolled dangerous  substances. 
Physicians  need  to  be  aware  that 
when  they  are  being  “conned,”  to 
refuse  to  treat  patients  without 
examination  and  evaluation,  and 
otherwise  to  act  in  a professional, 
conservative  manner. 

CASE  REPORT  3 

A primary  care  physician  with 
an  interest  in  addiction  medicine 
was  becoming  frustrated  with  a 
24-year-old  single  female  patient 
with  a longstanding  polydrug 
abuse  problem.  On  several  oc- 
casions, after  the  patient  over- 
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dosed,  the  physician  arranged 
emergency  hospitalizations.  The 
patient  had  been  treated  at  two 
inpatient  drug  rehabilitation  pro- 
grams: one  by  court  order,  relat- 
ing to  criminal  charges,  and  cur- 
rently in  an  intensive  outpatient 
drug  rehabilitation  program.  She 
complained  of  feeling  anxious, 
depressed,  and  having  urges  and 
cravings.  The  physician  wanted  to 
hospitalize  the  patient,  but  she 
refused;  her  family  reluctantly 
agreed.  The  physician  thought  of 
arranging  for  hospitalization  on  an 
involuntary  basis  if  necessary  and 
if  possible. 

Commentary.  The  basis  for  in- 
voluntary hospitalization  in  New 
Jersey  does  not  include  such 
chronic  self-destructive  behaviors 
as  drug  abuse.  Involuntary  hospi- 
talization in  this  case  would  not 
be  an  option.  In  New  Jersey,  the 
substance  abuse  and  associated 
behaviors  are  not  a basis  for  in- 
voluntary treatment  and  hospital- 
ization, unless  those  behaviors 
otherwise  satisfy  the  criteria  for 
involuntary  hospitalization. 

CASE  REPORT  4 

The  situation  with  the  patient 
in  case  report  3 has  deteriorated. 
She  used  drugs  in  the  intensive 
outpatient  program,  and  was  ad- 
ministratively discharged  from 
that  program.  She  used  depres- 
sants and  alcohol  (her  drugs  of 
choice),  and  overdosed  on  Pereo- 
dan®  obtained  illegally  through 
diversion  from  a physician  s prac- 
tice, i.e.  prescription  drug  abuse. 
After  regaining  consciousness, 
she  said  she  was  extremely 
depressed  and  planned  “to  do  it 
again.”  After  a consultation,  it  was 
noted  the  patient  was  actively 
suicidal  and  dangerous  to  herself. 

Commentary.  In  this  case,  the 
patient  met  the  statutory  require- 
ments for  involuntary  hospitaliza- 
tion, by  virtue  of  being  dangerous 
to  herself.  The  traditional  basis 
for  involuntary  hospitalization  in 
the  civil  sector  has  been  that  of 
the  “police  power  of  the  state,  in 
which  the  state  attempts  to 
protect  its  citizens  (from  them- 
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selves,  in  this  case).  The  current 
civil  commitment  law  in  New 
Jersey  allows  this  as  a basis  for 
involuntary  hospitalization,  and 
also  allows,  as  a basis,  the  general 
inability  of  an  individual  to  take 
care  of  his  basic  needs,  e.g. 
geriatric  patient  to  a particular  in- 
stitution. The  patient  would  be 
admitted  to  a psychiatric  facility 
or  hospital  psychiatric  unit. 

CASE  REPORT  5 

A 32-year-old  married  female, 
an  executive  secretary  at  a large 
corporation,  complained  of  stress 
and  of  “having  a hard  time  at 
work.”  It  became  apparent  that 
the  patient  was  in  a state  of  rapid 
paranoid  psychotic  decompensa- 
tion. The  patient  described  bi- 
zarre and  threatening  behaviors 
to  coworkers  and  superiors  at  her 
organization,  and  described  the 
plot  against  her.  She  described 
her  plan  to  kill  two  bosses  and  to 
“hurt  my  husband  badly.”  After 
describing  these  plans,  she 
showed  the  physician  a pocket 
knife  with  a three-inch  blade  she 
kept  in  her  pocketbook.  Sensing 
he  may  have  a “duty  to  warn” 
these  intended  victims,  the  physi- 
cian was  faced  with  the  dilemma 
of  having  to  break  physician  con- 
fidentiality. While  in  the  office,  an 
emergency  psychiatric  consul- 
tation was  arranged. 

Commentary.  In  the  mid-1970s, 
the  now  well-known  Tarasoff  case 
was  reported.  This  case  articu- 
lated a duty  of  a treating  health 
care  provider  to  warn  intended 
victims  of  that  provider’s  patient 
if  the  patient’s  threats  are  be- 
lieved by  the  treating  provider. 
This  case  was  the  first  of  many 
such  “duty  to  warn”  and  “duty  to 
protect”  cases,  in  various  jurisdic- 
tions. In  New  Jersey,  the  case  of 
McIntosh  versus  Milano  is  an  in- 
fluential case  in  applying  this  no- 
tion of  “duty  to  wam/protect”  to 
providers  in  New  Jersey,  as 
follows:  “The  Court  [New  Jersey 
Supreme  Court]  held  that  Tar- 
asoff did  apply,  and  that  the  duty 
to  protect  was  based  on  the  pa- 
tient-therapist relationship.  The 


Court  also  found  a more  general 
duty  to  protect  society,  analogous 
to  the  physician’s  duty  to  warn 
others  of  carriers  of  contagious 
disease.  The  court  further  con- 
cluded the  confidentiality  was  not 
an  over-riding  concern;  nor  was  it 
impressed  with  the  defendant’s 
other  arguments.  When  the  case 
was  tried,  the  defendant  was 
found  not  to  have  violated  his 
duty.  . . .” 

Without  reviewing  extensive 
case  law  and  commentary  on  this 
issue  of  duty  to  warn/protect,  the 
physician  decided  that  he  had  a 
duty  to  warn  the  stated  intended 
victims  as  well  as  society.  By  vir- 
tue of  her  psychotic  decompensa- 
tion, the  physician  and 
psychiatrist  arranged  for  the  civil 
commitment  of  the  patient  to  a 
local  private  facility. 

CONCLUSION 

These  cases  are  a sample  of 
medicolegal  issues  that  can  arise 
in  the  treatment  of  addicts  and 
alcoholics.  There  are  many  other 
areas:  recordkeeping  confiden- 

tiality requirements  for  treating 
addicts  and  alcoholics;  proper 
prescribing  patterns  for  con- 
trolled dangerous  substances;  cur- 
rent status  of  methadone  mainte- 
nance; and  managed  health  care 
issues.  We  hope  we  have  raised 
the  index  of  suspicion  of  practic- 
ing physicians  and  other  clini- 
cians to  these  medicolegal  issues 
in  the  treatment  of  this  patient 
population.  H 
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Addiction  and  the  law: 
Confidentiality 
to  disclosure 

James  M.  Williams,  JD,  MA 


With  growing  demands  for  access  to  medical  records, 
confidentiality  and  privacy  will  increasingly  compete  with 
professional  desire  for  collaboration  and  the  need  for 
reimbursement.  Physicians  need  to  be  aware  of  medicolegal 
safeguards. 


Successful  treatment  of  the 
substance  abuse  patient 
presents  special  challeng- 
es with  regard  to  handling 
patient  information  while  main- 
taining patient  confidentiality. 

There  are  a number  of  circum- 
stances under  which  patient  in- 
formation must  be  disclosed  and 
there  are  many  more  situations 
where  information  is  requested. 
For  the  physician,  knowing  how 
to  deal  with  requests  according  to 
the  law  is  essential.  Most  physi- 
cians are  familiar  with  the  federal 
statutes  that  call  for  strict  con- 
fidentiality and  impose  liability 
for  disclosures  of  information  in 
the  alcohol  and  substance  abuse 
areas.  Records  include  any  in- 
formation relating  to  a patient  in 
an  alcohol  or  drug  program. 
Counselors  and  others  involved  in 
a patient’s  care  are  bound  by  the 
statutes  as  well. 

However,  many  physicians  do 
not  know  that  patient  consent  re- 
leasing information  requires  a 
specific  consent  form  that  must 
be  signed  when  the  patient  un- 
derstands the  nature  of  the  con- 
sent being  granted.  The  physician 
must  be  alert  to  expired  forms  or 
to  a change  in  the  patient’s  posi- 
tion with  regard  to  consent,  as  in 
the  case  of  a revocation. 


Disclosure  of  information  with- 
out patient  consent  may  only 
occur  in  a bona  fide  medical 
emergency  or  by  special  court 
order.  Courts  usually  will  protect 
patient  privacy  unless  there  is  a 
need  for  it  in  connection  with  an 
investigation  or  the  prosecution  of 
an  extremely  serious  crime. 

As  with  ordinary  medical  rec- 
ords, third-party  requests  for 
substance  abuse  information  usu- 
ally come  from  family  members, 
insurers,  and  attorneys.  Dis- 
closure to  family  members  is 
limited  to  “past  or  current  status.’’ 
Care  should  be  taken  in  domestic 
disputes  involving  custody  not  to 
divulge  information  where  a 
spouse  may  attempt  to  use  the 
information  to  show  that  the  other 
spouse  is  unfit  because  of 
substance  abuse.  Here,  even  the 
fact  that  a patient  was  admitted  to 
a treatment  program  could  be 
detrimental. 

Despite  the  broad  reach  of 
federal  statutes,  areas  of  a hospital 
not  directly  related  to  substance 
abuse  treatment  are  not  covered. 
Emergency  room  treatment  may 
present  special  problems  where 
blood  alcohol  levels  commonly 
are  taken  after  a motor  vehicle 
accident.  In  a 1986  case,  emer- 
gency room  personnel  observa- 


tions about  the  patient’s  odor  of 
alcohol  and  apparent  intoxication 
were  allowed  in  a court  proceed- 
ing against  the  patient  for  driving 
while  under  the  influence  of  al- 
cohol. Blood  alcohol  test  results 
may  not  be  confidential  when  the 
patient  is  not  voluntarily  seeking 
treatment. 

However,  in  a 1990  case,  a 
physician  violated  his  duty  of  con- 
fidentiality when  he  divulged 
blood  alcohol  level  test  results  to 
police  two  months  after  he  had 
treated  the  patient  in  an  emergen- 
cy room  following  a traffic  acci- 
dent in  which  the  patient  was  in- 
toxicated. Without  further  evi- 
dence on  the  part  of  police  that 
the  patient  was  intoxicated,  the 
information  is  protected  as  con- 
fidential. The  police  must  be  able 
to  make  the  same  observations  as 
emergency  room  personnel.  Oth- 
erwise, to  gain  access,  the  police 
must  have  a subpoena  from  a 
proper  municipal  court  judge. 

Any  person  who  violates  these 
acts  is  liable  for  fines  up  to  $500 
for  the  first  offense  and  $5,000  for 
each  subsequent  offense. 

A particular  problem  occurs  in 
substance  abuse  patients  whose 
chemical  dependency  may  be 
causal  in  such  things  as  violent 
threats,  physical  abuse,  and  ac- 
quisition and  transmission  of  re- 
portable communicable  diseases. 
When  state  reporting  require- 
ments regarding  medical  con- 
ditions that  may  have  resulted 
from  criminal  offenses,  e.g.  child 
abuse,  driving  under  the  in- 
fluence, conflict  with  the  federal 
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alcohol  and  drug  abuse  acts,  pa- 
tient confidentiality  may  give 
way.  For  example,  courts  are  like- 
ly to  give  priority  to  the  ‘"best 
interest  of  the  child”  standard 
when  a mother  gives  birth  to  a 
drug-addicted  infant  and  release 
information  of  the  mother’s 
substance  abuse  in  a subsequent 
neglect  proceeding.  However,  in 
other  areas,  the  courts  do  not 
always  allow  access  to  substance 
abuse  information  at  the  expense 
of  patient  confidentiality. 

Others  who  commonly  request 
information  about  substance 
abuse  patients  include  insurers. 


third-party  payors,  and  attorneys. 
In  a 1990  case,  records  were  ulti- 
mately protected  after  a counselor 
told  an  employer  that  an 
employee  had  been  in  a treatment 
program  for  substance  abuse 
where  the  employee  was  fired 
and  ultimately  sued  the  employer. 
The  records  were  protected  and 
could  not  be  discovered  by  simple 
subpoena  or  an  order  compelling 
discovery.  The  extraordinary 
showing  requirement  of  immi- 
nent danger  or  serious  harm  was 
not  met. 

The  delicate  balance  between 
absolute  confidentiality  and  full 


disclosure  must  be  carefully 
monitored  both  medically  and 
legally.  The  fulcrum  defining  this 
balance  must  be  adjusted  to 
respond  to  the  complex  amalgam 
of  individual,  professional,  and 
societal  requirements.  This  ad- 
justment, however  minor,  is 
nonetheless  consequential  in  that 
erosions  in  either  direction  have 
ramifications  affecting  patient 
well  being  and  community  health 
and  safety.  ■ 

Mr.  Williams  practices  law  in  New 
Jersey.  Address  reprint  requests  to  Mr. 
Williams,  P.O.  Box  932,  Short  Hills,  NJ 
07078. 
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Adolescent  substance 
abuse  prevention 


David  A.  Smelson,  MS 


Increasing  attention  is  being  focused  on  the  prevention  of 
substance  use,  rather  than  treatment.  The  author  critiques  the 
literature  and  provides  a conceptual  framework  for  a better 
understanding  of  adolescent  substance  abuse  prevention 
under  school-based,  psychosocial,  and  legislative  models. 


Adolescent  substance 
abuse  is  a serious  social 
and  health  problem. 
Surveys  have  suggested 
that  15  to  40  percent  of  junior  and 
senior  high  school  students  ex- 
perience drinking-related  prob- 
lems.12 Researchers  have  found 
that  48  percent  of  high  school 
seniors  in  1990  tried  one  illicit 
drug,  and  almost  one-third  of  high 
school  seniors  tried  an  illicit  drug 
other  than  marijuana.3  In  1983, 
information  released  from  the 
White  House  Advisory  Board  in- 
dicated that  children  experience 
pressure  to  use  alcohol  as  early  as 
the  4th  grade,  the  earliest  age 
ever  cited.4  Since  1975,  surveys 
have  been  sponsored  by  the  Na- 
tional Institute  on  Drug  Abuse 
and  each  year  15,000  to  19,000 
high  school  seniors  are  studied 
from  diverse  populations.3  The 
figures  show  a substantial  in- 
crease of  drug  use  from  1975  to 
1986.  However,  there  are  limita- 
tions in  studying  high  school 
seniors  because  many  heavy  users 
never  reach  12th  grade. 

Adolescents  have  received 
more  attention  from  developers  of 
various  prevention  programs  be- 
cause most  youths  begin  drinking 
during  these  years.  Recent  data 
have  indicated  that  alcohol  is  the 


drug  most  widely  used  by  adoles- 
cents; adolescent  problem 
drinkers  use  illicit  drugs  more 
often  than  nondrinkers;  heavy 
drinking  during  adolescence  usu- 
ally is  accompanied  by  antisocial 
behavior;  parents  and  peers  in- 
fluence problem  drinkers;  and 
adolescent  drinkers  are  less  re- 
ligious, more  tolerant  of  deviant 
behavior,  less  successful 
academically,  and  more  drawn  to 
independence  than  nonproblem 
drinking  adolescents.5 

Most  of  the  studies  on 
adolescence  and  drinking  have 
focused  on  treatment  rather  than 
prevention.  To  combat  adolescent 
substance  abuse,  more  attention 
needs  to  focus  on  preventive 
strategies.  There  are  three  types 
of  prevention.  Tertiary  prevention 
focuses  on  restoring  and  treating 
individuals  with  identified  alcohol 
problems.  Secondary  prevention 
detects  early  warning  signs  and 
facilitates  appropriate  interven- 
tion strategies  to  deter  further 
substance  abuse.  Primary  preven- 
tion functions  to  reduce  the  oc- 
currence of  substance  use  and  to 
promote  healthy  lifestyles  among 
the  general  population.  The  latter 
approach,  combating  substance 
use  before  it  occurs,  will  be  the 
focus  of  this  paper. 


SCHOOL-BASED  PROGRAMS 

Most  prevention  programs  for 
adolescents  have  consisted  of  al- 
cohol education:  they  have  of- 
fered materials  to  unselected 
youth  groups  or  high-risk  popula- 
tions. In  the  late  1970s  and  early 
1980s,  the  most  popular  method 
for  controlling  the  drug  problem 
was  to  bring  local  law  enforce- 
ment agents  into  the  schools  to 
discuss  the  effects  of  drugs  and 
alcohol.6  Another  program  trained 
high  school  students  to  warn 
younger  students  about  the 
adverse  effects  of  substance 
abuse;  because  of  limited  time, 
these  students  spent  their  efforts 
on  secondary  and  tertiary  preven- 
tion. The  “band  aid  approaches 
adopted  by  many  school  systems 
had  good  intentions,  but  fell  short 
in  providing  effective  primary 
prevention. 

Other  school-based  prevention 
programs  designed  to  increase  the 
knowledge  about,  and  change  at- 
titudes toward,  drugs  and  alcohol 
teach  values  and  decision-making 
skills  aimed  at  greater  social  com- 
petence. An  effective  education 
program  should  focus  on  skills 
that  will  permit  young  people  to 
make  responsible  decisions.7 
Some  programs  meet  these  am- 
bitious goals.5  Other  programs 
claim  that  attitude  clarification 
and  decision-making  concepts  un- 
dermine the  knowledge/attitudes 
curriculum.8  Studies  rarely  docu- 
ment changes  in  drinking  behav- 
ior after  program  implementation. 

More  recent  evaluations  of 
substance  abuse  education  have 
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employed  strong  research  de- 
signs. Programs  based  on  the 
values/decision-making  model 
produced  an  immediate  positive 
effect  not  sustained  a year  later  on 
alcohol  and  marijuana  use  among 
seventh-grade  girls.  Still,  they 
found  no  effects  on  substance 
abuse  among  seventh-grade  male 
students  or  eighth  graders.910  In 
1987,  Botvin  evaluated  a more 
comprehensive  program  that  in- 
corporated all  three  behavioral 
change  models.11  Teachers  and 
peer  leaders  delivered  a 20- 
session  life  skills  training  program 
alone  or  followed  by  boosters  con- 
sisting of  additional  ten  sessions 
to  eighth  graders  and  five  sessions 
to  ninth  graders.  Findings  in- 
cluded positive  effects  after 
seventh  grade  with  cigarette 
smoking,  marijuana  use,  and  al- 
cohol quantity  measures;  these  ef- 
fects were  maintained  through 
the  eighth  grade,  but  by  the  end 
of  ninth  grade,  some  cigarette 
smoking  effects  remained.  At  the 
end  of  the  tenth  grade,  there  were 
negative  effects  on  alcohol,  mari- 
juana, and  cigarette  use  for  the 
students  in  the  study. 

Smelson  evaluated  a different 
prevention  measure  that  placed 
an  undercover  officer  in  a high 
school.6  Eleven  arrests,  5 of 
which  were  of  high  school  stu- 
dents, followed  a two-and-one- 
half-month  undercover  police 
operation.  Police  made  the  arrests 
in  front  of  school,  hoping  to  con- 
trol the  drug  problem.  Two 
months  after  the  operation 
unfolded,  Smelson  conducted  40- 
minute  structured  interviews, 
with  one-year  followup  in- 
terviews. The  operation  aided  in 
the  rehabilitation  of  1 student  but 
lacked  visible  effects  on  the  fre- 
quency of  substance  use  by  the 
remainder  of  the  students.  The 
limitations  of  this  study  included 
few  indepth  interviews  and  the 
absence  of  psychological  testing 
before  and  after  the  arrests. 
Nevertheless,  this  new  and  con- 
troversial preventive  strategy 
raises  questions  about  privacy, 
trust,  and  the  role  of  the  school. 


PSYCHOSOCIAL  MODELS 

Psychological  and  social  models 
of  primary  prevention  constitute  a 
substantially  smaller  portion  of 
the  previous  literature,  but  are 
gaining  attention.  Research  in 
smoking  prevention  substantiates 
potentially  effective  approaches  to 
substance  abuse  prevention.  Re- 
search groups  around  the  country 
have  demonstrated  the  efficacy  of 
the  psychosocial  factors  in- 
volved.1214 These  approaches 
have  their  roots  in  social  learning 
theory1’  and  problem  behavior 
theory.16  Differences  exist  with 
respect  to  their  emphasis  and 
modes  of  implementation.  Some 
approaches  emphasize  increasing 
students’  awareness  and  teach 
specific  techniques  for  resisting 
pressures,  while  other  approaches 
emphasize  the  development  of 
general  coping  skills  by  taking  a 
broad  spectrum  approach,  tar- 
geting the  most  specific  underly- 
ing determinants  of  cigarette 
smoking.  From  this  perspective, 
researchers  conceptualize  sub- 
stance use  as  a socially  learned 
and  functional  behavior,  the  re- 
sult of  an  interplay  between  social 
and  personal  factors. 

Botvin  conducted  a five-year 
investigation  sponsored  by  the 
National  Institute  on  Drug  Abuse, 
using  the  Life  Skills  Training 
(LST)  program.11  LST  teaches 
general  life  skills  as  well  as  skills 
and  knowledge  related  to  sub- 
stance abuse  prevention.  The  re- 
sults indicated  that  initial  post- 
test students  participating  in  a 
peer-led  LST  group  were  signifi- 
cantly different  from  the  controls 
with  regard  to  tobacco,  marijuana, 
and  alcohol.  Participants  in  the 
teacher-led  group  did  not  differ 
significantly,  a result  attributed  to 
possible  inadequate  training  in 
the  LST  curriculum.  They  main- 
tained results  through  booster 
sessions,  evidenced  by  one-  and 
two-year  followup.  After  the  two- 
year  followup,  booster  sessions 
ended;  one  year  later,  students 
sustained  the  results. 

Other  psychosocial  models  are 
less  substantiated  in  the  preven- 


tion literature,  but  could  show 
positive  results.  Erikson  provided 
a comprehensive  approach  for  un- 
derstanding adolescents  in  his 
landmark  book,  Childhood  and 
Society.1,  He  argued  that  psy- 
chological development  continues 
through  life,  that  each  stage  has 
a positive  and  negative  compo- 
nent and  a psychosocial  crisis  that 
must  be  successfully  resolved. 

The  major  crisis  confronting 
the  adolescent  is  establishing  an 
identity  and  avoiding  identity 
confusion.  As  the  adolescent 
breaks  away  from  the  close 
guidance  of  parents,  he  actively 
seeks  support  from  a peer  group. 
It  is  possible  that  the  adolescent 
may  view  drinking  and  smoking 
as  a way  of  expressing  growing 
independence  and  then  associate 
with  a peer  group  that  engages  in 
this  type  of  behavior.  This  com- 
prehensive developmental  model 
could  show  promising  results  in 
primary  prevention.  Programs 
building  on  this  theory  could  help 
adolescents  form  positive  iden- 
tities around  their  ideals. 

Another  alternative  for  promot- 
ing drug  and  alcohol  use  centers 
around  effective/humanistic  stra- 
tegies, including  values  sharing 
and  decision  making.  These  ap- 
proaches were  appealing  to  teach- 
ers because  the  approaches 
played  a positive  role  in  motivat- 
ing students.  There  was  much  ex- 
posure by  prevention  personnel 
through  in-service  and  educa- 
tional workshops.  New  methods 
often  were  adopted  “as  is”  with 
no  effort  to  relate  them  directly 
to  prevention  goals  or  substance 
abuse  objectives.18  The  preven- 
tion field  expressed  much 
enthusiasm,  but  funding  sources 
such  as  the  National  Institute  on 
Alcohol  Abuse  and  Alcoholism 
and  the  National  Institute  on 
Drug  Abuse  encouraged  clearer 
conceptualization  of  the  rela- 
tionship between  effective  de- 
velopment and  substance  abuse 
prevention.  These  two  concepts 
go  hand  in  hand,  and  effective 
preventative  strategies  entail  ef- 
fective development. 


846 


NEW  JERSEY  MEDICINE 


This  called-for  shift  resulted  in 
the  development  of  the  following 
definition  on  a federal  level: 
“Primary  drug  abuse  prevention 
is  a constructive  process  designed 
to  promote  personal  and  social 
growth  of  the  individual  toward 
full  human  potential;  and  thereby 
inhibit  or  reduce  physical,  men- 
tal, emotional,  and  social  impair- 
ment that  results  in  or  from  the 
abuse  of  chemical  substances.” 

Similar  definitions  have 
emerged  on  local  levels  and  il- 
lustrate the  importance  of  drug 
abuse  prevention  programs  that 
ignore  drug-specific  cognitive  fac- 
tors and  emphasize  the  de- 
velopmental effective  factors. 
Georgia  and  North  Carolina  de- 
veloped preventative  programs 
under  the  sponsorship  of  agencies 
directly  concerned  with  drug 
abuse,  and  make  no  direct  ref- 
erence to  drugs. 

Although  other  psychological 
theorists  have  considered  addic- 
tion, program  implementors  have 
not  widely  accepted  their  con- 
tributions.19-29 Though  intra- 
psychic conflicts  might  play  a 
substantial  role  in  addiction, 
psychoanalytic  theorists  rarely 
assess  substance  abuse  through 
quantitative  research,  and  apply 
the  theories  to  other  forms  of 
mental  disorders;  substance  use 
usually  is  secondary.  Researchers 
must  incorporate  stronger  de- 
signed strategies  to  assess  a com- 
prehensive model  of  substance 
use.  Furthermore,  the  theories 
are  highly  intellectual,  and  appear 
rather  threatening  to  program 
planners,  especially  if  they  are  re- 
covering addicts. 

LEGISLATIVE  MODELS 

Alcohol  availability  can  be  dis- 
cussed in  terms  of  physical, 
economic,  and  social  factors.30 
Federal  and  state  authorities  re- 
main consistent  in  allocating  an 
essentially  small  amount  of  money 
for  prevention  of  alcohol  abuse. 
Of  the  $584.1  million  in  federal 
funds  expended  on  substance 
abuse  in  1980,  $24.4  million  was 
used  for  prevention.31  More  re- 


cently, 4 percent  of  federal  funds 
expended  on  substance  abuse 
covered  prevention  activities.32 

In  contrast  to  the  funding  ef- 
forts, physical  availability  con- 
cerns itself  with  the  size  of  the 
alcoholic  beverage  container,  the 
concentration  of  ethanol  in 
beverages,  location  and  number 
of  retail  outlets,  and  hours  and 
days  of  the  week  during  which 
beverages  are  sold.  The  purchase 
and  consumption  of  alcoholic 
beverages  are  sold. 

The  purchase  and  consumption 
of  alcoholic  beverages  have 
evolved  over  the  past  200  years.33 
Changing  the  drinking  age  was 
one  of  the  nation’s  first  efforts  to 
regulate  the  physical  availability 
of  alcohol.34  After  the  repeal  of 
Prohibition,  states  passed  strict 
minimum  age  laws.  In  most  cases, 
the  laws  prohibit  virtually  all 
drinking  by  anyone  under  the  age 
of  21. 35  In  1982,  Wagenaar  found 
a shorter-term  increase  in  draft 
beer  sales  after  Michigan  reduced 
its  drinking  age  in  1972,  although 
package  and  total  beer  and  wine 
sales  remained  unchanged.36 
Laws  and  regulations  designed  to 
control  the  availability  of  alcohol 
by  making  it  harder  to  obtain, 
making  spirits  more  expensive,  or 
raising  the  minimum  age  of 
purchase,  seem  to  have  some  im- 
pact on  use  and  misuse.37 

Economic  availability  is  con- 
cerned with  the  real  price  of  al- 
coholic beverages  in  relation  to 
disposable  income  and  the  cost  of 
other  beverages.  The  price  of  al- 
cohol varies  by  brand,  beverage 
type,  and  type  of  outlet.  A single 
drink  of  a specific  beverage  at  a 
given  outlet  may  vary  in  price. 
Researchers  have  reported  that 
small  increases  in  taxes  on  alcohol 
reduces  both  consumption  and 
death  from  cirrhosis  of  the  liver 
and  automobile  accidents.38-39 
Data  from  related  studies  sug- 
gested that  raising  the  price  of 
beer,  the  alcoholic  beverage  of 
choice  for  adolescents,  reduced 
the  number  of  youths  who  drank 
and,  thus,  the  incidence  of  heavy 
and  frequent  drinking.40  In  many 


states,  beer  is  priced  competitive- 
ly with  other  nonalcoholic 
beverages.  It  seems  feasible  for 
states  to  raise  taxes  on  alcoholic 
beverages  and  then  use  that 
money  for  primary  prevention  ef- 
forts. 

Social  availability  concerns 
itself  with  the  promotion  of  al- 
coholic beverages  at  the  point  of 
purchase,  within  the  community, 
and  in  mass  media.  Beside 
advertising,  the  alcoholic  bev- 
erage industry  sponsors  many 
recreational  and  sports  activities 
to  promote  its  products.  Two  re- 
cent studies  employing  self-report 
measures  found  patterns  of  beer 
and  liquor  consumption  among 
youths,  related  to  exposure  to 
advertisements.41-43  Attributing  a 
relationship  between  drinking 
and  advertising  is  problematic.  It 
is  possible  that  heavy  drinkers 
simply  notice  more  advertise- 
ments and  recall  them  better.43 

Research  into  the  availability  of 
alcoholic  beverages  supports  the 
hypothesis  that  a reduction  in 
availability  through  various 
means,  including  reducing  hours 
and  days  of  sales,  raising  the 
minimum  age,  and  increasing  al- 
cohol beverage  taxes  will  cor- 
relate with  reducing  alcohol  con- 
sumption problems.  But  the  im- 
plication of  these  modalities  in 
primary  prevention  never  has 
been  estimated.  Many  of  these 
strategies  seem  more  concerned 
with  secondary  and  tertiary 
prevention,  and  one  must  ques- 
tion their  role  in  reducing 
substance  use  by  a primary 
prevention  audience. 

DISCUSSION 

There  is  little  evidence  to  sup- 
port the  effectiveness  of  primary 
prevention  programs.  Although 
some  school-based  programs  may 
influence  knowledge,  beliefs,  or 
attitudes,  long-term  effects  on 
substance  use  appear  weak.  Other 
school  programs  continue  to  be 
ineffective  because  of  the  lack  of 
time,  money,  and  adequate  im- 
plementation to  the  designated 
target  audience.  Prevention  pro- 
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grams  are  set  up  for  a variety  of 
reasons:  administrators  may  be 
obligated  by  the  school  board, 
community  pressure,  or  legal 
mandate.  Program  evaluators  and 
implementors  have  overly  am- 
bitious goals,  believing  that 
primary  prevention  programs  will 
have  long-term  effects  on  clients 
in  need  of  secondary  and  tertiary 
prevention.  Some  types  of 
substance  abuse  education  may 
temporarily  reduce  alcohol  and 
drug  use,  yet  this  success  appears 
short-lived.  Problems  concerning 
this  topic  stem  from  inadequate 
research  and  design  strategies 
used.  Many  researchers  seem  to 
evaluate  prevention  as  if  there 
were  only  one  type,  and  effective 
research  must  strictly  adhere  to 
the  type  provided  and  the 
heterogeneous  population  it  was 
designed  to  serve. 

Psychosocial  prevention  covers 
a smaller  portion  of  the  literature 
and  yields  conflicting  results.  LST 
has  its  roots  in  problem  behavior 
theory  as  well  as  social  learning 
theory,  and  shows  positive  results 
in  primary  prevention  of  sub- 
stance use.  Erikson  provided  a 
comprehensive  understanding  of 
development;  perhaps  this  model 
could  show  promising  results  in 
the  prevention  arena.  Though 
psychoanalytic  theories  present 
models  of  substance  use,  proper 
training  is  not  economically 
feasible  for  prevention. 

The  federal  government  must 
take  a more  active  role  in  allocat- 
ing money  for  prevention  re- 
search and  implementation.  In 
addition,  public  policy  affecting 
alcohol-related  problems  must  be 
evaluated.  If  the  public  allows 
more  funding  and  takes  a stronger 
stance  in  evaluating  the  scientific 
integrity  of  preventative  research, 
there  may  be  a decline  in 
substance  use.  Alcohol-related 
problems  have  a tremendous  im- 
pact on  health,  economy,  and 
social  welfare.  Research  suggests 
certain  aspects  of  availability  in- 
fluence the  level  of  alcohol- 
related  problems.  Although  the 
government  has  considerable 


authority  to  regulate  these  issues, 
efforts  seem  to  be  failing.  Finally, 
other  prevention  programs  and 
policies  may  prove  to  be  effective 
in  the  future,  and  the  public 
should  not  rule  them  out  because 
of  inadequate  implementation  in 
the  past.  ■ 
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Methadone  maintenance 
treatment:  Dispelling  myths 
and  recovering  truths 

Susan  F.  Neshin,  MD 


Methadone  maintenance  treatment  has  allowed  for  stabilization 
and  normalization  in  the  lives  of  hundreds  of  thousands  of 
chronic  opiate  addicts.  This  article  reviews  methadone 
treatment  and  dispels  some  myths  and  recovers  some  truths 
about  this  treatment. 


To  the  lay  public,  pol- 
icymakers, and  physi- 
cians, methadone  main- 
tenance remains  a con- 
troversial treatment  for  opiate  de- 
pendence. There  is  no  question 
that  methadone  maintenance 
treatment  has  allowed  for 
stabilization  and  normalization  in 
the  lives  of  hundreds  of  thousands 
of  chronic  opiate  addicts.  There 
also  is  no  question  that 
methadone  maintenance  treat- 
ment serves  as  a public  health 
tool  to  decrease  intravenous 
heroin  abuse,  thereby  decreasing 
the  transmission  of  HIV  as  well 
as  other  associated  infectious  dis- 
eases. The  following  review  of 
methadone  treatment  will  provide 
an  objective  perspective  on 
methadone  treatment  that  will 
dispel  some  myths  and  recover 
some  truths. 

HISTORICAL  OVERVIEW 

In  1962,  Dr.  Vincent  Dole,  Dr. 
Marie  Nyswander,  and  Dr.  Mary 
Jeanne  Kreek  began  researching 
narcotic  maintenance  treatment 
for  opiate  addicts.  Six  important 
findings  about  methadone  were 
elucidated  during  the  research 
phase:1'3 

1.  With  methadone,  patients 
did  not  experience  euphoric,  tran- 


quilizing,  or  analgesic  effects  and 
were  able  to  socialize  and  work 
normally. 

2.  Methadone  relieved  a pa- 
tient’s narcotic  craving,  a major 
factor  in  relapse  to  illicit  heroin 
use. 

3.  At  doses  between  80  and 
120  mg/day,  tolerance  to  the  nar- 
cotic effects  of  all  self-adminis- 
tered opiate  drugs  was  high 
enough  to  block  euphoric  and 
tranquilizing  effects. 

4.  There  was  no  change  in  tol- 
erance levels  over  time,  therefore, 
the  methadone  dose  could  be 
held  constant  indefinitely. 

5.  Methadone  was  effective 
when  administered  orally  and  has 
a half-life  of  24  to  36  hours;  it 
could  be  taken  by  patients  once 
per  day  without  the  use  of  injec- 
tion needles. 

6.  Methadone  is  medically  safe 
with  minimal  side  effects.  The 
most  common  side  effects,  e.g. 
constipation,  sweating,  decreased 
libido,  tended  to  subside  with 
time.  Methadone  maintenance 
functioned  to  normalize  deranged 
endocrine  and  immune  function 
resulting  from  addiction  to  short- 
acting opiates. 

Methadone’s  safety  and  efficacy 
in  curbing  illicit  opiate  use, 
decreasing  drug-related  crime, 


and  improving  patients’  health 
and  social  functioning  (as 
measured  by  increased  employ- 
ment, school  attendance,  and 
homemaker  status)  in  the  vast  ma- 
jority of  patients  were  acknowl- 
edged, and  methadone  treatment 
programs  were  expanded 
throughout  the  country. 

Patients’  level  of  functioning 
continues  to  improve  with  treat- 
ment. By  1990,  approximately 
80,000  patients  were  enrolled  in 
methadone  programs  nationwide. 
Research  over  the  years  has  con- 
tinued to  support  earlier  claims 
about  methadone  treatment’s  ef- 
fectiveness in  reducing  opiate  use 
and  criminal  behavior  and  im- 
proving health  status,  employ- 
ment, and  other  lifestyle  fac- 
tors.4'6 

METHADONE  DOSAGE 

An  adequate  methadone  dose  is 
the  dose  that  prevents  the  onset 
of  the  opiate  withdrawal  syn- 
drome for  24  hours  or  more, 
blocks  the  euphoric  effects  of  self- 
administered  opiates,  and  elimi- 
nates drug  hunger,  thus  stopping 
illicit  opiate  use.1  The  single  most 
important  factor  found  for  de- 
creasing or  eliminating  illicit 
opiate  use  and  for  retaining  pa- 
tients in  treatment  is  adequacy  of 
methadone  dosage.  Initial  re- 
search by  Drs.  Dole,  Nyswander, 
and  Kreek  showed  that  blockade 
to  the  euphoric  effects  of  all  self- 
administered  opiate  drugs  is 
achieved  when  methadone  is 
prescribed  within  the  range  of  80 
to  120  mg/day. 
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The  General  Accounting  Office 
(GAO)  reviewed  24  methadone 
maintenance  treatment  programs 
(MMTPs)  in  response  to  a charge 
from  Congress.  GAO  concluded 
that  “60  mg  of  methadone  is  the 
lowest  effective  dose  to  stop 
heroin  use  and  low  dose 
maintenance  (20  to  40  mg)  is  in- 
appropriate.”8 When  the  dose 
was  inadequate,  no  increase  in 
counseling  could  improve  out- 
comes. 

While  Drs.  Dole,  Nyswander, 
and  Kreek  were  unable  to 
measure  blood  methadone  levels 
during  the  research  phase  of 
methadone  treatment,  the  tech- 
nology to  measure  these  levels 
now  is  available.  Dr.  Dole  stated 
that  the  optimal  daily  dose  of 
methadone  is  one  that  will  main- 
tain the  blood  level  in  the  150  to 
600  mg/ml  range.1  This  range  usu- 
ally is  reached  on  a daily 
methadone  dose  of  60  to  80  mg, 
although  in  exceptional  cases, 
substantially  higher  doses  may  be 
needed.  Patients  with  aberrant 
methadone  metabolism  or  pa- 
tients concurrently  on  medica- 
tions that  increase  the  activity  of 
the  hepatic  microsomal  enzyme 
oxidizing  system,  e.g.  rifampin, 
might  need  a divided  dose  above 
100  mg/day. 

DURATION  OF  TREATMENT 

While  the  lay  public,  as  well  as 
many  in  the  addiction  field, 
espouse  the  concept  of  “metha- 
done to  abstinence  treatment, 
studies  have  shown  that  the 
longer  a patient  is  retained  in 
treatment,  the  better  the  treat- 
ment outcome.49 10  Again,  medical 
common  sense  would  ask  the 
question:  “Why  take  away  a 

medication  that  is  working?”  On 
the  other  hand,  if  the  “re- 
habilitated patient  feels  ready  to 
withdraw  from  methadone,  pro- 
gram staff  should  work  closely 
with  the  patient  to  help  assure  a 
successful  methadone  withdrawal. 

There  is  no  set  time  in  treat- 
ment nor  should  there  be  any 
time  limit  to  treatment.  Some 
states  regulate  length  of  time  a 


patient  can  remain  on  methadone; 
this  is  inappropriate.  Methadone 
is  a physician-prescribed  phar- 
macotherapy, and  the  decision  to 
discontinue  treatment  is  between 
the  physician  and  the  patient.  In 
some  cases,  e.g.  the  chronic  al- 
coholic who  continues  daily  al- 
cohol consumption  while  in 
methadone  treatment  and  refuses 
alcoholism  treatment,  withdrawal 
from  methadone  may  be  medical- 
ly indicated.  However,  in  this  age 
of  AIDS  and  with  the  knowledge 
that  the  majority  of  patients  with- 
drawn from  methadone  will  re- 
lapse to  heroin  use,  the  decision 
to  withdraw  a patient  from 
methadone  against  his  wishes  is  a 
difficult  one. 

PURLIC  HEALTH  ROLE 

Methadone  maintenance  served 
a public  health  role  from  its  in- 
ception by  curbing  intravenous 
heroin  use  and  improving  the 
health  status  of  patients  in  treat- 
ment, thereby  decreasing  trans- 
mission of  infectious  diseases 
such  as  hepatitis  B and  tubercu- 
losis. With  the  advent  of  HIV  in- 
fection, methadone  maintenance 
has  been  able  to  provide  a means 
to  curtail  the  spread  of  HIV  infec- 
tion as  well.  Drug  users  and  their 
heterosexual  sex  partners  are  the 
two  fastest-growing  risk  groups 
for  AIDS  and,  therefore,  HIV  in- 
fection. This  has  prompted  the 
United  States  Public  Health 
Service  to  target  centers  that  treat 
intravenous  drug  users,  as  facili- 
ties where  ready  access  to  HIV 
education,  counseling,  and  testing 
must  be  made  available.11 

PAIN  MANAGEMENT 

The  management  of  acute  and 
chronic  pain  is  poorly  addressed 
in  the  context  of  methadone 
maintenance  treatment.  Acute 
pain  management  is  simple,  but 
often  is  neglected  or  mishandled 
by  MMTPs  and  outside  treating 
physicians.  Since  a patient 
stabilized  on  methadone  is  toler- 
ant to  the  analgesic  effects  of 
methadone,  additional  analgesics 
must  be  used  to  treat  acute  pain 


in  addition  to  the  daily  metha- 
done dose.  Any  opioid  agonist  can 
be  used  if  narcotic  analgesia  is 
indicated,  but  because  of  in- 
creased tolerance,  there  is  an  ap- 
parent partial  “blockade”  of 
opiate  drugs.  Therefore,  doses 
must  be  adjusted  for  tolerance 
and  may  be  required  at  shorter 
intervals.12  Mixed  agonist-an- 
tagonist drugs  should  not  be  used, 
as  a severe  abstinence  syndrome 
can  result. 

The  treatment  of  chronic  pain 
syndromes  is  a more  difficult  mat- 
ter. Patients  who  have  a history 
of  opiate  addiction  and  have  a 
documented  chronic  pain  syn- 
drome that  respond  best  to 
narcotic  analgesia,  might  do  best 
on  methadone  maintenance  be- 
cause they  tend  to  stabilize  on  a 
methadone  dose  without  need  for 
increasing  doses  over  time.13  The 
treatment  of  chronic  pain  syn- 
dromes with  opioid  maintenance 
is  a controversial  one  for  pain 
management  specialists  and  ad- 
diction specialists,  and  it  is  con- 
sidered the  treatment  of  last  re- 
sort. Chronic  pain  management  is 
complex  and  often  must  integrate 
disciplines  of  neurology,  anesthe- 
siology, surgery,  rehabilitation 
medicine,  psychiatry,  and  addic- 
tion medicine.  Comprehensive 
treatment  is  available  to  a select 
group  of  these  patients.  Most 
general  practitioners  can  report  a 
handful  of  chronic  pain  patients 
whom  they  maintained  on  chronic 
opiate  analgesia  with  significant 
improvement  in  function  and  no 
signs  of  addiction.14  Because  of 
physicians’  fear  of  using  metha- 
done to  treat  chronic  pain  syn- 
dromes, patients  who  have  found 
that  methadone  works  best  to 
treat  chronic  pain  have  been  will- 
ing to  be  treated  “like  addicts  in 
order  to  receive  methadone  in  a 
MMTP. 

Since  the  advent  of  the  AIDS 
epidemic,  there  is  a group  of  in- 
travenous drug  users  in  need  of 
methadone  treatment  for  addic- 
tion as  well  as  for  HIV-related 
pain  syndromes,  e.g.  peripheral 
neuropathy,  pain  of  chronic  dis- 
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ease,  herpes  zoster.  Methadone 
can  play  an  important  role  in  im- 
proving comfort  levels  and  overall 
functioning  in  these  AIDS  pa- 
tients. 

CONCLUSION 

Drug  abuse  continues  to  wreak 
havoc  with  the  fabric  of  our  socie- 
ty, and  more  effective  treatments 
must  be  afforded  to  addicts. 
Methadone  maintenance  is  one 
such  treatment  and  needs  to  be 
expanded,  particularly  in  light  of 
its  major  public  health  role  in  the 
AIDS  epidemic. 

It  is  imperative  that  the 
medical  profession  educate  itself 
and  others  about  addiction  in 
general,  and  methadone  treat- 
ment specifically,  so  that  personal 
biases  do  not  cloud  clinical  judg- 
ment. The  criminal  justice  system 
also  needs  more  education,  so 
that  an  effective  pharmacotherapy 
is  not  always  removed  inap- 
propriately or  inhumanely  during 
incarceration.  Finally,  patients 
need  a better  understanding  of 
the  spectrum  of  addiction  treat- 
ment and  what  is  most  ap- 
propriate for  them.  ■ 
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The  crisis  of 
addictive  gambling 
in  New  Jersey 

Harry  J.  Russell,  LMC 
Michael  Leffand,  PhD 


Compulsive  gambling  is  a problem  that  affects  not  only 
individuals  and  families,  but  also  the  community.  All  classes 
of  people  and  sexes  can  be  touched  by  this  disease.  The 
health  community  must  become  more  aware,  and  make  early 
referral  for  treatment. 


Eighty  percent  of  Ameri- 
cans participate  in  some 
form  of  gambling.  Bil- 
lions of  dollars  are  ven- 
tured, legally  and  illegally,  in 
gambling,  reaching  estimates  of 
over  $75  billion. 

For  the  last  nine  years,  the 
Mental  Health  Institute  of  John 
F.  Kennedy  (JFK)  Medical 
Center  has  provided  a program 
for  the  diagnosis  and  treatment  of 
pathological  gamblers  with  ad- 
missions accepted  on  a statewide 
basis.  The  program’s  visibility  and 
use  has  increased  steadily  over 
the  years. 

Statistics  from  the  Council  on 
Compulsive  Gambling  Office  of 
New  Jersey,  Inc.,  reveal  the 
following: 

1.  A direct  comparison  of  1989 
to  1990  show  that  the  volume 
of  calls  to  the  New  Jersey  gam- 
bling hotline  (1/800/GAMBLER) 
increased  by  140  percent. 

2.  Those  persons  who  called 
the  hotline  in  1990  reported  that 
they  participated  in  the  following 
types  of  gambling:  casinos,  63 
percent;  sports  betting,  48  per- 
cent; lotteries,  38  percent;  horse 
racing,  34  percent;  bingo,  7 per- 
cent; and  stocks  and  options,  7 
percent. 

3.  Those  persons  who  called 


the  hotline  in  1990  had  an  aver- 
age gambling  debt  of  $41,848;  the 
three  most  frequently  stated  oc- 
cupational categories  were  sales, 
professionals,  and  students. 

4.  The  average  age  of  the 
gambler  who  called  was  33  years 
with  10  percent  under  21  years, 
and  9 percent  over  55  years. 

5.  Of  those  who  telephoned  for 
help  during  1990,  87  percent  of 
the  callers  were  male  and  13  per- 
cent of  the  callers  were  female. 

6.  Of  all  the  telephone  calls  re- 
ceived in  1990,  63  percent  of  the 
calls  were  from  the  gambler  and 
37  percent  of  the  calls  were  from 
a spouse,  child,  other  family 
member,  friend,  professional,  law 
enforcement  official,  or  treatment 
center  representative. 

ADDICTION 

DEVELOPMENT 

In  1980,  the  American  Psychi- 
atric Association  (APA)  formally 
designated  pathological  gambling 
as  a behavior  or  mental  disorder. 
According  to  APA,  the  definition 
of  pathological  gambling  reads  as 
follows:  “The  essential  features 

are  a chronic  or  progressive 
failure  to  resist  impulses  to 
gamble  and  gambling  behavior 
that  compromises,  disrupts,  or 
damages  personal,  family,  or  voca- 


tional pursuits.  The  gambling 
preoccupation,  urge,  and  activity 
increases  during  periods  of  stress. 
Problems  that  arise  as  a result  of 
the  gambling  lead  to  an  in- 
tensification of  the  gambling  be- 
havior. Characteristic  problems 
include  loss  of  work  due  to 
absences  in  order  to  gamble,  de- 
faulting on  debts  and  other  finan- 
cial responsibilities,  disrupted 
family  relationships,  borrowing 
money  from  illegal  sources, 
forgery,  fraud,  embezzlement, 
and  income  tax  evasion.  Common- 
ly these  individuals  have  the  at- 
titude that  money  causes  and  also 
is  the  solution  to  all  their 
problems.  As  the  gambling  in- 
creases, the  individual  usually  is 
forced  to  lie  to  obtain  money  and 
to  continue  gambling,  but  hides 
the  extent  of  the  gambling.  There 
is  no  serious  attempt  to  budget  or 
to  save  money.  When  borrowing 
resources  are  strained,  antisocial 
behavior  emerges  in  order  to  ob- 
tain money  for  more  gambling. 
Any  criminal  behavior,  e.g. 
forgery,  embezzlement,  fraud, 
typically  is  nonviolent.  There  is 
an  ongoing  conscious  intent  to  re- 
turn or  repay  the  money. 

DIAGNOSTIC  CRITERIA 

Maladaptive  gambling  behav- 
ior, as  indicated  by  at  least  four 
of  the  following,  involves:  fre- 
quent preoccupation  with  gam- 
bling or  with  obtaining  money  to 
gamble;  frequent  gambling  of 
larger  amounts  of  money  or  over 
a longer  period  of  time  than  in- 
tended; a need  to  increase  the 
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size  or  frequency  of  bets  to 
achieve  the  desired  excitement; 
restlessness  or  irritability  if 
unable  to  gamble;  repeated  loss  of 
money  by  gambling  and  returning 
another  day  to  win  back  losses 
(chasing);  repeated  efforts  to  re- 
duce or  stop  gambling;  frequent 
gambling  when  expected  to  meet 
social  or  occupational  obligations; 
sacrifice  of  some  important  social, 
occupational,  or  recreational  ac- 
tivity in  order  to  gamble;  or  con- 
tinuation of  gambling  despite  in- 
ability to  pay  mounting  debts,  or 
despite  other  significant  social, 
occupational,  or  legal  problems 
that  the  person  knows  to  be  ex- 
acerbated by  gambling. 

JFK  PROGRAM 

The  Mental  Health  Institute, 
which  conducts  therapeutic  and 
psychiatric  treatment  programs,  is 
an  outpatient  facility.  It  was 
started  20  years  ago  to  deliver 
mental  health  services  to  the 
community.  The  Gambler  Treat- 
ment Program  officially  was 
started  in  the  Mental  Health  In- 
stitute in  1984  with  a grant  from 
the  Division  of  Alcoholism,  New 
Jersey  State  Department  of 
Health.  Most  of  the  Gambler 
Treatment  Program  referrals  are 
from  the  New  Jersey  Council  on 
Compulsive  Gambling,  Gamblers 
Anonymous,  employee  assistance 
programs  (EAPs),  self-referrals, 
and  current  and  former  patients. 
This  program  operates  on  the 
premise  that  such  excessive, 
uncontrolled  gambling  is  a dis- 
order of  impulse  control. 

Most  of  the  gamblers  are  men 
in  their  30s;  several  women 
gamblers  are  in  the  program.  The 
JFK  program  also  has  a group 
program  for  spouses  and  signifi- 
cant others  related  to  the 
gamblers  with  the  recognition 
that  they  can  be  instrumental  in 
helping  gamblers  abstain  from  the 
gambling  practice  and  habits,  as 
well  as  in  helping  to  provide  sup- 
port in  re-establishing  the  pri- 
macy of  family  life  over  gambling. 

The  professional  staff  is  com- 
posed of  social  workers,  psychol- 


ogists, and  psychiatrists,  who 
participate  in  treatment,  planning, 
and  process.  Appointments  are 
conducted  once  a week.  Fees  are 
based  on  a sliding  scale  depend- 
ing on  a person’s  ability  to  pay 
and  level  of  income.  No  one  will 
be  refused  initial  treatment  due  to 
inability  to  pay.  Private  insurance 
coverage  also  may  be  accepted. 

The  JFK  program  also  directs 
and  encourages  gamblers  to  be- 
come active  Gamblers  Anony- 
mous members,  even  though 
some  of  them  already  are  in- 
volved when  they  apply  for 
clinical  treatment.  There  is  a 
chapter  meeting  in  the  Mental 
Health  Institute  Building  on  a 
weekly  basis. 

The  treatment  goal  is  focused 
on  absolute  rejection  of  com- 
pulsive gambling  behavior.  Con- 
crete plans  for  dealing  with  press- 
ing problems  and  alternative  uses 
of  time  are  developed.  Attempts 
at  denial  of  the  consequences  of 
gambling  are  confronted.  Rec- 
ognition of  what  the  patient  gets 
out  of  gambling  and  what  is  lost 
by  abstinence  is  encouraged.  The 
patient  is  referred  and  helped  to 
adjust  to  Gamblers  Anonymous,  if 
not  already  a member. 

In  the  second  phase  of  treat- 
ment, the  patient’s  decision  to 
stop  becomes  less  tentative  and 
he  can  begin  to  accept  the  loss  of 
gambling.  The  therapist  also  can 
work  with  the  patient  to  develop 
new  coping  and  problem-solving 
skills  and  to  become  better  able 
to  recognize  and  deal  with  emo- 
tions and  cognitive  patterns.  Once 
the  loss  of  gambling  has  been  ac- 
cepted and  the  internal  capacity 
to  deal  with  stress  and  crisis  ex- 
panded, the  patient  can  begin  to 
explore  motives,  values,  goals, 
and  relationships  and  to  develop 
a new  and  more  satisfying  life 
without  gambling. 

The  peer  counselor  is  respon- 
sible for  providing  direct  peer 
advisory  guidance  services  and 
orientation  meetings  to  applicants 
or  patients  of  the  Gambler  Treat- 
ment Program.  The  orientation 
may  include  collateral  meetings 


with  family  members  of  the 
gambler  applying  for  services. 

CONCLUSIONS 

Pathological  gamblers  seem  to 
adopt  gambling  as  their  preferred 
method  of  dealing  with  stress  and 
crisis.  The  solution,  of  course,  is 
a temporary  one  and  usually  ex- 
acerbates problems.  The  patho- 
logical gambler  then  denies  the 
connection  between  gambling 
and  his  deteriorating  situation. 
Gambling,  therefore,  increases  in 
reaction  to  additional  stress. 
When  actual  or  threatened  losses 
of  a financial,  familial,  vocational, 
psychological,  and/or  legal  nature 
become  great  enough,  the  gam- 
bler may  resort  to  alternative  at- 
tempts at  problem  solving.  At 
first,  such  attempts  often  involve 
bail  outs,  but  later  may  center  on 
a decision  to  stop  gambling. 

Abstinence  from  gambling  fre- 
quently induces  another  crisis. 
Gambling  has  not  only  been  a 
preferred  method  of  coping  with 
problems  and  stress,  it  is  an  ad- 
diction that  is  organized  the 
gambler’s  life.  “Action”  has 
provided  excitement  and  satisfied 
numerous  other  psychological 
needs.  The  loss  of  gambling  is 
significant  and  may  be  the  most 
difficult  with  which  the  gambler 
has  to  cope.  It  provides  charac- 
teristic responses  to  serve  loss 
such  as  denial,  bargaining,  anger, 
sadness,  and  acceptance.  Unlike 
most  losses,  however,  gambling  is 
lost  by  intention  and  its  return  is 
one  bet  away.  Meanwhile,  the 
pathological  gambler  must  cope 
in  new  ways  with  all  the  other 
losses  and  threatened  losses 
caused  by  gambling.  H 

Mr.  Russell  is  vice-president,  John  F. 
Kennedy  Medical  Center,  and  Dr.  Lef- 
fand  is  director,  Mental  Health  and 
Community  Services,  John  F.  Kennedy 
Medical  Center.  Address  reprint  re- 
quests to  Mr.  Russell,  John  F.  Ken- 
nedy Medical  Center,  Edison,  NJ 
08818-3059. 
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Behavioral  approaches 
to  the  treatment 
of  addiction 

Barbara  S.  MeCrady,  PhD 


Physicians  and  other  health  professionals  who  are  aware  of 
the  broad  array  of  available  treatment  options  and  who 
understand  the  processes  people  use  to  recover  are  best  able 
to  motivate  their  patients  to  find  the  most  appropriate  pathways 
to  recovery. 


Behavioral  approaches  to 
the  treatment  of  addic- 
tion generate  innovative 
and  exciting  ideas  on 
how  to  approach  patients  having 
alcohol  and  drug  problems.  In 
this  article,  I will  discuss  several 
behavioral  approaches  with  strong 
empirical  support  for  their  effec- 
tiveness, focusing  primarily  on  al- 
coholism treatment.  The  princi- 
ples and  models  used  in  al- 
coholism treatment  are  represen- 
tative of  behavioral  approaches  to 
the  treatment  of  other  addictive 
behaviors. 

TREATMENT  APPLICATIONS 

Many  persons  with  drinking 
problems  present  in  a precon- 
templative  or  contemplative 
mode — they  either  are  unaware 
that  their  drinking  is  problematic, 
or  they  have  begun  to  think  about 
it  but  are  not  convinced  that 
they  have  a problem  or  need  to 
change.  Behavioral  models  of 
motivation  emphasize  two 
necessary  components  of  motiva- 
tion— awareness  of  risks  and 
awareness  of  alternatives.  Several 
treatment  approaches  to  increase 
awareness  of  risks  have  been  de- 
veloped, and  a variety  of  treat- 
ment or  self-change  options  are 
available.  If  the  motivational  work 


of  the  practitioner  or  specialist  is 
successful,  the  patient  should 
make  a decision  to  change,  and 
then  move  into  the  phase  of  active 
change. 

ACTIVE  CHANGE 

Patients  who  recognize  that 
their  drinking  is  causing  serious 
problems,  and  who  want  to 
change  are  in  the  stage  called  “ac- 
tive change.  These  patients  are 
amenable  to  a range  of  treatment 
interventions  and  suggestions, 
and  are  most  likely  to  follow 
through  on  these  recommenda- 
tions. Behavioral  treatments  offer 
several  options  to  clients  that 
should  be  seen  as  alternatives  to 
traditional  services. 

1.  The  community  reinforce- 
ment approach  (CRA)  is  designed 
to  increase  a client  s access  to 
positive  reinforcers,  and  to  make 
continued  access  to  these  rein- 
forcers contingent  on  abstinence 
from  alcohol.  The  approach,  de- 
veloped in  the  early  1970s,  was 
first  used  as  a treatment  for 
chronic  alcoholics.  In  the  earliest 
study,  clients  were  helped  to  find 
employment  and  suitable  living 
quarters,  were  helped  to  re- 
establish contact  with  their 
families,  and  were  given  access  to 
a nondrinking  social  club.  Access 


to  these  “community  reinforcers” 
each  day  required  them  to  be 
abstinent  that  day.  For  example, 
if  the  client  drank  and  came  to 
work  intoxicated  or  missed  work 
due  to  drinking,  he  was  docked 
the  day’s  pay.  If  he  was  scheduled 
to  see  his  family  on  a day  that  he 
drank,  they  would  not  see  him. 
CRA  later  was  enhanced  to 
include  contracts  to  take  di- 
sulfiram  while  being  observed  by 
a close  friend  or  family  member, 
and  to  provide  a community 
“buddy”  who  could  assist  the 
client  with  mundane  tasks  of  daily 
life.  Behavioral  skills  training 
around  job  interviewing,  marital 
communication,  and  social  skills 
also  were  introduced.  Ran- 
domized clinical  trials  evaluating 
CRA  found  statistically  significant 
and  clinically  dramatic  results  of 
the  treatment  when  compared  to 
control  treatment. 

In  later  work,  individual  com- 
ponents of  CRA  were  evaluated, 
and  the  approach  has  been  ap- 
plied to  an  outpatient,  less  im- 
paired population.  The  more  re- 
cent work  suggests  that  contract- 
ing, behavior  skills  training,  and 
the  social  club  each  have  impact 
on  the  effectiveness  of  the  treat- 
ment. 

2.  Behavioral  self-control  train- 
ing (BSCT),  a second  behavioral 
treatment,  is  based  on  behavioral 
principles  of  self-management 
that  emphasize  that  individuals 
can  learn  skills  to  obtain  desired 
reinforcers.  BSCT  teaches  clients 
to  monitor  drinks  and  urges  to 
drink,  set  goals  for  reducing  the 
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amount  that  clients  drink,  teaches 
clients  how  to  avoid  drinking  en- 
vironments and  drinking  compa- 
nions (stimuli  for  drinking),  and 
teaches  clients  to  reinforce  them- 
selves for  changes  in  drinking. 
BSCT  has  been  tested  extensively 
as  an  approach  to  help  heavy  or 
problem  drinkers  reduce  their 
drinking  to  safe  levels,  and  con- 
sistently has  been  found  to  be 
successful  in  achieving  that  goal. 
It  is  somewhat  less  successful  as 
a treatment  to  help  clients  com- 
pletely abstain  from  drinking. 

3.  Behavioral  marital  therapy 
(BMT),  a third  behavioral  treat- 
ment approach,  is  designed  to 
provide  therapy  jointly  to  al- 
coholics and  their  spouses.  Treat- 
ment includes  techniques  to 
enhance  positive  interactions  and 
experiences  for  the  couple,  and 
improve  communication  and 
problem  solving  skills.  Behavioral 
marital  therapy  also  may  be  used 
with  behavioral  contracting,  in 
which  the  nonalcoholic  partner 
observes  the  drinker’s  daily  inges- 
tion of  disulfiram.  BMT  has  been 
used  as  part  of  a comprehensive 
treatment  program  that  also  in- 
cludes behavioral  self-control  and 
behavioral  skills  training.  Re- 
search suggests  that  involving  the 
spouse  in  treatment  improves  the 
likelihood  of  a good  treatment 
outcome,  and  that  focusing  on  the 
marital  relationship  as  part  of  the 
treatment  leads  to  more  positive 
outcomes  in  drinking  and  in  the 
marital  relationship. 

4.  Social  skills  training  (SST),  a 
fourth  behavioral  treatment  ap- 
proach, consists  of  active  practice 
techniques  that  teach  clients  skills 
to  interact  with  other  people.  SST 
may  include  training  in  how  to 
refuse  drinks,  how  to  be  assertive, 
or  how  to  meet  and  interact  with 
others.  SST  may  be  used  to  foster 
involvement  in  AA  meetings.  The 
treatment  often  is  provided  in  a 
therapy  group,  and  involves  role 
playing  and  rehearsal  of  social 
situations.  Published  evaluations 
of  SST  consistently  have  reported 
it  to  make  a positive  contribution 
to  treatment  outcome. 
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MAINTENANCE  AND 
RELAPSE 

The  patient  who  successfully 
has  stopped  drinking  for  an  ex- 
tended period  of  time  continues 
to  face  the  problem  of  maintain- 
ing those  changes.  Marlatt  and 
Gordon  have  described  the  task  of 
the  maintenance  phase  as  that  of 
relapse  prevention.  They  suggest 
that  patients  need  to  learn  to 
recognize  situations  that  place 
them  at  high  risk  for  relapse 
(those  stimuli  that  are  most 
strongly  associated  with  drinking), 
to  develop  coping  skills  to  deal 
with  those  situations,  and  to  learn 
to  recognize  the  thoughts  that 
they  have  that  can  put  them  at 
risk  for  relapsing.  Several  tests  of 
the  relapse  prevention  model  are 
underway,  but  definite  research 
data  do  not  yet  exist  to  support 
the  model. 

Marlatt  and  Gordon’s  model 
also  addresses  the  process  of  re- 
lapse. They  discriminate  between 
a lapse  and  a relapse.  The  absti- 
nent alcoholic  who  consumes  al- 
cohol again  can  use  the  ex- 
perience of  drinking  as  a way  to 
learn  more  about  high-risk  situa- 
tions, how  he  thinks  about  al- 
cohol, and  the  coping  skills 
needed  to  return  to  abstinence, 
thus  experiencing  a lapse;  or  the 


initial  drinking  may  elicit  a 
cognitive  reaction,  the  abstinence 
violation  effect,  in  which  the 
person  believes  that  the  initial 
drink  indicates  that  he  is  now  out- 
of-control,  and  has  “blown’  the 
abstinence,  resulting  in  heavy, 
out-of-control  drinking,  resulting 
in  a full-blown  relapse.  Marlatt 
and  Gordon  suggested  a variety  of 
responses  that  might  help  a client 
avoid  further  drinking  after  an  in- 
itial drink,  such  as  waiting  an 
hour  after  having  the  first  drink, 
trying  to  identify  the  stimuli  for 
drinking,  talking  to  someone  or 
engaging  in  an  alternative  activi- 
ty, and  recalling  the  past  negative 
consequences  of  drinking. 

SUMMARY 

Physicians  and  other  health 
care  professionals  who  are  aware 
of  the  broader  array  of  available 
treatment  options,  and  who  un- 
derstand the  processes  people 
may  use  to  recover  on  their  own, 
are  best  able  to  motivate  their 
patients  to  find  the  pathway  to 
recovery  most  appropriate  for 
them.  H 

Dr.  McCrady  is  affiliated  with  Rutgers 
University.  Address  reprint  requests  to 
Dr.  McCrady,  Rutgers  University, 
Piscataway,  NJ  08855. 
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As  Alzheimer's  Disease  progresses,  it  is  not  unusual  for  its  victims  to 
have  clear  memories  of  childhood,  yet  not  recognize  those  dearest  to 
them.  It  is  this  tragic  symptom  and  others  that  make  Alzheimer's  as  dev- 
astating to  a victim's  family  as  it  is  to  the  victim.  ❖ In  conjunction  with 
consultants  from  the  Dementia  Research  Clinic  at  the  Johns  Hopkins 
University  School  of  Medicine,  Meridian  Healthcare  has  supported  a 


series  of  studies  aimed  at  innovating  new  and  better  ways  of  caring  for 
the  memory  impaired.  ❖ Meridian's  leadership  role  in  supporting 
dementia  research  resulted  in  the  first  Alzheimer's  care  unit  modeled  on 
principles  of  modem  psychiatry.  Today  that  research  is  embodied  in  a 
program  called  FOCUS,  now  in  place  at  Meridian  Nursing  Center  - 
Westfield.  ❖ The  goal  of  FOCUS  is  to  prolong  the  independence  of  the 
memory  impaired  by  sharpening  their  remaining  abilities.  FOCUS  offers 
an  individual  program  of  care  for  each  patient,  provided  by  a specially 
trained  staff  in  a secure  and  structured  residential  environment.  For  fam- 
ilies struggling  to  cope  with  the  consequences  of  their  loved  one's  illness, 
FOCUS  offers  education,  counseling  and  sup- 
port. •>  If  someone  you  love  has  Alzheimer's 
Disease,  call  and  ask  for  our  free  FOCUS 
brochure.  While  there  is  no  cure,  FOCUS  offers 
the  care  you  and  your  loved  one  need. 


f: 


I c u s 

n Alzheimer’s 


800-824*1199 


1515  LAMBERTS  MILL  ROAD 


ITFIELD 


IM  E W JERSEY 
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Addiction:  The 
treatment  of 
dual  diagnosis 

Andrew  E.  Slaby,  MD,  PhD,  MPH 


Dual  diagnosis  is  used  when  two  disorders  occur 
simultaneously  in  one  person.  The  two  disorders  can  refer  to 
two  medical  illnesses,  a psychiatric  illness  and  a medical  or 
surgical  illness,  or  two  psychiatric  illnesses.  The  cost  of 
misdiagnosis  of  dual  disorders  is  high. 


Dual  diagnosis  is  a term 
used  when  two  dis- 
orders occur  simul- 
taneously in  one  per- 
son. The  two  disorders  can  refer 
to  two  medical  illnesses,  a 
psychiatric  illness  and  a medical 
or  surgical  illness,  or  two 
psychiatric  illnesses.  For  instance, 
less  than  one-third  of  patients 
with  panic  disorder  present  with 
that  diagnosis  alone.  Panic-dis- 
ordered patients  usually  are  dual- 
ly diagnosed,  suffering  panic  dis- 
order and  depression  or  panic  dis- 
order and  substance  abuse.  In  the 
latter  instance,  patients  are  self- 
medicating  the  panic  disorder 
with  alcohol  or  another  recrea- 
tional drug.  In  many  instances  of 
substance  abuse,  a physician  actu- 
ally may  see  triple,  quadruple,  or 
greater  diagnoses  due  to  the 
multiple  medical  complications. 

Dual  substance  abuse  may  con- 
stitute dual  diagnosis.  A cocaine 
user  may  become  addicted  to  al- 
cohol or  opiates  by  using  vodka 
or  heroin  daily  to  bring  himself 
down  from  a cocaine  high.  In  this 
instance,  alcoholism  or  opiate 
abuse  is  diagnosed  concurrently 
with  cocaine  abuse.  It  is  not  un- 
usual for  substance  abusers  to  suf- 
fer a concomitant  medical  illness 
that  mimics  a psychiatric  illness. 


For  example,  cocaine  users  may 
suffer  cardiac  arrhythmias  in- 
duced by  the  sympathomimetic 
effects  of  cocaine.  The  arrhythmia 
may  be  accompanied  by  panic 
anxiety.  Chronic  alcoholics  suffer 
repeated  trauma.  An  occult  sub- 
dural hematoma  may  present  as 
depression;  an  internal  bleed  may 
present  with  anxiety  and  a feeling 
of  impending  doom. 

An  economically  or  politically 
motivated  desire  to  oversimplify 
diagnosis  and  treatment  of 
substance  abuse  and  lack  of 
clinical  acumen  leads  to  untold 
pain  for  patients  and  families  and 
compromised  quality  of  care.  The 
cost  of  misdiagnosis  is  greatest 
among  children. 

Undiagnosed  and,  therefore, 
untreated  psychiatric  illness  oc- 
curring with  substance  abuse 
among  adolescents  can  lead  to  en- 
during patterns  of  maladaptive 
coping  styles  and  low  self-esteem. 
Attempts  at  treatment  of  sub- 
stance abuse  fail  because  the 
unidentified  and  untreated  pri- 
mary psychiatric  illness  that  the 
patient  is  self-medicating  con- 
tinues to  generate  symptoms  for 
which  the  patient  seeks  recrea- 
tional drugs  for  relief. 

Clues  to  uncover  the  presence 
of  a concomitant  psychiatric 


problem  include  the  following: 
psychiatric  symptoms  appear  by 
history  to  have  commenced  prior 
to  onset  of  substance  abuse;  a 
family  history  of  psychiatric  dis- 
order is  prevalent  rather  than  a 
history  of  substance  abuse,  e.g. 
for  three  generations  depression 
and  suicide  have  occurred  in  the 
family  as  opposed  to  three  gen- 
erations of  alcoholics;  and  cessa- 
tion of  substance  abuse  does  not 
lead  to  alleviation  of  symptoms 
but  rather  to  increased  intensity 
over  time,  e.g.  depression  and 
suicide  ideation  increase  over  the 
months  of  alcohol  abstinence. 

MEDICAL/SURGICAL 

COMPLICATIONS 

Medical  and  surgical  problems 
attendant  to  substance  abuse  may 
mask  as  psychiatric  symptoms, 
appear  as  an  exacerbation  of 
symptoms,  and  complicate  treat- 
ment. Chronic  airflow  obstruction 
is  seen  with  inhalant  use  and  al- 
coholism (as  alcoholism  is  greater 
in  older  smokers).  In  a study  of 
50  patients  with  chronic  lung  dis- 
ease, 58  percent  of  patients  suf- 
fered panic  and  54  percent  of  pa- 
tients suffered  other  anxiety. 
When  seen,  substance  abuse  may 
be  a response  to  anxiety  as- 
sociated with  having  the  illness  or 
an  effort  to  self-medicate  the 
anxiety  felt  because  of  the  air 
hunger.  A number  of  other  med- 
ical illnesses  have  been  associated 
with  alcohol  and  other  recrea- 
tional drug  use  including  tubercu- 
losis, acquired  immunodeficiency 
syndrome  (AIDS),  and  syphilis — 
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all  great  masqueraders.  AIDS 
may  impact  behavior  by  oppor- 
tunistic cerebral  infections  or  tu- 
mors that  thrive  in  people  with 
compromised  physical  status  such 
as  cerebral  lymphomas.  Cerebral 
abscesses,  tuberculomas,  general 
neurasthenia,  and  tubercular 
meningitis  are  seen  with  tubercu- 
losis. Tabes  dorsales,  gummas, 
general  paresis,  meningovascu- 
lar syphilis,  and  cerebrovascular 
syphilis  are  seen  with  syphilis. 
Cocaine  causes  pulmonary  and 
cardiovascular  changes  that  may 
present  as  anxiety  disorder  self- 
medicated  with  alcohol. 

ALCOHOL  ABUSE  AND 
DUAL  DIAGNOSIS 

Lack  of  comorbidity  is  common 
only  during  the  early  course  of 
alcohol  use.  Depression  is  a com- 
mon consequence  of  alcohol  use 
or  alcohol  may  be  used  to  self- 
medieate  affective  illness.  Cir- 
rhosis, hepatitis,  and  other  liver 
disease  often  are  attended  by 
depression.  Approximately  80  to 
90  percent  of  Americans  drink  at 
some  time  during  their  life,  and 
10  to  30  percent  develop  alcohol- 
related  problems.  Only  3 to  5 per- 
cent of  women  and  8 to  10  per- 
cent of  men,  however,  drink  to 
meet  the  criteria  of  the  diagnosis 
of  alcoholism.  In  this  group,  al- 
cohol problems  and  alcoholism 
can  be  confused  with  affective 
disorders,  secondary  depression, 
and  sadness.  Of  the  estimated 


one-third  of  alcoholic  patients 
with  depression,  only  1 to  3 per- 
cent of  alcoholic  men  are  re- 
ported to  suffer  major  depression. 
Depressive  symptoms,  without 
frank  depressive  illness,  seen  in 
actively  drinking  alcoholics  are 
associated  with  the  physiological 
symptoms  of  withdrawal,  the  state 
of  chronic  intoxication,  concomi- 
tant drug  use,  and  the  apathy  of 
the  alcoholic  personality.  Severity 
of  symptoms  is  correlated  with 
suicide,  poor  prognosis,  and  treat- 
ment attrition.  Factors  that  help 
distinguish  depressive  illness 
antedating  alcoholism  include 
greater  impairment,  greater  dura- 
tion of  depressive  symptoms, 
earlier  age  of  onset  of  symptoms, 
and  family  history  of  affective  ill- 
ness alone  or  coupled  with  al- 
coholism. 

MANAGEMENT  OF  DUAL 
DIAGNOSED  PATIENTS 

Dual  diagnosed  patients  re- 
quire an  intensive  program  of 
treatment  combining  traditional 
12-step  group  methods  to  main- 
tain abstinence  and  aggressive 
diagnostic  evaluation  and  diag- 
nostic-specific treatment  for  the 
primary  psychiatric  disorder,  e.g. 
depression,  bipolar  disorder, 
anxiety  disorder,  schizophrenia, 
learning  disability,  impulse  dis- 
order. The  first  step  is  detoxifica- 
tion to  clear  the  system  of  one  or 
more  drugs  that  are  contributing 
to  the  symptom  picture.  After  a 


patient  is  withdrawn,  he  is  ob- 
served in  the  drug-free  state  to 
see  whether  a concurrent  treat- 
able psychiatric  disorder  attended 
use.  Once  identified,  specific 
treatment  begins.  This  occurs 
simultaneously  with  the  treat- 
ment for  the  drug  use  disorder. 
Even  if  a drug  was  taken  to  self- 
medieate  a psychiatric  disorder, 
the  patient  becomes  addicted  and 
requires  Alcoholics  Anonymous 
or  Narcotics  Anonymous  as  much 
as  others  suffering  a substance 
abuse  disorder  alone.  Concurrent 
treatment  enhances  good  out- 
come but  both  disorders  must  be 
treated.  Patients  also  must 
overcome  learned  helplessness  in 
therapy  acquired  through  years  of 
decreased  functioning  and  non- 
substance abusing  ways  of  coping 
with  the  stresses  of  peer  pressure 
to  use  drugs,  of  work,  of  family, 
and  of  love  relationships.  Dual 
diagnosed  individuals  require  a 
biopsychiatric  multidisciplinary 
approach  to  diagnosis  and  treat- 
ment to  maximize  the  likelihood 
of  prolonged  abstinence  without 
recurrence  of  substance  abuse 
disorder  or  primary  psychiatric 
disorder.  H 

Dr.  Slaby  is  executive  medical  director, 
The  Regent  Hospital,  New  York; 
clinical  professor  of  psychiatry,  New 
York  University;  and  adjunct  clinical 
professor  of  psychiatry,  New  York 
Medical  College.  Address  reprint  re- 
quests to  Dr.  Slaby,  The  Regent 
Hospital,  425  East  61st  Street,  New 
York,  NY  10021. 
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Addiction  disorders 
of  New  Jersey 
physicians 

David  I.  Canavan,  MD 


The  principles  of  treatment  for  addictive  disorders  are  simple: 
Identify  the  disorder.  Find  skilled  therapists  to  direct  a treatment 
plan.  Pursue  the  plan.  Develop  the  skills  to  cope  with  life  after 
addiction.  Seek  appropriate  support  from  family  and  systems 
in  the  community. 


As  our  knowledge  of  the 
process  of  addictive  be- 
havior expands,  the 
menu  of  disorders  in- 
creases in  size.  Before  discussing 
the  various  disorders,  a review  of 
the  addictive  process  is  necessary. 
While  clinical  psychologists  argue 
about  the  existence  of  a typical 
personality  pattern  that  would 
enable  them  to  identify  the  poten- 
tial alcoholic  or  addict,  there  is 
little  question  that  addiction  is  as- 
sociated with  certain  personality 
traits  and  behavior  patterns. 

Addictive  behaviors  have  a 
physiological  relation  to  the  plea- 
sure centers  in  the  brain  and  the 
endorphin  receptors.  Whether  ex- 
ogenous or  endogenous  endor- 
phins interact  with  these  recep- 
tors still  may  be  debated,  it  seems 
generally  accepted  that  the  major 
physiological  channel  is  this 
pathway. 

There  are  personality  traits  and 
behaviors  that  commonly  occur 
with  these  disorders: 

1.  Hedonism:  the  excessive 

pursuit  of  pleasure. 

2.  Obsessiveness:  the  preoccu- 
pation with  the  specific  pleasure. 

3.  Compulsiveness:  the  inner 
subconscious  drive  to  continue 
pursuing  a specific  pleasure. 

4.  Loss  of  control:  the  inability 


to  stop  in  spite  of  the  anticipated 
consequences  of  an  adverse 
nature,  or  the  inability  to  predict 
the  outcome  of  pleasure-related 
behavior. 

5.  Denial:  the  subconscious  de- 
fense mechanism  that  insists  the 
behavior  is  not  abnormal. 

These  common  denominators 
are  more  obvious  in  certain  addic- 
tions, but  are  present  in  all. 

The  most  common  disorders 
involve  the  abuse  of  alcohol  and 
drugs;  less  common  disorders  in- 
clude gambling,  eating  disorders, 
sexual  addiction,  and  the  pursuit 
of  wealth. 

The  Physicians’  Health  Pro- 
gram of  the  Medical  Society  of 
New  Jersey  has  counseled  over 
600  physicians  since  its  inception 
in  1982.  Of  these,  approximately 
200  physicians  have  been  using 
alcohol  as  their  drug  of  choice. 
We  have  no  evidence  that  physi- 
cians are  more  or  less  likely  to 
abuse  alcohol  than  the  general 
population.  The  disease  seems  to 
be  the  same  in  incidence  mani- 
festations and  consequences  in 
physicians  as  in  others.  There  is 
no  solid  evidence  that  physicians 
need  to  be  treated  differently  but 
there  is  at  least  one  report  that 
suggests  physicians  have  higher 
recovery  rates. 


In  our  program,  we  have  re- 
served long-term,  i.e.  three 
months  or  more,  and  specialized 
health  professional  programs  for 
physicians  identified  in  the  late 
stage  of  their  disease  or  the  re- 
cidivists. In  these  cases,  such  pro- 
grams offer  an  advantage. 

There  are  approximately  200 
physicians  in  the  Physicians’ 
Health  Program  who  abuse  drugs 
other  than  alcohol.  Most  often, 
these  physicians  are  not  street 
junkies;  they  are  not  involved  in 
the  drug  subculture;  they  do  not 
share  needles  in  shooting  galler- 
ies; they  are  not  involved  in  typi- 
cal criminal  activities  to  support 
their  habits.  They  use  pure  potent 
pharmacologic  agents  with  sterile 
techniques  in  privacy:  the  “on 
call  room,  the  bathroom,  the  of- 
fice, the  cellar,  the  car,  or  the 
garage.  They  get  drugs  in  several 
common  ways:  stealing  drugs 

from  the  operating  room,  the 
emergency  room,  or  the  office; 
using  samples  obtained  with  rel- 
ative ease  from  pharmaceutical 
manufacturers;  ordering  drugs 
from  mail  order  supply  houses;  or 
writing  prescriptions  in  the 
names  of  family  members,  pa- 
tients, or  fictitious  persons. 

These  activities  lead  to  iden- 
tification and  confrontation.  It  is 
not  uncommon  for  these  physi- 
cians to  be  iatrogenicallv  ad- 
dicted. A well-meaning  colleague 
introduces  the  physician  to  the 
use  of  an  opiate  to  deal  with  a 
chronic  or  recurrently  painful  dis- 
order, typically  migraine  head- 
aches, renal  colic,  or  a chronic 
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back  disorder.  Initially,  the  drug 
may  be  used  for  legitimate  pain 
relief;  the  chronicity  of  its  use 
allows  the  drug  to  take  over  and 
dependence,  tolerance,  and  the 
abstinence  syndrome  ensue  with 
the  addiction-induced  pain  as 
justification  for  continued  escalat- 
ing use. 

Of  all  the  risks  to  the  physician 
for  clinical  dependency,  the 
greatest  risk  is  the  accessibility  to 
drugs  and  the  mistaken  belief  that 
knowledge  will  protect  physi- 
cians. 

Anesthesiologists  have  the 
highest  incidence  of  abuse.  The 
drugs  of  choice  for  these  physi- 
cians seem  to  be  practice  related. 
Anesthesiologists  prefer  fentanyl 
and  other  opiates.  ENT  physi- 
cians commonly  use  cocaine.  Pri- 
mary care  physicians  often  use 
tranquilizers,  noncontrolled  ad- 
dictive agents,  e.g.  nubain  and 
stadol,  barbiturates,  and  codeine 
products.  Percodan®,  Percocet®, 
and  similar  compounds  have  a 
universal  appeal.  Drug-depen- 


dent physicians  seem  to  have  an 
excellent  prognosis  for  recovery. 

Our  experience  has  been  in- 
tensive with  these  two  groups. 
The  Physicians’  Health  Program 
staff  sees  other  addictions  often  as 
concurrent  manifestations  of  ad- 
dictive behavior.  The  literature  on 
compulsive  gambling  constantly 
refers  to  the  frequent  coexistence 
of  alcohol  abuse  and  a gambling 
disorder.  Eating  disorders  also 
may  co-exist  or  be  the  major 
problem.  Our  experience  has 
been  almost  exclusively  in  cases 
of  coexistence.  The  basic  per- 
sonality that  leads  to  the  primary 
problem  is  vulnerable  to  all  of 
these  addictive  disorders.  In  our 
experience  with  sexual  com- 
pulsivity,  we  recognize  comor- 
bidity in  some  of  our  alcohol  and 
drug-abusing  doctors.  More  often, 
the  cases  that  have  been  referred 
have  manifested  the  sexual  behav- 
ior as  the  presenting  and  only 
current  issue.  The  addictive 
nature  of  the  pursuit  of  wealth 
can  be  destructive  to  personal  and 


family  life,  as  well  as  to  quality  of 
care  provided  to  patients.  It  may 
lead  to  an  erosion  of  ethical  prin- 
ciples, a blurring  of  boundaries 
between  right  and  wrong,  and  the 
performance  of  a wide  variety  of 
procedures  to  meet  the  physi- 
cian’s greed  rather  than  the  pa- 
tient’s need. 

In  all  of  these  cases  the  princi- 
ples of  treatment  are  similar: 
Identify  the  disorder.  Find  well- 
trained,  skilled  therapists  to  con- 
firm the  diagnoses  and  to  direct 
a treatment  plan.  Pursue  the  plan 
to  its  logical  and  mutually  agreed 
conclusion.  Learn  the  precipitants 
to  avoid.  Develop  the  skills  to 
cope  with  life  after  treatment  and 
without  the  addiction.  Seek  ap- 
propriate support  from  the  family, 
the  profession,  and  the  available 
systems  in  the  community.  ■ 

Dr.  Canavan  is  medical  director,  Physi- 
cians' Health  Program,  MSNJ.  Re- 
quests for  reprints  may  be  addressed 
to  Dr.  Canavan,  MSNJ,  Two  Princess 
Road,  Lawrenceville,  NJ  08648. 
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10,300 

10,186 

F. 

Copies  not  distributed 

1.  Office  use,  left-over,  unaccounted,  spoiled  after  printing 

200 

264 

2.  Return  from  news  agents 

G. 

Total  (sum  of  E,  FI,  and  2— should  equal  net  press  run 
shown  in  A) 

10.500 

10.450 

11.  I certify  that  the  statements  made  by  me  above  are  correct  and  complete. 

(signed)  Geraldine  R.  Hutner 
Managing  Editor 
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DOCTORS’  NOTEBOOK 


TRUSTEES’  MINUTES 


A regular  meeting  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  September  19,  1993,  at 
MSNJ  headquarters  in  Lawrence- 
ville.  Detailed  minutes  are  on  file 
with  the  secretary  of  each  county 
society.  A summary  of  significant 
actions  follows: 

President’s  report.  Noted  the 
following  items:  the  Committee 
on  Medical  Student  Loan  Fund  is 
reviewing  current  interest  rates; 
Karl  T.  Franzoni,  MD,  and 
Walter  J.  Kahn,  MD,  were  reap- 
pointed as  speaker  and  vice- 
speaker, respectively;  and  Fred 
M.  Palace,  MD,  presented  a re- 
port on  JEMPAC.  [To  show  unan- 
imous support  of  JEMPAC,  mem- 
bers of  the  Board  of  Trustees  and 
the  JEMPAC  Board  were  re- 
quested to  contribute  at  least 
$100  and  agreed  that  the 
leadership  of  each  county  medical 
society  should  be  encouraged  to 
pledge  an  amount  commensurate 
with  its  size  and  resources.] 
Directed,  as  a means  of  encourag- 
ing hospital  medical  staffs  to 
participate  in  JEMPAC,  that  a 
mechanism  be  developed  to 
ensure  that  every  topic  is  dis- 
cussed at  executive  committee 
meetings  of  every  hospital  in  the 
state. 

Specialty  reports.  Received  re- 
ports from  UMDNJ;  MSNJ  Aux- 
iliary; and  the  New  Jersey 
Hospital  Association. 

Executive  director’s  report. 

1.  State  Board  of  Medical  Ex- 
aminers (SBME)  biennial  licens- 
ing renewal  application.  Noted 
that  MSNJ’s  case  against  SBME 
biennial  licensing  renewal  appli- 
cation will  be  heard  on  Sep- 
tember 20,  1993,  in  Federal  Dis- 
trict Court. 

2.  Pennsylvania  Blue  Shield 


(PBS)  refund  demand  of  alleged 
laboratory  overpayment.  Ap- 
proved the  strategy  proposed  to 
simultaneously  pursue  a course  of 
negotiation  and/or  litigation  to  re- 
solve the  recoupment  payment 
issue. 

Council  on  Legislation. 

1.  Children  and  pre-existing 
conditions.  Approved  the  follow- 
ing recommendation: 

That  MSNJ  adopt  the  policy  that 
children  be  exempt  from  pre-existing 
condition  clauses  written  into  in- 
surance contracts  and  that  MSNJ 
monitor  future  legislation  on  the 
issue  and  respond  accordingly. 

2.  Current  legislation  for  ac- 
tion. Approved  all  the  positions 
recommended  by  the  Council  on 
Legislation  on  the  senate/as- 
sembly active  and  monitor  list. 
Also,  considered  bills  that  had 
been  action  deferred  for  further 
information  and  approved  all  the 
positions  recommended  by  the 
Council  on  Legislation  with  the 
exception  of  A- 109,  A- 110,  and 
A-2338  (revise  procedures  gov- 
erning civil  commitment  of  cer- 
tain mentally  ill  and  dangerous 
persons),  which  were  extracted 
for  further  discussion  and  re- 
ferred back  to  the  Council  on 
Legislation  for  reconsideration, 


with  input  from  the  Council  on 
Mental  Health,  and  report  back  in 
October. 

Note.  Bill  A-1329,  which  re- 
quired physicians  treating 
Medicare  patients  to  inform  them 
of  their  Medicare  assignment 
policies,  has  been  enacted.  The 
law  requires  physicians  to  display 
their  Medicare  policy  in  their  of- 
fices; noncompliance  will  result  in 
penalty.  The  signs  are  to  be  de- 
signed and  distributed  by  SBME; 
MSNJ  staff  will  contact  SBME 
and  offer  assistance. 

Council  on  Public  Health.  Ap- 
proved the  following  recommen- 
dation: 

That  MSNJ  encourage  physicians  to 
explore  and  use  existing  networks  of 
community-based  resources  in  vio- 
lence-related matters. 

Council  on  Public  Relations. 

Approved  the  following  recom- 
mendation: 

That  if  the  Board  of  Trustees  sup- 
ports the  proposed  any  willing 
provider  legislation,  MSNJ  create  a 
public  relations  campaign  to  support 
this  legislative  effort. 

Also,  officially  endorsed  the 
grassroots  Coalition  of  County 
Medical  Societies  and  will  have 
the  Coalition  assisted  by  the 


CANDIDATES  FOR  MSNJ  OFFICES 

The  Nominating  Committee  of  the  Medical  Society  of  New  Jersey 
(MSNJ)  will  meet  on  Wednesday,  January  12,  1994,  at  9 A.M.,  to 
consider  candidates  for  MSNJ  offices. 

If  you  wish  to  be  considered,  please  contact  your  county  medical 
society  or  MSNJ  (609/896-1766)  for  the  necessary  fonns. 

This  is  an  opportunity  for  grassroots  candidate  development.  Please 
consider  the  opportunity. 
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Council  on  Public  Relations.  [The 
grassroots  Coalition  of  County 
Medical  Societies  was  established 
to  actively  support  A-2747 — “Any 
Willing  Provider’  on  behalf  of 
MSNJ  members.] 

In  addition,  noted  that  Substi- 
tion  Resolution  #25  calling  for 
MSNJ  to  redouble  its  efforts  in  a 
public  relations  campaign  to 
heighten  awareness  of  the  many 
tasks  performed  by  physicians 
was  referred  to  the  Council  on 
Public  Relations;  the  Council  will 
work  with  MWW/Strategic  Com- 
munications to  expand  coverage 
in  this  area. 

Also,  reviewed  a memorandum 
prepared  by  MWW/Strategic 
Communications  entitled,  “For 
Your  Information  for  Dialogue,” 


UMDNJ  NOTES 


Model  program.  The  New 

Jersey  State  Department  of 
Health  has  won  a $2.2  million 
federal  grant  to  fund  a model  tu- 
berculosis (TB)  prevention,  con- 
trol, and  research  center  at 
UMDNJ-New  Jersey  Medical 
School,  Newark.  The  center, 
called  the  New  Jersey  Medical 
School  National  Tuberculosis 
Center  at  UMDNJ,  will  serve  as 
a workshop  in  which  experts  can 
develop  models  for  supervising 
and  managing  TB  cases,  training 
health  care  professionals,  and  de- 
livering care  for  TB  patients  while 
also  providing  health  care  profes- 
sionals with  substance  abuse  and 
HIV/AIDS  services. 

Chandler  renovation  project. 
UMDNJ-Robert  Wood  Johnson 
Medical  School  has  begun  a $3 
million  renovation  project  that 
will  provide  new  facilities  for  the 
Eric  B.  Chandler  Health  Center, 
New  Brunswick.  The  project, 
which  will  triple  the  space  of  the 
health  center,  involves  the  re- 
novation of  a 13,000-square-foot 
building.  It  is  expected  to  be 
completed  in  mid-1994.  The 
Center  provides  comprehensive 
medical  and  social  services  to 
underserved  and  underinsured 
families  in  central  New  Jersey. 
Last  year,  its  staff  handled  19,745 


concerning  MSNJ  s response  to 
the  Clinton  health  care  plan. 

1993  Annual  Meeting. 

1.  Resolution  #10  — Proper 

Notification  of  Changes  in  Limit- 
ing Charges.  Reviewed  the 
response  to  a MSNJ  letter  sent  to 
PBS  condemning  its  failure  to 
provide  adequate  notice  to  New 
Jersey  physicians  of  imminent 
changes  in  limiting  charges  and 
requesting  a letter  of  explanation 
and  apology  that  could  be 
replicated  and  mailed  to  patients. 

2.  Resolution  #2 — Medicaid 
Claim  Form.  Reviewed  the  reply 
to  a MSNJ  letter  sent  to  the  New 
Jersey  State  Department  of 
Human  Services,  urging  that 
Medicaid  accept  a universal  claim 


patient  visits  and  this  year  expects 
the  number  to  top  25,000  patient 
visits. 

Camden  initiative.  UMDNJ  is 
one  of  several  partners  in  a major 
effort  to  help  revitalize  the  city 
of  Camden  and  provide  southern 
New  Jersey  with  a comprehensive 
range  of  health  care  services  and 
educational  opportunities.  When 
completed,  the  endeavor  is  ex- 
pected to  generate  $750  million  in 
revenue  for  the  local  economy 
and  create  2,500  new  jobs. 

The  health  care  initiative  com- 
prises four  projects.  They  are:  a 
$125  million  urban  clinical  cam- 
pus; a $5  to  $10  million  medical 
arts  high  school;  a $100  million 
171-bed  Children’s  Hospital  at 
Cooper  Hospital/University  Med- 
ical Center;  and  a $15  million 
medical  library/conference 
center. 

Diabetes-related  blindness.  A 

UMDNJ  researcher  has  launched 
a four-year  landmark  program  to 
determine  which  blacks  with 
diabetes  will  develop  blindness 
from  the  disease  and  how  to  pre- 
vent it  from  occurring.  The  rate 
of  diabetes  in  this  group  is  more 
than  double  that  of  whites.  The 
program,  the  first  to  probe  blind- 
ness due  to  diabetic  retinopathy 
among  blacks  in  the  United 


form  for  reimbursement  of  all  vis- 
its; the  reply,  from  Saul  Kilstein, 
noted  the  possibility  of  adapting 
the  Health  Care  Financing  Ad- 
ministration claim  form  for 
Medicaid  use  in  the  future  was 
being  explored. 

3.  Resolution  #12 — Charges 
for  Medicare  Claim  Forms. 
Voted  to  support  a legislative 
response  but  not  to  commit  finan- 
cial resources  to  the  League  of 
Physicians  and  Surgeons. 

New  Business.  Will  endorse 
and  support  the  candidacy  of 
Joseph  A.  Riggs,  MI),  for  a posi- 
tion on  the  AMA  Council  on 
Scientific  Affairs.  O 


States,  seeks  to  isolate  specific 
risk  factors  associated  with  this 
condition.  Once  these  factors  are 
identified,  prevention  and  treat- 
ment can  be  developed.  Dr. 
Monique  Roy,  assistant  professor 
of  ophthalmology  at  UMDNJ- 
New  Jersey  Medical  School, 
Newark,  is  director  of  the  pro- 
gram. 

Library  exhibit  chronicles 
state’s  environmental  problems. 
An  exhibit  featuring  photographs 
and  passages  from  a new  book 
that  chronicles  New  Jersey  s trou- 
bled history  with  occupational 
and  environmental  diseases  is  on 
display  through  February  1994  at 
UMDNJ-George  F.  Smith  Li- 
brary of  the  Health  Sciences, 
Newark.  The  display  highlights 
sections  of  a soon-to-be-published 
book,  “Toxic  Circles:  Environ- 
mental Hazards  from  the  Work- 
place into  the  Community.”  It  has 
been  edited  by  two  UMDNJ 
faculty  members,  Dr.  Helen  E. 
Sheehan  of  UMDNJ-School  of 
Nursing,  and  Dr.  Richard  P. 
Wedeen  of  UMDNJ-New  Jersey 
Medical  School.  They  also  have 
written  chapters  in  the  book, 
which  is  being  published  by 
Rutgers  University  Press.  □ 
Stanley  S.  Bergen,  Jr,  MD,  presi- 
dent 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

I Cardiology 
Update  v 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 

Wednesday,  December  1,  1993 

A Gender  Gap:  Women  and  Heart  Disease 

Moderator:  MariefS  Jessup,  M.D. 

3:00-3:30  Why  the  problems  in  diagnosing  coronary  heart  disease?— 

Mariell  Jessup,  M.D. 

3:30-4:00  The  increased  risks  of  women  undergoing  angioplasty  and  coronary  artery 
bypass  grafting— riorman  Feinsmith,  M.D. 

4:00-5:00  Case  Presentation— Kashmira  Bhadha,  M.D. 

Panel  Discussion— Norman  Feinsmith,  M.D.,  Robert  I.  Katz,  M.D., 

Samuel  W.  Madeira,  M.D. 


■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservations  215-662-8627 

Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  8r  Market  Streets 
Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvatiia  Medical  Society  Membership 
requirement,  [line  sessions , 18  credits. 
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AMNJ  REPORT 


After  14  years  with  head- 
quarters at  the  Medical  Society  of 
New  Jersey  (MSNJ),  the  Academy 
of  Medicine  of  New  Jersey 
(AMNJ)  relocated  its  executive  of- 
fices to  Princeton  Junction.  The 
need  for  additional  office  space 
was  the  reason  for  the  move. 
AMNJ  and  the  specialty  societies 
will  continue  to  use  the  meeting 
rooms  at  MSNJ  headquarters  for 
large  events.  The  new  address, 
telephone  number,  and  fax 
number  are:  AMNJ,  14  Washing- 
ton Road,  Suite  101,  Princeton 
Junction,  NJ  08550;  609/275- 
1911;  and  FAX  609/275-1909. 

AMNJ  continues  to  expand  its 
specialty  society  management 
services.  On  October  1,  1993,  the 
New  Jersey  Academy  of  Otolar- 
yngology became  the  41st  or- 
ganization to  enter  into  a manage- 
ment agreement;  Dr.  Paul  Camiol 
of  Summit  is  president. 

The  Seventh  Annual  Gov- 
ernor s Jersey  Pride  Awards  Pro- 
gram was  held  on  October  8, 
1993,  at  the  State  Street  Theatre 
in  New  Brunswick.  Fourteen 
awards  were  presented  to  dis- 
tinguished New  Jerseyans  includ- 
ing the  Clara  Barton  Medical 


Service  Award,  sponsored  by 
AMNJ  and  the  American  Red 
Cross.  Dr.  Thomas  E.  Strax  of 
Edison  was  the  1993  recipient. 
Dr.  Strax  is  medical  director  of 
J.F.K.  Johnson  Rehabilitation  In- 
stitute and  professor  and  chair- 
man of  the  Department  of 
Physical  Medicine  and  Rehabilita- 
tion at  UMDNJ- Robert  Wood 
Johnson  Medical  Center.  Dr. 
Strax  has  worked  to  enhance  the 
quality  of  life  for  people  with  dis- 
abilities. His  initial  efforts  in- 
volved overcoming  his  own  dis- 
ability— cerebral  palsy. 

Lyme  Disease  in  New  Jersey:  A 
Practical  Guide  for  New  Jersey 
Clinicians,  published  by  AMNJ 
Task  Force  on  Lyme  Disease 
under  the  direction  of  Leonard 
Sigal,  MD,  is  available  to  request- 
ing physicians.  Contact  Pat 
Walter  at  AMNJ,  609/275-1911, 
or  Karen  Monsees  at  MSNJ,  609/ 
896-1766. 

A new  roving  symposia  series, 
“Gynecologic  Care  for  Women 
with  Physical  or  Cognitive  Dis- 
abilities, is  available  to  ap- 
propriate requesting  facilities. 
This  program  is  supported  by  an 
educational  grant  from  the 


Mainstreaming  Medical  Care  Pro- 
gram of  ARC  of  New  Jersey. 
Another  roving  symposia  series, 
“Making  Decisions  in  Transfusion 
Medicine,”  chaired  by  Richard 
Spence,  MD,  and  funded  through 
a transfusion  medicine  academic 
award  from  the  National  Heart, 
Lung,  and  Blood  Institute  of  NIH 
to  Cooper  Hospital/University 
Medical  Center  and  UMDNJ- 
Robert  Wood  Johnson  Medical 
School,  Camden,  is  available.  For 
further  information  on  these  two 
new  series,  please  contact  Mae 
Slabicki  at  AMNJ. 

The  AMNJ  Committee  on 
Awards  and  Special  Events  is 
soliciting  nominations  for  can- 
didates for  the  Edward  J.  Ill 
Award  and  Citizen’s  Award.  The 
Committee  will  make  its  final 
recommendations  for  these 
awards  to  the  Board  of  Trustees 
on  November  18,  1993,  and  the 
announcement  will  be  made  im- 
mediately afterward.  The  awards 
will  be  presented  at  the  Annual 
Awards  Dinner  on  May  25,  1994, 
at  the  Chanticler  in  Short  Hills. 
□ John  L.  Krause,  Jr,  MD,  presi- 
dent 


PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  we  suggest 
you  make  inquiries  directly  to 
them. 

Gastroenterology 

Jasmine  Jeffers,  MD,  945  Wewanna 
Ave.,  Union,  NJ  07083.  Columbia 
College  of  Physicians  and  Surgeons 

1993.  Board  certified  (IM).  Board 
eligible  (GASTRO).  Group.  Available. 

Hematology 

Karuna  S.  Koneru,  MD,  8748  Rup- 
pert  Ct.,  Ellicott  City,  MD  21043. 
Osmania  (India)  1983.  Board 
certified  (IM).  Board  eligible 

(HEMATOL  and  ONCOL).  Group, 
partnership,  solo.  Available  January 

1994. 


Internal  Medicine 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible 
(IM  and  PED).  Available. 

Paul  D.  Hieholzer,  DO,  4019 
Gilliam  St.,  Philadelphia,  PA  19135. 
Philadelphia  College  of  Osteopathy 
1990.  Board  certified  (IM).  Available. 
James  R.  Smith,  MD,  322  Claremont 
Ave.,  Montclair,  NJ  07042.  UMDNJ 
1989.  Group  or  hospital  based.  Avail- 
able. 

Neurology 

Alexander  Pendino,  DO,  5900  Ar- 
lington Ave.,  Apt.  10D,  Riverdale, 
NY  10471.  UMDNJ  1988.  Board 
certified  (NEUROL).  Group  or 
partnership.  Available  July  1994. 

Nuclear  Medicine 

Dimitri  E.  Latoni,  MD,  376  Reflec- 
tions Dr.,  #304,  Virginia  Beach,  VA 
23452.  Albany  (1986).  Board  eligible 


(NUC  MED).  Group,  hospital, 
partnership.  Available. 

Nephrology 

Vinitha  Raghavan,  MD,  7 Over- 
brook Rd.,  Upper  Saddle  River,  NJ 
07458.  Guntur  Medical  College 
(India)  1981.  Board  certified  (IM). 
Group  or  partnership.  Available. 

Pulmonary 

James  R.  Tierney,  MD,  1320  Quail 
Roost,  Pittsburgh,  PA  15237.  World 
University  School  of  Medicine  1986. 
Board  eligible  (PUL).  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

Surgery 

Mark  A.  Bartolozzi,  MD,  West- 
chester County  Medical  Center,  P.O. 
Box  17,  Valhalla,  NY  10595.  New 
York  Medical  College  1987.  Board 
eligible  (SURG).  Partnership.  Avail- 
able. 
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PROFESSIONAL  LIABILITY 


MALPRACTICE  TIPS 


Terminating  patients.  Loss 
Minimizer  reminds  physicians  to 
terminate  continuing  patients 
only,  after  supplying  the  patient 
with  notice  and  a reasonable 
amount  of  time  to  find  a new 
physician.  Patients  being  treated 
for  a specific  problem  or  at  a 
specific  time  do  not  require  such 
protection. 


MALPRACTICE  VERDICTS 


Wrongful  birth.  In  lieu  of  am- 
niocentesis, a 36-year-old  woman 
underwent  chorionic  villus  sam- 
pling and  alpha-fetoprotein  test- 
ing at  16  weeks  of  pregnancy  dur- 
ing the  late  1980s.  The  pread- 
justed test  score  was  1.8.  At  the 
time,  the  upper  limit  to  the 
normal  range,  for  women  weigh- 
ing no  more  than  170  pounds,  was 
generally  believed  to  be  2.5.  Due 
to  the  patient’s  220-pound 
weight,  her  adjusted  score  was 
3.0,  reflecting  a 90  percent 
chance  of  spina  bifida.  The  twin 
scores  were  transmitted  to  the  ob- 
stetrician in  a computerized 
format  that  presented  both  figures 
in  a column  marked  “normal.” 

At  32  weeks,  a level  II  ultra- 
sound revealed  spina  bifida.  The 
pregnancy  then  was  considered 
too  far  advanced  to  allow  for  ter- 
mination. The  child  was  bom 
with  spina  bifida  including 
permanent  paralysis  from  T-7 
down.  During  a subsequent 
malpractice  action  in  New  Jersey, 
the  child’s  pediatrician  testified 
that  the  child  lacks  bowel  and 
bladder  control,  had  suffered 
several  urinary  tract  infections  re- 
quiring hospitalization,  and  faced 
a 90  percent  chance  of  experienc- 
ing learning  disabilities. 

The  child’s  mother  brought  the 
wrongful  birth  action  against  both 
the  obstetrician  and  the 
laboratory.  Three  months  later 
the  physician  died.  The  ease 


“Good  communication,”  ad- 
vises the  newsletter,  “is  the  glue 
that  holds  together  many  doctor/ 
patient  relationships.  Inadequate 
or  absent  communication  is  cited 
in  patient  satisfaction  surveys  as 
a primary  reason  patients  change 
physicians. 

As  one  example  of  a com- 
munication safeguard,  the 

against  the  physician  was  settled 
before  trial  for  the  malpractice 
liability  policy  limit  of  $1,000,000 
leaving  only  the  laboratory  as  a 
defendant.  The  trial  court  ruled 
that  the  plaintiff  would  not  have 
to  prove  that  the  mother  would 
have  chosen  to  abort  the  pregnan- 
cy if  she  had  been  properly  in- 
formed of  the  90  percent  hazard. 

Testifying  for  the  plaintiff,  an 
expert  obstetrician-gynecologist 
testified  that  the  importance  of 
weight  adjustment  was  not 
generally  appreciated  in  the  ob- 
stetric community  at  the  time. 
Consequently,  averred  the  expert, 
the  obstetrician’s  misinterpreta- 
tion of  the  result  was  highly 
foreseeable.  Also  testifying  for  the 
plaintiff,  an  expert  pathologist 
maintained  that  the  laboratory 
should  have  telephoned  the  ob- 
stetrician to  relate  the  abnormal 
result. 

Not  so,  said  the  defendant’s  ex- 
pert obstetrician-gynecologist, 
who  asserted  that  any  competent 
practitioner  in  the  field  should 
have  been  able  to  interpret  the 
results  accurately.  The  plaintiff 
and  defense  experts  disagreed 
whether  the  medical  literature  at 
the  time  discussed  weight  adjust- 
ment. 

The  director  of  the  laboratory 
testified  that  the  laboratory’s  role 
was  to  provide  information  for 
physicians  to  interpret  them- 
selves, not  to  supply  medical  in- 


newsletter cautions  physicians 
against  photographing  patients 
without  authorization  or  without 
disclosing  the  purposes  to  which 
the  photograph  will  be  used. 


terpretation.  It  was  shown, 
however,  that,  because  of  this 
case,  the  laboratory  changed  the 
reporting  format  and  now  re- 
ported only  weight-adjusted 
scores.  Confronted  with  blow-ups 
of  the  test  report  and  results  dis- 
played under  the  new  format,  the 
defense’s  expert  pathologist  con- 
ceded that  the  new  format  was 
less  confusing. 

An  economist  estimated  the 
costs  of  caring  for  the  child  at  $3.4 
million,  throughout  a normal  life 
expectancy.  Also  claimed  was 
emotional  distress  on  the  part  of 
the  mother,  who  had  a sibling 
with  Down  s syndrome. 

After  all  the  evidence  was 
presented,  the  defendant  offered 
to  settle  for  his  own  $1,000,000 
policy  limit.  The  plaintiff  ac- 
cepted the  offer. 

Late  arrival  at  emergency  de- 
partment. Late  one  morning,  the 
daughter  of  a 61 -year-old  woman 
called  the  woman’s  internist  to  re- 
port that  the  patient  was  ex- 
periencing severe  abdominal 
pain.  According  to  the  daughter, 
the  physician  asked  to  have  the 
patient  meet  him  at  the  hospital 
emergency  department.  The 
daughter  further  related,  during  a 
subsequent  malpractice  action 
brought  in  New  Jersey,  that  the 
physician  had  not  arrived  by  the 
time  the  emergency  department 
staff  admitted  the  patient  to  the 
hospital  at  3 P.M.,  did  not  come 
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when  a nurse  advised  him  at  4:30 
P.M.  of  the  severe  pain,  and  first 
appeared  at  9 P.M. 

Upon  examining  the  patient 
during  the  evening,  the  physician 
ordered  an  abdominal  x-ray  and 
summoned  a general  surgeon. 
Some  weeks  later  the  patient  died 
as  a result  of  sepsis,  which,  ac- 


HEALTH  CARE  FINANCING 


State  health  spending.  How 

much  do  New  Jerseyans  spend  on 
medical  care,  compared  to  resi- 
dents of  other  states?  According 
to  to  an  article  published  in 
Health  Affairs  by  a leading  Health 
Care  Financing  Administration 
statistician  and  colleagues,  resi- 
dents of  the  Garden  State  spent 
on  physician  services  31.2  percent 
of  the  total  sum  that  they  spent 
in  1991  on  physician  services, 
hospital  care,  and  retail  prescrip- 
tion drugs  combined — close  to 
the  national  average  of  31.9  per- 
cent. Between  1980  and  1991, 
these  authors  report,  expen- 
ditures for  physician  services  rose 
an  average  of  11.6  percent  annual- 
ly— the  same  as  the  national  aver- 
age. The  researchers  found  that 
northeastern  states  spent  more 
per  capita  on  health  care  than  was 
spent  by  other  regions,  a finding 
attributed  largely  to  higher  physi- 
cian-to-population  ratios  and 
higher  concentrations  of  elderly. 

Reporting  on  the  Health  Affairs 
article,  The  New  York  Times 
published  state-by-state  data  as- 
sembled by  the  same  researchers 
that  were  not  presented  in  the 
journal  article.  The  Times  story 
showed  that  New  Jersey  ranked 
last  of  all  states  plus  the  District 
of  Columbia  in  percentage  of 
personal  income  spent  on  physi- 
cian services,  hospital  care,  and 
retail  prescription  drugs  com- 
bined. The  New  Jersey  figure  was 
7.4  percent,  contrasted  against  a 
high  of  12.9  percent  in  the  three 
states  of  North  Dakota,  Louisiana, 
and  West  Virginia. 

So,  it  is  all  in  what  one  reports. 
If  nationwide  budget  controls  are 
set,  as  proposed  by  President 
Clinton,  physicians  in  New  Jersey 


cording  to  the  plaintiff,  the  delay 
allowed  to  spread. 

The  plaintiff  claimed  that  the 
terminal  illness  was  painful.  The 
patient,  a homemaker,  was 
survived  by  a husband  who  died 
before  trial,  by  a daughter  with 
health  problems,  and  by  a grand- 
daughter for  whom  she  cared. 

could  benefit  if  the  controls  are 
set  on  the  basis  of  per  capita  in- 
come. But,  New  Jersey  providers 
will  not  fare  so  well  if  controls  are 
set  on  the  basis  of  annual  in- 
creases in  expenditures. 

Disenrolling  from  an  HMO.  In 
Florida,  a state  appeals  court  has 
prevented  a health  maintenance 
organization  (HMO)  from  collect- 
ing payments  from  a physician 
who  left  the  HMO.  The  payments 
were  demanded  for  the  disenroll- 
ment  from  the  HMO  of  patients 
who  followed  the  physician  into  a 
different  HMO.  The  HMO’s  de- 
mand was  based  on  a liquidated 
damages  clause  in  its  contract 
with  the  physician.  Under  the 
clause  the  physician  would  be 
liable  for  $700  for  each  previously 
covered  patient  that  he  treated 
under  a different  HMO  arrange- 
ment. 

Although  the  court  admitted 
that  liquidated  damages  clauses 
can  be  an  appropriate  way  to 
avoid  litigation,  the  court  found 
that  this  clause  failed  both  tests 
of  enforceability,  because  the 
amount  of  damages  was  not  readi- 
ly ascertainable  when  the  parties 
entered  into  the  contract  and  be- 
cause the  amount  was  unreason- 
able. 

Even  more  comforting  to 
physicians  was  the  judge’s  view  of 
the  physician/patient  relationship. 
The  judge  found  the  relationship 
so  fundamental  as  to  render  the 
clause  in  the  contract  void  as 
against  public  policy:  “The  doc- 
tor/patient relationship  is  an  im- 
portant and  special  relationship, 
vital  to  the  provision  of  health 
care.  It  develops  over  time,  by  a 
doctor  learning  a patient’s  history 
and  exercising  professional  judg- 


Declaring  himself  unable  to 
recollect  the  telephone  call,  the 
physician  contended  that  he  had 
no  reason  to  believe  that  the  pain 
was  so  severe  or  that  an  emergen- 
cy existed.  The  jury  found  the 
defendant  not  negligent. 


ment  in  not  only  evaluating  a pa- 
tient’s complaints,  but  in  develop- 
ing a specific  strategy  for  treating 
a patient’s  ailments.  Consequent- 
ly, an  individual’s  choice  of  doctor 
is  of  great  importance.’’  The  de- 
cision was  summarized  in 
Hospital  Law  Newsletter,  under 
the  title,  “Whose  Patients  Are 
They,  Anyway?” 

New  safe  harbors.  Additional 
safe  harbors  have  been  proposed 
by  the  U.S.  Department  of  Health 
and  Human  Services  as  part  of 
the  government’s  strategy  for  im- 
plementing Medicare  fraud  and 
abuse  regulations.  The  Roseland- 
based  law  firm  of  Brach,  Eichler 
has  developed  a summary  of  the 
proposal. 

Included  in  the  exceptions  to 
prohibited  conduct  are  the  follow- 
ing arrangements:  (1)  investment 
in  an  ambulatory  surgical  center 
by  surgeons  who  are  in  a position 
to  refer  patients  directly  to  the 
center  and  treat  the  patients 
there,  provided  that  payments  to 
investors  are  directly  proportional 
to  capital  investment  and  are  not 
based  on  the  volume  of  referrals, 
and  provided  that  the  physician 
treats  patients  under  Medicare 
and  Medicaid;  (2)  group  practices 
owned  exclusively  by  physicians, 
with  no  terms  based  on  the  vol- 
ume of  referrals  and  with  the 
amount  of  return  directly  propor- 
tional to  capital  investment;  (3) 
malpractice  insurance  premium 
payments  for  obstetricians  by 
hospitals  or  other  organizations, 
when  85  percent  of  the  obstetri- 
cian’s patients  reside  in  a primary 
care  health  professional  shortage 
area  and  the  physician  agrees  to 
treat  such  patients  under  Medi- 
caid; and  (4)  patient  referrals 
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based  on  an  agreement  to  refer 
the  patient  back  to  the  referring 
physician  at  the  appropriate  time. 
Cooperative  hospital  service  or- 
ganizations and  certain  rural  ar- 
rangements also  are  covered. 

Medicare  and  physician  in- 
come. Primary  care  physicians  do 
benefit,  relative  to  procedure- 
oriented  specialists,  from  the  new 
Medicare  fee  schedule  based  on 
resource-based  relative  value 
scales  (RBRVS),  reports  an 
analyst  with  the  federal  Physician 
Payment  Review  Commission. 


HOSPITAL  PRIVILEGES 


Hospital  relations  and  health 
reform.  Also  published  recently 
in  Health  Affairs  was  an  article  by 
consultant  Jeff  Goldsmith  noting 
difficulties  involved  in  creating 
physician  hospital  organizations 
under  current  conditions  of  fer- 
ment in  the  physician  community. 
Mr.  Goldsmith  notes  that  RBRVS, 
managed  care  discounts,  and 
higher  tax  rates  are  combining  to 
propel  many  physicians  into  fi- 
nancial crisis  and  personal  chaos. 

Eventually,  Mr.  Goldsmith  as- 


Writing  in  Health  Affairs,  the 
analyst  criticized  the  method- 
ology used  by  William  C.  Hsiao, 
the  father  of  RBRVS,  and  col- 
leagues in  debunking  the  fee 
schedule  in  The  New  England 
Journal  of  Medicine  earlier  this 
year. 

Professionalism  and  health 
care  costs.  States  Brookings  In- 
stitution political  scientist  Joseph 
White:  “The  best  way  to  allocate 
care,  given  fiscal  constraint,  is  to 
rely  on  neither  markets  nor  bu- 
reaucrats, but  on  professional- 

serts,  physicians  should  obtain 
power  to  manage  clinical  care 
under  relationships  with  hospitals 
and  other  entities.  But,  he  sug- 
gests that  the  risks  of  leadership 
now  are  so  great  as  to  discourage 
medical  statesmen  from  emerg- 
ing. He  warns  about  gaps  in 
physicians’  communication  skills, 
their  customary  disrespect  for 
authority,  and  the  business  weak- 
nesses of  most  medical  school 
practice  plans. 

Hospital  joint  ventures.  Joint 


ism.  Dr.  White  describes  man- 
aged care  as  “the  least  efficient 
possible  form  of  entitlement 
budgeting,”  which  itself,  he  im- 
plies, is  less  effective  than  so- 
called  “bureau  budgeting.” 

Physicians  should  set  and  im- 
plement guidelines  for  practice, 
Dr.  White  declares.  He  further 
proposes,  in  an  article  published 
in  Health  Affairs,  that  the  federal 
government  establish  an  all-payer 
system,  revise  antitrust  laws  to 
permit  bargaining,  and  control 
capital  investment. 


venturing  between  hospitals  and 
physicians  is  down,  due  to  federal 
anti-kickback  legislation.  Internal 
Revenue  Service  rulings,  the 
federal  prohibition  on  laboratory 
self-referrals,  and  diverse  state 
laws,  reports  the  U.S.  General  Ac- 
counting Office  (GAO).  A precis 
of  the  GAO  report  appeared  in 
Professional  Regulation  News, 
published  by  the  National  Or- 
ganization for  Competency  As- 
surance. 


ANTITRUST 


IPA  exclusive  relationships. 

The  U.S.  Court  of  Appeals  for  the 
Second  Circuit,  which  includes 
New  York  State,  has  decided  that 
an  independent  practice  associa- 
tion (IPA)  did  not  violate  federal 


antitrust  law  by  excluding  radiolo- 
gists in  a group  practice  that 
sought  to  compete  with  radiolo- 
gists who  belonged  to  the  IPA. 
One  basis  for  the  decision, 
however,  was  that  the  IPA’s 


market  share  of  the  insured 
population  in  the  geographic  area 
was  only  1 percent.  □ James  E. 
George,  MD,  JD;  Neil  E. 
Weisfeld,  JD,  MSHyg 
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LETTERS  AND  VIEWPOINTS 


HILLARY  FARM 


I am  sure  you  have  read  Animal 
Farm  by  George  Orwell.  For 
some  reason,  I remember  the 
“Beasts  of  England  chant  with 
great  clarity,  although  I read  the 
book  over  25  years  ago.  Here  is 
my  new  version: 

Physicians  of  New  England, 
physicians  of  Long  Island, 
Physicians  of  every  land  and 
clime, 

Harken  to  the  joyful  tidings 
Of  the  future  Hillary  time. 

Soon  or  late  the  day  is  coming. 
The  physician  shall  be 
o’erthrown. 

And  the  fruitful  fields  of  medicine 


Shall  be  trod  by  managed  care 
alone. 

Rings  shall  be  placed  in  our 

noses, 

And  the  harness  on  our  back, 

Bit  and  spur  shall  be  used  upon 

us, 

Malpractice  lawyers  shall  attack. 

Riches  more  than  mind  can 
picture. 

Will  no  longer  come  our  way, 

Our  average  income  will  diminish 
When  the  third  party  no  longer 
will  pay. 

Bright  will  shine  the  fields  of 
medicine, 


Purer  shall  its  water  be, 

As  there  won’t  be  a physician 
To  see  the  patient  and  to  set  the 
fee. 

For  that  day  we  know  is  coming, 
With  our  patients’  lives  at  stake. 
Physicians  and  surgeons  join 
together 

All  must  toil  for  Hillary’s  sake. 

Physicians  of  New  England, 
physicians  of  Long  Island, 
Physicians  of  every  land  and 
clime 

Harken  to  the  joyful  tidings 
Of  the  future  Hillary  time. 

□ Richard  Wein,  MD 


HEALTH  CARE  REFORM:  WHO  PROFITS? 


The  Clinton  health  care  reform 
proposal  is  upon  us.  The  main 
components  of  the  plan  are 
known:  a radical  reconfiguration 
of  the  economic  infrastructure  of 
health  care  in  which  managed 
care  plans  will  compete  with  each 
other  for  contracts  with  group 
purchasing  cooperatives.  Employ- 
ers will  be  required  to  provide 
coverage  but  there  will  be  signifi- 
cant tax  consequences  for  enroll- 
ing in  anything  other  than  the 
government  mandated  minimum 
coverage  managed  care  plan.  The 
conversion  to  a mostly  managed 
care  environment  is  underway. 
Insurers,  hospital  administrators, 
and  physicians  have  begun  posi- 
tioning themselves  for  the  tumul- 
tuous times  ahead. 

It  is  believed  by  its  proponents 
that  the  Clinton  plan  will  end  the 
long  criticized  major  flaw  of  fee- 
for-serviee  medicine — the  per- 
verse incentive  in  a system  in 
which  a patient  visit  generates  a 
charge.  Instead  of  viewing  patient 
encounters  as  profit,  we  will  come 
to  see  each  visit  as  a debit.  This 
reverse  perversion,  they  contend, 
will  extract  efficiency. 


But  is  it  possible  that  the  Clin- 
ton plan  leaves  gaping  op- 
portunities for  profiteering?  To  be 
sure,  we  will  continue  to  spend 
hundreds  of  billions  of  dollars  an- 
nually for  health  care.  The  new 
system  will  not  reduce  expen- 
ditures— it  is  merely  hoped  that 
it  will  control  the  rate  of  growth 
in  health  care  spending.  The  new 
system  likely  will  be  very 
lucrative  for  those  executives  who 
administer  vertically  integrated 
health  care  delivery  systems. 
Consider,  for  example,  Business 
Week’s  recent  expose  on  ex- 
ecutive compensation.  Thomas 
Frist,  CEO  of  Hospital  Corpora- 
tion of  America,  was  reported  to 
have  earned  $127  million  in  salary 
and  stock  options  last  year. 

Unless  Congress  acts  quickly  to 
regulate  the  profits  of  these  new 
delivery  systems  and  the  com- 
pensation lavished  upon  their  ex- 
ecutives, we  likely  will  see  our 
health  care  dollars  dispropor- 
tionately decorating  the  executive 
suite. 

In  effect,  we  will  have  suc- 
ceeded merely  in  relocating  the 
epicenter  of  profiteering  from 


those  providers  who  did  so 
amateurishly  to  the  seasoned  vet- 
erans— executives  who  do  so 
professionally.  □ Michael  A.  Pat- 
mas,  MD 

Editorial  comment.  These  re- 
marks augment  the  concerns  I 
noted  in  my  August  1993 
editorial. 

The  reader  also  is  encouraged 
to  read  the  editorial  in  Hospital 
Practice  of  September  15,  1993, 
by  Dr.  Harold  J.  Morowitz.  In  the 
editorial,  Dr.  Morowitz  decries 
the  egregious  overpayments  to 
executives  in  health  care  or- 
ganizations. He  feels,  and  I agree, 
that  these  people  should  be  will- 
ing to  consider  public  and  com- 
munity welfare  in  more  tangible 
ways  than  they  presently  show. 

Unless  the  governmental 
wheelers  and  dealers  change  their 
perspectives,  it  seems  that  physi- 
cians, nurses,  and  others  in  the 
health  care  industry  will  have  in- 
creasing monetary  restrictions  but 
not  those  who  “manage”  and 
profit  from  them — the  health  care 
given  by  professionals. 

Pro  bono  publico — what  a joke! 
□ Howard  D.  Slobodien,  MD 
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Discover  The  Elegance 
Of  A Hybrid 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent — 
a gentle  blend  of  softness  and  strength. 

At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 

When  pregnancy  is  detected,  Vaseretic' 
(Enalapril  Maleate-Hydrochlorothiazide) 
should  be  discontinued  as  soon  as  possible. 
See  WARNINGS,  Fetal/Nconatnl  Morbidity 
and  Mortality. 
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TABLETS 

VASERETIC 

(ENALAPRIL  MALEATE-HYDROCHLOROTHIAZIDE) 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIC 
(Enalapril  Maleate-Hvdrochlorotniazicfe)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  Fetal/Neonatal  Morbidity  mid  Mortality. 


CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients  who 
are  hypersensitive  to  any  component  of  this  product  and  in  patients  with  a 
history  of  angioedema  related  to  previous  treatment  with  an  angiotensin 
converting  enzyme  inhibitor.  Because  of  the  hydrochlorothiazide  compo- 
nent, this  product  is  contraindicated  in  patients  with  anuna  or  hypersensitiv  - 
ity to  other  sulfonamide-derived  drugs. 

WARNINGS:  General;  Enalapril  Maleate;  Hypotension:  Excessive  hypotension 
was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possible  con- 
sequence of  enalapril  use  in  severely  salt/volume  depleted  persons  such  as 
those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC.  In  patients  receiving  enalapril  alone,  the  incidence  of  syncope 
is  0.5  percent.  The  overall  incidence  of  syncope  may  be  reduced  by  proper 
titration  of  the  individual  components.  (See  PRECAUTIONS,  Drug 
Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associated 
renal  insufficiency,  excessive  hypotension  has  been  observed  and  may  be 
associated  with  ofiguria  and/or  progressive  azotemia,  and  rarelv  with  acute 
renal  failure  and/or  death.  Because  of  the  potential  fall  in  blood  pressure  in 
these  patients,  therapy  should  be  started  under  very  close  medical  supervi- 
sion. Such  patients  snbuld  be  followed  doselv  for  the  first  two  weeks  ot  treat- 
ment and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased. 
Similar  considerations  mav  apply  to  patients  with  ischemic  heart  or  cere- 
brovascular disease,  in  whom  an  excessive  fall  in  blood  pressure  could  result 
in  a myocardial  infarction  or  cerebrovascular  accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position 
and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline.  A tran- 
sient hypotensive  response  is  not  a contraindication  to  further  doses,  which 
usually  can  be  given  without  difficult)'  once  the  blood  pressure  has  increased 
after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  patients  treated  with  angiotensin  convert- 
ing enzyme  inhibitors,  including  enalapril.  In  such  cases  VASERETIC  should 
be  promptly  discontinued  and  appropriate  therapy  and  monitoring  should  be 
provided  until  complete  and  sustained  resolution  of  signs  and  symptoms  has 
occurred.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips  the 
condition  has  generally  resolved  without  treatment,  although  antihistamines 
have  been  useful  in  relieving  symptoms.  Angioedema  associated  with  laryn- 
geal edema  may  be  fatal.  Where  there  is  involvement  of  the  tongue,  glottis  or 
larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcuta- 
neous epinephrine  solution  1:1000  (03  mL  to  0.5  mL)  and/or  measures  neces- 
sary to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE 
REACTIONS.) 

Patients  with  a historv  of  angioedema  unrelated  to  ACE  inhibitor  therapy 
mav  be  at  increased  risk  of  angioedema  while  receiving  an  ACE  inhibitor 
(see  also  CONTRAINDICATIONS). 

Neutropenia/Agranulocytosis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopnl,  has  been  shown  to  cause  agranulocytosis  and  Done  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in 
patients  with  renal  impairment  especially  ir  they  also  have  a collagen  vascu- 
lar disease.  Available  data  from  clinical  'trials  of  enalapnl  are  insufficient  to 
show-  that  enalapril  does  not  cause  agranulocytosis  at  similar  rates. 
Marketing  experience  has  revealed  several  cases  of  neutropenia  or  agranulo- 
cytosis in  wmch  a causal  relationship  to  enalapril  cannot  be  excluded 
Periodic  monitonng  of  white  blood  cell  counts  in  patients  with  collagen  vas- 
cular disease  and  renal  disease  should  be  considered 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  mav  develop  in  patients  with  impaired  renal 


function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history'  of 
allergy'  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Driif  Interactions.  Enalapril  Maleate  and  Hydrochlorothiazide). 

Prcgnana/;  Enalapril-Hydrochlorothiazidc:  There  was  no  teratogenicity  in  rats 
given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum  human 
dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide  (2  '/:  times 
the  maximum  human  dose)  or  in  mice  given  up  to  30  mg/kg/day  of 
enalapril  (50  times  the  maximum  human  dose)  in  combination  with  10 
mg/kg/day  of  hydrochlorothiazide  (2  '/:  times  the  maximum  human  dose). 
At  these  doses,  fetotoxicity  expressed  as  a decrease  in  average  fetal  weight 
occurred  in  both  species’  No  fetotoxicity  occurred  at  lower  doses;  30/10 
mg/kg/day  of  enalapnl-hydrochlorothiazide  in  rats  and  10/10  mg/kg/day 
of  enalapnf-hvdrochlorothiazide  in  mice 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  Is  detected,  VASERETIC  should  be  discontinued  as  soon  as  possi- 
ble. (See  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality,  below.) 
Enalapril  Maleate:  Fetal/Neonatal  Morbidity  and  Mortality:  ACE  inhibitors  can 
cause  fetal  and  neonatal  morbidity  and  death  when  administered  to  preg- 
nant women.  Several  dozen  cases  have  been  reported  in  the  world  literature. 
When  pregnancy  is  detected,  ACE  inhibitors  should  be  discontinued  as  soon 
as  possible. 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  of  preg- 
nancy' has  been  associated  with  fetal  and  neonatal  injury',  including  hypoten- 
sion/neonatal skull  hypoplasia,  anuria,  reversible  or  irreversible  renal  failure, 
and  death.  Oligohydramnios  has  also  been  reported,  presumably  resulting 
from  decreased  fetal  renal  function;  oligohydramnios  in  this  setting  has  been 
associated  with  fetal  limb  contractures,  craniofacial  deformation,  and 
hypoplastic  lung  development.  Prematurity,  intrauterine  growth  retardation, 
and  patent  ductus  arteriosus  have  also  been  reported,  although  it  is  not  clear 
whether  these  occurrences  were  due  to  the  ACE-inhibitor  exposure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester  Mothers 
whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only  dunng  the 
first  trimester  should  be  so  informed.  Nonetheless,  when  patients  become 
pregnant,  physicians  should  make  every  effort  to  discontinue  the  use  of 
VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnannes),  no 


alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the  mothers 
should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and  serial  ultra- 
sound examinations  should  be  performed  to  assess  the  intraamniotic  envi- 
ronment. 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be  appro- 
priate, depending  upon  the  week  of  pregnancy.  Patients  and  physicians 
should  be  aware,  however,  that  oligohydramnios  may  not  appear  until  after 
the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as  means 
of  reversing  hypotension  and/or  substituting  for  disordered  renal  function. 
Enalapril,  which  crosses  the  placenta,  has  been  removed  from  neonatal  circu- 
lation by  peritoneal  dialysis  with  some  clinical  benefit,  and  theoretically  may 
be  removed  by  exchange  transfusion,  although  there  is  no  experience  with 
the  latter  prociklure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/kg  basis,  the  doses  used  were  up  to  333  times  (in  rats), 
and  50  times  (in  rabbits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide ; Teratogenic  Effects:  Reproduction  studies  in  the  rabbit,  the 
mouse  and  the  rat  at  doses  up  to  100  mg/kg/dav  (50  times  the  human  dose) 
showed  no  evidence  of  external  abnormalities  of  the  fetus  due  to 
hydrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter  study  in  rats  at 
doses  of  4 - 5. 6 mg/kg/day  (approximately  1 - 2 times  the  usual  daily  human 
dose)  did  not  impair  fertility  or  produce  birth  abnormalities  in  the  offspring. 
Thiazides  cross  the  placental  bamer  and  appear  in  cord  blood. 

Nonleratogenic  Effects:  These  may  include  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult. 

PRECAUTIONS:  General;  Enalapril  Maleate ; Impaired  Renal  Function:  As  a con- 
sequence of  inhibiting  the  renin-angiotensin-aldosterone  svstem,  changes  in 
renal  function  mav  be  anticipated  in  susceptible  individuals.  In  patients  with 
severe  congestive  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with 
angiotensin  converting  enzyme  inhibitors,  including  enalapnl,  may  be  associ- 
ated with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal 
artery'  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creatinine  were 
observed  in  20  percent  of  patients.  These  increases  were  almost  always 
reversible  upon  discontinuation  of  enalapril  and/or  diuretic  therapy.  In  such 
patients  renal  function  should  be  monitored  during  the  first  few  weeks  of 
therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  enalapril  has 
been  given  concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in 
patients  with  pre-existing  renal  impairment.  Dosage  reduction  of  enalapril 
and/or  discontinuation  of  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients:  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treated  con- 
comitantly with  an  ACE  inhibitor.  In  these  patients  consideration  should  be 
given  to  using  a different  type  of  dialysis  membrane  or  a different  class  of 
antihypertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEa/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clinical  tri- 
als treated  with  enalapnl  alone.  In  most  cases  these  were  isolated  values 
which  resolved  despite  continued  therapy,  although  hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28' percent  of  hypertensive  patients. 
Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in  patients  treat- 
ed with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for  the  development 
of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  con- 
comitant use  of  potassium-sparing  diuretics,  potassium  supplements  and/or 
potassium-containing  salt  substitutes,  which  should  be  used  cautiously,  if  at 
all,  with  enalapril.  (See  Drug  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves  after 
discontinuation  of  therapy.  ACE  inhibitor-induced  cough  should  be  consid- 
ered as  part  of  the  differential  diagnosis  of  cough. 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anes- 
thesia with  agents  that  produce  hypotension,  enalapril  may  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can  be 
corrected  bv  volume  expansion. 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs 
of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia.  Serum  and  unne  electrolyte  determinations  are  particularly 
important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral 
fluids.  Warning  signs  or  symptoms  of  fluid  and  electrolyte  imbalance,  irre- 
spective of  cause,  include  dryness  of  mouth,  thirst,  weakness,  lethargy, 
drowsiness,  restlessness,  confusion,  seizures,  muscle  pains  or  cramps,  mus- 
cular fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  distur- 
bances such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  bnsk  diuresis,  when  severe 
cirrhosis  is  present,  or  after  prolonged  tnerapy  Interference  with  adequate 
oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypokalemia  may 
cause  cardiac  arrhythmia  and  may  also  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (e.g.,  increased  ventricular  irritabili- 
ty). Because  enalapril  reduces  the  production  of  aldosterone,  concomitant 
tnerapy  with  enalapril  attenuates  tne  diuretic-induced  potassium  loss  (see 
Drug  Interactions,  Agents  Increasing  Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in  the 
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treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather; 
appropriate  therapy  is  water  restriction,  rather  than  administration  of  salt 
except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual 
salt  depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypoglycemic 
agents  may  be  required  Hyperglycemia  may  occur  with  thiazide  diuretics. 
Thus  latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  postsym- 
pathectomy patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding  or 
discontinuing  diuretic  therapy. 

Thiazides  nave  been  shown  to  increase  the  urinary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may  cause 
intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of  known 
disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be  evidence  of 
hidden  hyperparathyroidism.  Thiazides  should  be  discontinued  before  car- 
rying out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with  thi- 
azide diuretic  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal  edema, 
may  occur  especially  following  the  first  dose  of  enalapril.  Patients  should  be 
so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in 
swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have  consulted 
with  the  prescribing  physician. 

Hi/potension:  Patients  should  be  cautioned  to  report  lightheadedness  espe- 
cially during  the  first  few  days  of  therapy.  If  actual  syncope  occurs,  the 
patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted 
with  the  prescribing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydra- 
tion may  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduction  in 
fluid  volume.  Other  causes  of  v olume  depletion  such  as  vomiting  or  diarrhea 
may  also  lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  con- 
sult with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing 
potassium  without  consulting  their  physician. 

Neutropenia:  Patients  should  be  tola  to  report  promptly  any  indication  of 
infection  (e.g.,  sore  throat,  fever)  which  may  De  a sign  of  neutropenia. 

Pregnana/:  Female  patients  of  childbearing  age  should  be  told  about  the 
consequences  of  second-  and  third-trimester  exposure  to  ACE  inhibitors,  and 
they  should  also  be  told  that  these  consequences  do  not  appear  to  have 
resulted  from  intrauterine  ACE-inhibitor  exposure  that  has  been  limited  to 
the  first  trimester.  These  patients  should  be  asked  to  report  pregnancies  to 
theirphysicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  warranted.  This  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible 
adverse  or  intended  effects. 

Drug  Interactions ; Enalapril  Maleate;  Hypotension— Patients  on  Diuretic  Therapy: 
Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted,  may  occasionally  experience  an  excessive  reduction  of 
blood  pressure  after  initiation  of  therapy  with  enalapril.  The  possibility  of 
hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing 
the  diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with 
enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide  medical  supervi- 
sion for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least 
an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapril  is 
augmented  by  antihypertensive  agents  that  cause  renin  release  (e.g.,  diuret- 
icsf 

Other  Cardiovascular  Agents:  Enalapril  has  been  used  concomitantly  with 
beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium-blocking 
agents,  hydralazine  and  prazosin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium:  Enalapnl  attenuates  diuretic-induced 
potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolactone,  tri- 
amterene, or  amiloride),  potassium  supplements,  or  potassium-containing 
salt  substitutes  may  lead  to  significant  increases  in  serum  potassium. 
Therefore,  if  concomitant  use  of  these  agents  is  indicated  because  of  demon- 
strated hypokalemia  they  should  be  used  with  caution  and  with  frequent 
monitonng  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium 
concomitantly  with  drugs  which  cause  elimination  of  sodium,  including 
ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in  patients 
receiving  concomitant  enalapril  and  lithium  and  were  reversible  upon  dis- 
continuation of  both  drugs,  ft  is  recommended  that  serum  lithium  levels  be 
monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium. 
Hydrochlorothiazide ; When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hypotension 
may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin)— dosage  adjustment  of  the 
antidiabetic  drug  may  be  required 

Other  antiln/perlensiiH’  drugs — additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resins— Absorption  of  hydrochlorothiazide  is 
impaired  in  the  presence  of  anionic  exchange  resins.  Single  doses  of  either 
cholestyramine  or  colestipol  resins  bind  the  hydrochlorothiazide  and  reduce 
its  absorption  from  the  gastrointestinal  tract  by  up  to  85  and  43  percent, 
respectively. 

Corticosteroids,  ACTH— intensified  electrolyte  depletion,  particularly 


hypokalemia. 

Pressor  amines  (e.g.,  norepinephrine) — possible  decreased  response  to  pres- 
sor amines  but  not  sufficient  to  preclude  their  use. 

Skeletal  muscle  relaxants,  nondepolarizing  (e.g.,  tubocurarine)— possible 
increased  responsiveness  to  the  muscle  relaxant. 

Lithium— should  not  generally  be  given  with  diuretics.  Diuretic  agents 
reduce  the  renal  clearance  of  lithium  and  add  a high  risk  of  lithium  toxicity. 
Refer  to  the  package  insert  for  lithium  preparations  before  use  of  suen 


preparations  with  VASERETIC. 

Non-steroidal  Anti-inflammatory  Drugs — In  some  patients,  the  administration 
of  a non-steroidal  anti-inflammatory  agent  can  reduce  the  diuretic,  natriuretic, 
and  antihypertensive  effects  of  loop,  potassium-sparing  and  thiazide  diuretics. 
Therefore,  when  VASERETIC  and  non-steroidal  anti-inflammatory  agents  are 
used  concomitantly,  the  patient  should  be  observed  closely  to  determine  if  the 
desired  effect  of  the  diuretic  is  obtained. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Enalapril  in  combination 
with  hydrochlorothiazide  was  not  mutagenic  in  the  Ames  microbial  muta- 
gen test  with  or  without  metabolic  activation.  Enalapril-hydrochlorothiazide 
did  not  produce  DNA  single  strand  breaks  in  an  in  vitro  alkaline  elution 
assay  in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo  mouse 
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bone  marrow  assay. 

Enalapril  Maleate:  There  was  no  evidence  of  a tumorigenic  effect  when  enalapnl  was  administered  for 
106  weeks  to  rats  at  doses  up  to 90  mg/kg/day  (ISO  times*  the  maximum  daily  human  dose).  Enalapril 
has  also  been  administered  for  94  weeks  to  male  and  female  mice  at  doses  up  to  90  and  180  mg/kg/ day, 
respectively,  (150  and  300  times*  the  maximum  daily  dose  for  humans)  ana  showed  no  evidence  of  car- 
cinogenicity. 

Neither  enalapril  maleate  nor  the  active  diacid  was  mutagenic  in  the  Ames  microbial  mutagen  test 
with  or  without  metabolic  activation.  Enalapnl  was  also  negative  in  the  following  genotoxicity  studies: 
rec-assay,  reverse  mutation  assay  with  E.  coll,  sister  chromatid  exchange  with  cultured  mammalian  cells, 
and  the  micronucleus  test  with  mice,  as  well  as  in  an  in  vnv  cytogenic  study  using  mouse  bone  marrow 

There  were  no  adverse  effects  on  reproductive  performance  in  male  and  female  rats  treated  with  10 
to  90  mg/kg/day  of  enalapril. 

Hydrochlorothiazide : Two-year  feeding  studies  in  mice  and  rats  conducted  under  the  auspices  of  the 
National  Toxicology  Program  (NTP)  uncovered  no  evidence  of  a carcinogenic  potential  of 
hydrochlorothiazide  in  female  mice  (at  doses  of  up  to  approximately  600  mg/kg/day)  or  in  male  and 
female  rats  (at  doses  of  up  to  approximately  100  mg/kg/day).  The  NTP,  however,  found  equivocal  evi- 
dence for  hepatocarcinogenidty  in  male  mice. 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames  mutagenicity  assay  of  Salmonella 
txmhimuriiim  strains  TA  98,  TA  100,  TA  1535,  TA  1537,  and  TA  1538  and  in  the  Chinese  Hamster  Ovary 
(CHO)  test  for  chromosomal  aberrations,  or  in  viw  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the  Drosophila  sex-linked  recessive  lethal  trait  gene. 
Positive  test  results  were  obtained  only  in  the  in  vitro  CHO  bister  Chromatid  Exchange  (clastogenicitv) 
and  in  the  Mouse  Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations  of  hydrochlorothiazide 
from  43  to  1300  pg/mL,  and  in  the  As}>ergilliis  mdulans  non-disjunction  assay  at  an  unspecified  concen- 
tration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility  of  mice  and  rats  of  either  sex  in  studies 
wherein  these  species  were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 mg/kg,  respectively, 
prior  to  conception  and  throughout  gestation. 

Pregnancy;  Pregnancy  Categories  C (first  trimester)  and  D (second  and  third  trimesters).  See  WARNINGS, 
Pregnancy,  Enalapril  Maleale,  Fetal/Neonatal  Morbidity  and  Mortality. 

Nursing  Mothers : Enalapnl  and  enalaprilat  are  detected  in  human  milk  in  trace  amounts.  Thiazides  do 
appear  in  human  milk,  because  of  the  potential  for  serious  reactions  in  nursing  infants  from  either  drug, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  VASERET1C,  taking  into 
account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use : Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated  for  safety  in  more  than  1500  patients, 
including  over  300  patients  treated  for  one  year  or  more.  In  clinical  trials  with  VASERETIC  no  adverse 
experiences  peculiar  to  this  combination  drug  have  been  observed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously  reported  with  enalapril  or 
hydrochlorothiazide. 

The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  dizziness  (8.6  percent), 
headache  (5.5  percent),  fatigue  (3.9  percent)  and  cough  (3.5  percent).  Adverse  experiences  occurring  in 
greater  than  two  percent  of  patienLs  treated  with  VASERETIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5percent),  asthenia  (2.4  percent),  orthostatic  effects  (2.3  percent),  impo- 
tence (22  percent),  and  diarrhea  (2.1  percent). 

Clinical  adverse  experiences  occurring  in  0.5  to  2.0  percent  of  patients  in  controlled  tnals  included:  Body 
As  A Whole:  Syncope,  chest  pain,  abdominal  pain;  Cardiowscular:  Orthostatic  hypotension,  palpitation, 
tachycardia;  Digestive:  Vomiting,  dyspepsia,  constipation,  flatulence,  dry  mouth;  NervousJPsychiatric: 
Insomnia,  nervousness,  paresthesia,  somnolence,  vertigo;  Skin:  Pruritus,  rash;  Other-  Dyspnea,  gout,  back 
pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus,  unnary  tract  infection. 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASERETIC  (0.6  percent). 
Angioedema  associated  with  laryngeal  edema  may  be  fatal.  If  angioedema  of  the  face,  extremities,  lips, 
tongue,  glottis  and/or  larynx  occurs,  treatment  witn  VASERETIC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately.  (See  WARNINGS.) 

Hypotension:  In  clinical  trials,  adverse  effects  relating  to  hypotension  occurred  as  follows:  hypotension 
(0.9  percent),  orthostatic  hyptension  (1.5  percent),  other  orthostatic  effects  (2.3  percent).  In  addition  syn- 
cope occurred  in  1.3  percent  of  patients.  (See  WARNINGS.) 

Cough:  See  PRECAUTIONS,  Cough. 

Clinical  Laboratory / Test  Findings;  Serum  Electrolytes:  See  PRECAUTIONS. 

Creatinine,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials  minor  increases  in  blood  urea  nitrogen  and 
serum  creatinine,  reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0.6  percent  of 
patients  with  essential  hypertension  treated  with  VASERETIC.  More  marked  increases  nave  been 
reprted  in  other  enalapnl  expnence.  Increases  are  more  likely  to  occur  in  patients  with  renal  artery 
stenosis.  (See  PRECAUTIONS.) 

Serum  Unc  Acid,  Glucose,  Magnesium,  and  Calcium:  See  PRECAUTIONS. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of 
approximately  0.3  g percent  and  1.0  vol  percent,  respectively)  occur  frequently  in  hyprtensive  patients 
treated  with  VASERETIC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  tnals,  less  than  0.1  prcent  of  patients  discontinued  therapy  due  to  anemia. 

Liver  Function  Tests : Rarely,  elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Other  adverse  reactions  that  have  been  reported  with  the  individual  components  are  listed  below  and, 
within  each  category,  are  in  order  of  decreasing  severity. 

Enalapnl  Maleale—  Enalapril  has  been  evaluated  for  safety  in  more  than  10,000  patients.  In  clinical  trials 
adverse  reactions  which  occurred  with  enalapril  were  also  seen  with  VASEkETIC.  However,  since 
enalapril  has  been  marketed,  the  following  adverse  reactions  have  been  reported:  Body  As  A Whole: 
Anaphylactoid  reactions  (see  PRECAUTIONS,  Hemodialysis  Patients );  Cardiovascular:  Cardiac  arrest; 
myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in  high  risk 
patients  (see  WARNINGS,  Hypotension);  pulmonary  embolism  and  infarction;  pulmonary  edema;  rhythm 
disturbances  including  atnal  tachycardia  and  bradycardia;  atrial  fibrillation;  hypotension;  angina  pectoris; 
Digestnv:  Deus,  pancreatitis,  hepatic  failure,  hepatitis  (hepatocellular  [proven  on  rechallengej  or  cholestatic 
jaundice),  melena,  anorexia,  glossitis,  stomatitis,  dry  mouth;  Hematologic:  Rare  cases  of  neutropenia,  throm- 
bocytopenia and  bone  marrow  depression.  Hemolytic  anemia,  including  cases  of  hemolysis  in  patients 
with  G-6-PD  deficiency,  has  been  reported,  a causal  relationship  to  enalapril  has  not  been  established. 
Nenvus  System/Psychiatnc  Depression,  confusion,  ataxia,  peripheral  neuropathy  (e  g.,  paresthesia,  dyses- 
thesia); Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS),  flank  pain,  gynecomas- 
tia; Respiratory:  Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis,  rhinorrhea,  sore  throat  and 
hoarseness,  asthma,  upper  respiratory  infection;  Skm:  Exfoliative  dermatitis,  toxic  epidermal  necrolysis, 
Stevens- Johnson  syndrome,  heroes  zoster,  erythema  multiforme,  urticaria,  pemphigus,  alopecia,  flushing, 
photosensitivity;  Svecrnl  Senses  blurred  vision,  taste  alteration,  anosmia,  conjunctivitis,  dry  eyes,  tearing. 

Miscellaneous:  A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevat- 
ed erythrocyte  sedimentation  rate,  arthralgia /arthritis,  myalgia  /myositis,  fever,  serositis,  vasculitis, 
leukocytosis,  eosinophilia,  photosensitivity,  rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortality.  See  WARNINGS,  Pregnancy,  Enalapril  Maleate,  Fetal/Neonatal 
Morbidity  and  Mortality. 

Hydrochlorothiazide—  Body  as  a Whole:  Weakness;  Digest  hv:  Pancreatitis,  jaundice  (intrahepatic  cholestatic 
jaundice),  sialadenitis,  cramping,  gastric  irritation,  anorexia;  Hematologic:  Aplastic  anemia,  agranulocytosis, 
leukopenia,  hemolytic  anemia,  thrombocytopenia,  Hypersensitivity:  Purpura,  photosensitivity,  urticaria, 
necrotizing  angiitis  (vasculitis  and  cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal  Muscle  spasm;  Nenvus  Si/stem/Psychiatric: 
Restlessness;  Rival.  Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see  WARNINGS);  Skin:  Erythema 
multiforme  including  Stevens-Johnson  syndrome,  exfoliative  dermatitis  including  toxic  epidermal  necroly- 
sis, alopecia,  SfK’dal  Senses:  Transient  blurred  vision,  xanthopsia. 

* Based  on  patient  weight  of  50  kg. 

For  more  detailed  information,  consult  your  DuPont  Pharma  Representatiw  or  see  Prescribing  Information. 
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Watch  for  The  Sentinel  Program 

in  this  month’s  mail! 


Button  Associates,  the  practice 

management  consulting  firm  endorsed  by 
the  MSNJ,  introduces  The  Sentinel  Program , 
a revolutionary  concept  in  consulting,  that 
provides  you  with  many  of  our  frequently 
needed  services,  conveniently  packaged  at 
one  very  low,  pre-paid  annual  fee.  Watch  for 
our  Sentinel  brochure  and  membership 
application  in  December’s  mail!  Act  quickly! 
Membership  may  be  limited! 


BL1DN 

ASSOCIATES 


(201)  984-1551  • (609)  722-0555 


Remember,  your  specialty  is  health  care,  ours  is  business! 
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EDITOR  S DESK 


MUSINGS 


Yesterday,  October  30,  was  a 
red  letter  day  in  several  ways.  My 
granddaughter  Kelly  was  one  year 
old  and  her  usual  delightful  self. 
Mischief  night  was  quiet,  possibly 
because  of  the  wet,  dank  weather. 
And  the  local  newspaper,  for  the 
first  time  in  many  moons,  had  no 
article  on  health  matters  or  health 
care  reform.  (Of  course,  The  New 
York  Times  had  two  articles.) 

One  of  the  agenda  items  at  the 
meeting  of  the  Committee  on 
Publication  on  October  6,  1993, 
related  to  health  care  reform.  As 
reported  to  the  Medical  Society  of 
New  Jersey  (MSNJ)  Board  of 
Trustees,  a lively  discussion  was 
held  regarding  various  elements 
of  the  subject:  requirements  of  a 
health  care  package;  the  role  of 
organized  medicine  and  citizens; 
opportunities  for  restructuring  in 
health  care;  and  the  challenges  to 
physicians.  Although  there  was  no 
agreement  on  the  advisability  or 
feasibility  of  creating  a special 
issue  devoted  to  the  topic,  we 
welcome  articles  on  the  topic. 
There  will  be  ample  time  for  dis- 
cussion; the  timetable  for  action 
is  months  to  years  away.  Presi- 
dent Clinton’s  presentation  to 
Congress  in  September  1993  was 
modified  during  the  following 
month  and  he  finally  presented 
our  national  electees  with  a 
5%-pound,  1342-page  plan.  This 
is  merely  the  opening  round.  As 
Hillary  Clinton  stated,  the  White 
House  has  “no  pride  of  author- 
ship”; negotiations  are  underway. 

As  you  cogitate  over  the  above 
agenda,  try  to  remember  the  vari- 
ous proposals  by  medical  groups 
and  try  to  relate  them  to  the  Clin- 
ton plan  and  others  devised  by 
the  laity.  They  include  the  Ameri- 
can Medical  Association’s  (AMA) 
Health  Access  America,  which 
most  of  you  have  received; 
MSNJ’s  Health  Access  New 


Howard  D.  Slobodien,  MD 


Jersey,  which  has  been  published 
twice  in  NEW  JERSEY  MEDICINE; 
the  plan  of  the  American  College 
of  Physicians,  reported  in  Annals 
of  Medicine ; the  plan  of  the 
American  Academy  of  Family 
Practice;  the  plan  of  the  Health 
Coalition  of  New  Jersey,  in  which 
MSNJ  played  a large  part;  the 
New  Jersey  Health  Reform  Act  of 
1992;  the  PPO  option  of  the  New 
Jersey  Essential  Health  Services 
Commission,  presented  to  the 
Board  of  Trustees  on  October  17, 
1993;  and  the  position  of  the 
American  College  of  Surgeons. 
We  look  forward  to  your  analyses. 

* * * 

Some  of  you  may  have  noted  a 
recent  news  item  about  the  nam- 
ing of  newborns.  It  seems  that  the 
New  Jersey  State  Department  of 
Health  (NJDOH),  pressured  by 
the  attorney  general’s  office, 
which  was  pushed  by  the  Ameri- 
can Civil  Liberties  Union,  now 
will  allow  neonates  to  be  given 
any  surname  the  parents  wish. 


without  having  to  go  to  court. 
Although  genealogists  and  county 
registrars  bemoan  the  change,  it 
probably  represents  a victory  for 
parents  and  the  public  over  state 
interests.  There  are,  of  course, 
some  proscriptions  on  obscenities 
and  other  designations  considered 
contrary  to  public  interest.  But 
who  will  get  the  castle  and  the 
moat?  And  what  will  we  do  with 
all  the  heraldic  coats-of-arms? 

Other  actions  of  NJDOH  and 
its  commissioner  have  received 
public  opprobrium.  Many  of  us 
can  remember  how  Dr.  Siegel 
championed  the  State  Health 
Plan,  which  proposed  heavy  reg- 
ulatory activities,  severe  cuts  in 
hospital  beds,  closure  of  many 
hospital  pediatric  units  and  some 
hospitals,  among  other  measures. 
It  took  a legislative  override  of 
the  governor’s  veto  to  prevent  the 
plan  from  becoming  mandatory 
and  allowing  the  governor  s office 
to  become  the  de  facto  adminis- 
trator of  hospitals  in  the  state. 

More  recently,  Dr.  Siegel  al- 
lowed logic  to  get  in  the  way  of 
practicality  and  political  reality.  It 
may  be  true  that  there  is  a 
miniscule  chance  of  a health  care 
worker  infected  with  the  HIV 
virus  communicating  the  infection 
to  a patient,  but  public  perception 
and  policy,  which  reflect  that  of 
the  AMA,  require  the  affected 
worker  to  disclose  the  situation  to 
a patient  before  undertaking  any 
invasive  procedure.  The  policy 
should  not  be  changed  to  remove 
this  requirement,  as  Dr.  Siegel 
recommended.  If  it  were,  our 
image  would  deteriorate  further; 
our  name  still  would  be  “mud, 
but  spelled  with  two  d’s.  If  only 
we  could  get  the  “universal  test- 
ing of  hospitalized  patients,  as 
we  requested.  (I  like  Bruce  Siegel 
because  he  is  young  and  ener- 
getic, but,  come  to  think  of  it,  I 
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dislike  him  because  he  is  so 
young  and  energetic.) 

* * * 

Language  changes  continually. 
The  slang  or  the  unacceptable  of 
yesteryear  often  becomes  the  sta- 
ple of  today.  But  I find  it  difficult 
to  accept  some  phrases,  words, 
and  construction.  “I  could  care 
less”  is  not  equivalent  to  the  older 
phrase,  “I  couldn’t  care  less.”  The 
word  “none”  always  takes  the 
singular,  e.g.  “None  of  your  ideas 
is  worth  considering.”  And  the 
modem  buzz-word  “proactive” 
also  is  anathema  to  me — a posi- 
tion, admittedly,  that  flies  in  the 
face  of  much  usage.  But  the  prefix 
“pro”  means:  earlier  than,  prior 
to,  before,  rudimentary,  situated 
before,  located  in  front  of,  an- 
terior to,  projecting,  taking  the 
place  of,  substituting  for,  siding 
with,  advocating,  favoring,  or  sup- 
porting. Had  enough?  How  about 
its  use  as  a precursor,  as  in 
“prodrug?  Instead  of  being 
proactive,  can  t we  lead,  or  ad- 
vocate, or  champion,  or  direct,  or 


propose,  or  spearhead,  or  initiate? 
Is  active  the  opposite  of  reactive 
or  of  passive?  Does  anyone  still 
admire  the  versatility  and  preci- 
sion of  the  English  language? 

* * * 

The  year  1993  should  not 
elapse  without  a mention  of  the 
500th  anniversary  of  the  birth  of 
Theophrastus  von  Hohenheim. 
He  has  been  called  the  first 
medical  scientist  and  the  catalyst 
for  change  from  the  medieval 
medical  world  of  Galenical  princi- 
ples into  the  Renaissance  and 
beyond.  He  was  the  premier 
medical  writer  of  his  time  and  his 
contemporaries  considered  him 
“superior  to  Celsus,”  or 
Paracelsus,  as  he  generally  is 
known. 

Some  other  anniversaries  might 
be  noted.  The  Boston  Tea  Party 
took  place  on  December  16,  220 
years  ago.  Jefferson  took  formal 
possession  of  the  Louisiana 
Purchase  on  December  20,  190 
years  ago.  The  Wright  brothers 
took  wing  on  December  17,  90 


years  ago.  And  60  years  ago,  on 
December  5,  the  21st  amendment 
was  ratified  by  three-fourths  of 
the  states,  repealing  the  18th 
amendment  and  the  National  Pro- 
hibition Enforcement  (Volstead) 
Act,  and  returning  control  of  al- 
coholic beverages  to  the  states — 
and  just  in  time  for  end  of  the 
year  holiday  celebrations. 

My  thanks  to  Gerri,  Nancy,  Joe, 
members  of  the  Committee  on 
Publication  and  the  Editorial 
Board,  and  all  the  others  who 
continue  to  assure  the  quality  of 
New  Jersey  Medicine.  Health, 
happiness,  and  peace  to  you  all. 
□ Howard  D.  Slobodien,  MD 

Ignorant  men  don’t  know 
what  good  they  hold  in  their 
hands  until  they’ve  flung  it 
away. 

Sophocles,  Ajax,  c.447  BC 

People  only  see  what  they 
are  prepared  to  see. 

Emerson,  Journals,  1863 
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Some  of  the  finest 
medical  specialists 
in  Newjersey 
work  in  our 
lending  department. 

But  they  specialize  in  treating  doctors,  not  patients. 

In  fact,  our  Medical  Banking  Group  has  effectively  treated 
Newjersey  physicians  to  well  over  $110  million  in  loans 
and  leases  for  starting  or  expanding  private  practices 
(part  of  a healthy  $512  million  we've  invested  in  the 
health  care  industry) . 

And  along  with  the  money  it  takes  to  afford  those 
practices,  our  Medical  Banking  Group  has  been  providing 
the  financial  advice  it  takes  to  run  them.  Successfully. 

If  that’s  the  way  you’d  like  your  practice  to  run,  call 
Tom  Ferris  at  1-201-646-5858,  or  Norm  Buttaci  at 
1-609-987-3561. 
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A.  re  you  paying  too  much  for  your 
medical  malpractice  insurance? 


If  you're  one  of  the  specialists  shown 
below  and  presently  insured  by  MIIX, 
you  are! 


Specialty 

Potential 

Savings* 

Cardiology 

$1,674 

Emergency  Medicine 

$2,637 

Gastroenterology 

$2,637 

Neurology 

$4,346 

Pathology 

$1,764 

Radiology 

$1,166 

*$1M/3M  Occurrence  Plus  coverage 


Call  our  fully  licensed,  knowledgeable  staff 
to  obtain  complete  details  about  this  cover- 
age and  how  easy  it  is  to  switch. 

Joseph  A.  Britton  Agency,  Inc. 

855  Mountain  Avenue,  Mountainside,  NJ  07092 
908/654-6464 


ACURA 

PRECISION  CRAFTED  PERFORMANCE 

Come  see  it... 
come  drive  it, 
You  can  lease 
it  or  buy  it... 

AT  "NEVER  UNDERSOLD" 
DISCOUNT  PRICES! 

Brand  New  1993  Acura 

• LEGENDS*VIGORS 

• INTEGRAS*NSX's 

Deal  direct  with  Mr.  Catena.  For  your  conve- 
nience, he'll  arrange  for  a demo  presentation  at 
your  office  or  home  in  the  model  of  your  choice. 
Service  Replacement  Cars  available  when  your 
vehicle  is  in  for  our  award-winning  service. 
CALL  TODAY:  1-201-912-9000 


WSkCURA 

243  Route  22  • Springfield,  NJ  • 201-912-9000 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 T4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon’?  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Surgical  treatment  of 
solitary  brain  metastases: 
Monmouth  County  experience 

Allan  J.  Drapkin,  MD 
Clement  H.  Kreider,  Jr,  MD 


The  Monmouth  County  experience  with  resection  of  solitary 
brain  metastases  followed  by  radiotherapy  confirms  that  this 
combined  approach,  in  properly  selected  patients,  results  in 
longer  and  better  quality  of  survival  for  patients  than  with 
radiotherapy  alone. 


When  metastases  from 
extracranial  malig- 
nancies develop  in 
the  brain,  a dramatic 
worsening  in  prognosis  results, 
because  a patient  with  untreated 
brain  metastases  has  an  expected 
survival  of  no  more  than  one 
month.12  The  therapeutic  goal 
should  be  to  provide  the  longest 
possible  survival  with  an  accept- 
able quality  of  life. 

The  management  of  multiple 
brain  metastases  with  a combina- 
tion of  steroids  and  radiotherapy 
is  well  established.  Until  recently, 
significant  controversy  existed  re- 
garding the  optimal  treatment  of 
solitary  brain  metastases.  Re- 
searchers recommended  surgical 
excision  of  accessible  solitary 
brain  metastases  in  patients  with 
an  acceptable  general  medical 
condition,  suggesting  that  this 
treatment,  followed  by  whole 
brain  radiation  therapy,  could  add 
significantly  to  the  prolongation  of 
useful  life.30  Because  the  evi- 
dence available  in  support  of  this 
contention  was  fragmentary,  rec- 
ommendations for  such  sur- 
gery met  resistance.  In  1990, 
Patchell  reported  the  results  of 
the  first  prospective  randomized 
controlled  trial  in  which  the  effec- 
tiveness of  conservative  treatment 


of  solitary  metastases  was  com- 
pared with  the  same  treatment  in 
which  the  metastases  also  were 
surgically  excised.6  Patchell  con- 
cluded that  the  surgically  treated 
patient  lived  longer,  enjoyed  a 
better  quality  of  life,  and  had 
fewer  brain  recurrences. 

Stimulated  by  this  study,  we 
reviewed  our  group’s  experience 
with  surgical  resection  of  solitary 
brain  metastases  for  a 15-year 
period  in  Monmouth  County  to 
evaluate  the  effects  of  this  com- 
bined treatment  at  the  communi- 
ty hospital  level. 


MATERIAL  AND  METHODS 

We  reviewed  the  records  of  pa- 
tients who  had  undergone  crani- 
otomy from  July  1,  1977,  through 
June  30,  1992.  Patients  were 
entered  into  this  study  when 
there  was  a solitary  intraparen- 
ehymal  metastasis  at  craniotomy 
regardless  of  the  disease  status  at 
the  primary  site  or  systemieally. 
Additional  information  was 
gleaned  from  hospital  records, 
vital  statistics  records  of  the  vari- 
ous boroughs  in  the  area,  and 
telephone  contacts  with  primary 
care  physicians,  immediate  rela- 
tives, or  patients. 

PATIENTS 

Patient  characteristics  are  sum- 
marized in  Table  1.  Functional 
independence  of  each  patient  was 
assigned  a Karnofsky  score  (Table 

2)7 


Table  1.  Patient  characteristics. 

Median  age:  60  years 

Range:  30  to  81  years 

Sex:  25  males,  27  females 

Symptoms 

Patients 

Percent 

• Headache 

30.7 

• Seizures 

15.3 

• Progressive  hemiparesis 

15.3 

Karnofsky  rating: 

• 26  patients 

>70 

• 26  patients 

<70 

Location  of  metastases 

• Supratentorial 

39 

(75) 

• Infratentorial 

13 

(25) 
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Table  2.  Kamofsky  rating. 

Rating 

100 

Normal;  no  complaints,  no  evidence  of  disease. 

90 

Able  to  carry  on  normal  activity,  minor  symptoms. 

80 

Normal  activity  with  effort,  some  symptoms. 

70 

Cares  for  self,  unable  to  carry  on  normal  activity. 

60 

Requires  occasional  assistance,  cares  for  most  needs. 

50 

Requires  considerable  assistance  and  frequent  care. 

40 

Disabled,  requires  considerable  assistance  and  frequent  care. 

30 

Severely  disabled,  hospitalized,  death  not  imminent. 

20 

Very  sick,  active  supportive  treatment  needed. 

10 

Moribund,  fatal  processes  are  rapidly  progressing. 

The  diagnosis  of  primary  can- 
cer outside  the  central  nervous 
system  had  been  established  prior 
to  the  diagnosis  of  the  brain 
metastases  in  26  patients.  In  8 
patients,  the  primary  cancer  and 
the  solitary  brain  metastasis  were 
diagnosed  during  the  same 
hospital  admission.  In  3 patients, 
the  primary  lesion  was  detected 
at  varying  times  after  the 
craniotomy.  No  primary  lesion 
could  be  found  after  adequate 
workup  in  the  remaining  15  pa- 
tients (29.4  percent).  The  primary 
sources  of  malignancy  are  de- 
tailed in  Table  3. 

In  1977,  the  principal  diag- 
nostic tools  were  radionuclide 
brain  scanning  and  cerebral 
angiography.  With  the  introduc- 
tion in  Monmouth  County  of 
computerized  tomography  (CT) 
and  magnetic  resonance  imaging 
(MRI),  the  diagnostic  workup 
shifted  to  these  imaging  tech- 
niques, markedly  increasing  the 
diagnostic  capability  and  decreas- 
ing the  need  for  invasive 
neurodiagnostic  studies. 

Treatment  of  the  52  patients  is 
summarized  in  Table  4.  Dex- 
amethasone  in  a dose  of  4 mgm 
every  6 hours  intravenously  was 
started  as  soon  as  the  diagnosis 
was  established  and  continued  for 
at  least  48  hours  after  surgery.  It 
was  tapered,  thereafter,  in  a 
gradual  fashion  over  6 to  10  days, 
unless  the  radiation  therapist 


recommended  withholding  the  ta- 
pering of  the  dexamethasone  until 
the  completion  of  the  radiation 
treatment.  The  extent  of  resection 
was  dictated  by  the  functional 
significance  of  the  areas  of  the 
brain  involved,  such  as  those  in- 
volved in  speech  or  vision,  and  by 
the  ease  of  defining  tumor  mar- 
gins from  surrounding  eloquent 
brain  tissue,  i.e.  that  which,  if 
damaged,  would  produce  an  ob- 
servable neurological  deficit,  such 
as  impairment  of  strength,  vision, 
speech,  or  memory. 

Because  radiotherapy  was 
given  at  various  institutions  and 
by  different  specialists,  the  total 
dosages  and  fractionation  plans 
were  varied  and  did  not  permit  us 
to  draw  any  conclusion  regarding 
optimal  dosage  and/or  fractiona- 
tion. Chemotherapy  also  could 
not  be  studied  in  a meaningful 
way  because  only  a minimal 
proportion  of  patients  received 
this  treatment  and  the  chemo- 
therapeutic agents  varied  widely. 

RESULTS 

The  median  survival  of  patients 
following  craniotomy  is  sum- 
marized in  Table  5.  Operative 
mortality,  defined  as  death  within 
30  days  from  surgery,  occurred  in 
one  patient.  The  significance  of 
the  difference  in  survival  noted 
for  those  treated  with  and  without 
radiotherapy  after  craniotomy  is 
clouded  by  the  fact  that  in  some 


of  the  patients  not  receiving 
radiotherapy,  this  treatment  was 
withheld  either  because  the  pa- 
tients failed  to  improve  their  neu- 
rological condition  after  craniot- 
omy or  because  the  patients 
showed  such  a rapid  decline  in 
their  general  condition  during  the 
14  to  21  days  following  surgery 
(the  period  routinely  allowed  to 
permit  wound  healing  and  prior 
to  the  start  of  the  radiotherapy) 
that  this  therapy  was  considered 
futile.  This  resulted  in  a dis- 
proportionately poorer  outcome 
for  this  group.  The  quality  of  life 
of  the  survivors  is  summarized  in 
Table  6. 

DISCUSSION 

The  frequency  with  which  ce- 
rebral metastases  is  detected  in 
autopsy  series  of  cancer  patients 
varies  between  15  and  30  per- 
cent.89 Improvement  in  early 
diagnosis  and  treatment  of  cancer 
has  resulted  in  increasing  survival 
time  of  patients  harboring  various 
forms  of  malignancy,  including 
some  forms  that  have  an  in- 
creased likelihood,  during  their 
clinical  course,  of  metastatic 
spread  to  other  organs.  Once 
brain  metastases  occur,  the  me- 
dian survival  from  the  time  of 
diagnosis,  for  untreated  patients, 
is  one  month.2  Use  of  cor- 
ticosteroids doubles  survival  time 
by  controlling  brain  edema  sur- 
rounding the  tumor.  The  addition 
of  radiation  therapy  increases  the 
median  survival  to  three  or  four 
months.611  While  many  patients 
die  from  disseminated  metastatic 
disease,  in  a substantial  propor- 
tion of  them,  death  is  the  direct 
result  of  inexorable  growth  or  re- 
currence of  brain  metastases. 

The  use  of  corticosteroids  com- 
bined with  radiation  therapy  is 
the  current  standard  of  treatment 
for  multiple  brain  metastases; 
single  brain  metastases  of  known 
radiosensitive  primary  tumors, 
e.g.  oat  cell  carcinoma  of  the  lung, 
germ  cell  tumors;  and  single  brain 
metastases  that,  by  location,  are 
not  amenable  to  safe  surgical  ex- 
cision. Until  recently,  uncon- 
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Table  3.  Duration  of  postoperative  survival  according  to  primary  tumor  types. 

Primary  tumor 

Lung 

Number  of  cases 
(%) 

19  (37.3) 

Median  survival 
(range) 

4 months 

(1 1 days-41  months) 

Cases  surviving 
1 year  or  more 

5 

Genitourinary 

6 

(11.8) 

17.5  months 
(1  month-25  months) 

4 

Breast 

5 

(9.8) 

8 months 

(1  month-37  months) 

2 

Gastrointestinal 

5 

(9.8) 

7 months 

(1  month-9  months) 

0 

Melanoma 

1 

(2.0) 

4 months 

0 

Unknown 

15 

(29.4) 

8 months 

(1  month-103  months) 

7 

Total 

51 

(100) 

5.5  months 

(1 1 days-103  months) 

18 

Table  4. 

Treatment  of  patients. 

Number 
of  patients 

Percent 

Surgical 

1.  Tumor  resection: 

• Gross  total  removal 

36 

69.2 

• Subtotal  removal 

10 

19.2 

• Partial  removal  or  biopsy 

6 

11.5 

2.  Reoperation  for 
persistent  or  recurrent 
lesion 

4 

7.7 

3.  Shunt  for 
hydrocephalus 

5 

9.6 

Medical 

1 . Pre-  and  postoperative 
steroids 

52 

100.0 

2.  Postoperative 
radiotherapy 

42 

80.8 

3.  Chemotherapy 

12 

23.1 

trolled  retrospective  studies  re- 
garding the  effectiveness  of 
surgical  resection  of  single  brain 
metastasis  yielded  conflicting  re- 
sults in  the  literature.4,5,12  Nonran- 
domized  studies  could  not  resolve 
the  issue  because  patients  select- 
ed for  surgical  treatment  usually 
were  those  with  more  localized 
disease  and  better  general  con- 
dition than  those  selected  for 
radiotherapy  alone,  resulting  in 
two  noncomparable  populations. 

In  an  attempt  to  compare  our 
results  to  those  obtained  by 
Patched,  we  analyzed  all  our  pa- 
tients conforming  to  Patchell’s 


criteria.6  Our  patients  with  a 
pathologically  diagnosed  malig- 
nancy prior  to  the  diagnosis  of  the 
brain  metastasis,  who  had  a func- 
tional Karnofsky  rating  of  70  or 
more  and  who  did  not  require 
immediate  treatment  to  prevent 
acute  neurological  deterioration, 
made  up  a group  of  14  patients 
who  had  a median  length  of 
survival  of  44.5  weeks.  This  es- 
sentially is  no  different  from  the 
40  weeks  recorded  in  Patchell’s 
study.  In  Patehells  report,  less 
than  10  percent  of  patients 
survived  more  than  90  weeks, 
while  5 of  our  14  patients  (35.7 


percent)  survived  more  than  90 
weeks.  Although  the  size  of  our 
study  group  is  too  small  to 
provide  any  statistically  mean- 
ingful differences,  our  findings 
support  the  conclusions  of 
Patehell  s study,  compared  with  a 
median  length  of  survival  of  15 
weeks  in  those  patients  treated 
with  radiotherapy  alone.  The 
Monmouth  County  study  also 
confirms  previous  reports  of  the 
adverse  effect  on  survival  of  dis- 
ease activity  at  the  primary  site  or 
systemically  at  the  time  of  detec- 
tion of  the  brain  metastases,  as 
well  as  the  positive  effect  of  a 
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Table  5.  Results. 


Category 

Overall 

Surgery  and  radiotherapy 
Surviving  1 year  or  more 

Surgery  without  radiotherapy 
Surviving  1 year  or  more 

No  disease  activity  at  primary 
site  or  systemically 


Number  of  cases 

Median  survival 

(%) 

time  (months) 

51 

(100.0) 

5.5 

41 

(80.4) 

13.0 

15 

(36.6) 

10 

(19.6) 

5.0 

1 

(10.0) 

29 

(56.9) 

9.0 

9 

(17.6) 

4.0 

12 

(23.5) 

4.0 

1 

(2.0) 

1.0 

Disease  activity  at  primary  site 

Disease  activity  systemically 

Disease  activity  at  primary  site 
and  systemically 

Perioperative  mortality 


Table  6.  Quality  of  life 


following 

craniotomy. 

Category 

Number 
of  cases 

Karnofsky  rating  >70 
at  diagnosis 

26 

Karnofsky  rating  >70 
postoperatively 

32 

Karnofsky  rating  >70  20 

at  6 months  postoperative 

Living  at  completion 
of  study 

Karnofsky  rating  >70 

6 

5 

good  activities  of  daily  living  func- 
tional rating  at  the  time  of  diag- 
nosis.31’ Although  not  absolute, 
the  selection  criteria  for  surgery 
should  include:  accessible  loca- 
tion of  the  single  metastasis;  a 
medical  condition  compatible 
with  functional  survival;  known 
resistance  to  radiation  therapy  by 
the  malignant  primary  lesion; 
absence  or  control  of  disease  at 
the  primary  site  or  systemically; 
and  a reasonable  level  of  function 
at  the  time  of  diagnosis. 

SUMMARY 

Our  experience  in  Monmouth 
County  with  surgical  resection  of 
single  brain  metastases  followed 
by  whole  brain  radiotherapy  con- 
firms the  findings  of  a recent 


1 


prospective  randomized  con- 
trolled study  of  this  problem  and 
demonstrates  that  patients  treated 
with  surgical  resection  followed 
by  whole  brain  radiation  live 
longer  and  have  a better  quality 
of  life  than  those  patients  treated 
with  radiotherapy  alone.  Best  re- 
sults are  attainable  if  there  is  no 
evidence  of  disease  activity  at  the 
primary  site  or  systemically  at  the 
time  the  brain  metastasis  is 
diagnosed.  B 

Drs.  Drapkin  and  Kreider  are  affiliated 
with  the  Departments  of  Surgery,  Sec- 
tion of  Neurosurgery,  Jersey  Shore 
Medical  Center,  Monmouth  Medical 
Center,  and  Riverview  Medical  Center. 
The  paper  was  submitted  in  March 
1993  and  accepted  in  July  1993.  Ad- 
dress reprint  requests  to  Dr.  Drapkin, 
1398  Highway  35,  Ocean,  NJ  07712. 

Commentary.  When  does  a 
putative  treatment  become  stan- 
dard of  practice?  Does  publica- 
tion of  results  of  a statistically 
valid,  randomized,  controlled 
clinical  trial  in  a peer-reviewed 
journal  confer  legitimacy?  Does 
a confirmatory  study,  albeit  not 
randomized  or  controlled,  lend 
sufficient  credence  to  persuade 
that  the  “new”  approach  is  truly 
superior? 

The  report  by  Drs.  Drapkin 
and  Kreider  indicates  that  resec- 
tion of  solitary  brain  metastases, 
followed  by  radiotherapy,  in 


selected  cases,  provides  im- 
proved survival  compared  with 
radiotherapy  alone.  But  this 
study  was  not  randomized  or 
controlled;  thus,  such  a compari- 
son is  speculative,  not  rigorously 
proved. 

Nevertheless,  the  results  com- 
pare favorably  with  those  ob- 
tained by  Patchell,  in  a ran- 
domized, controlled  study. 

Does  this  mean  that  all  ap- 
propriate New  Jersey  patients 
with  solitary  brain  metastases 
should  be  subjected  to  craniot- 
omy and  resection  prior  to 
administering  radiotherapy? 
Would  failure  to  select  this  ap- 
proach constitute  treatment 
below  the  standard  of  care? 
Would  patients  declining  sur- 
gery, in  this  context,  be  making 
a poor  choice  among  therapeutic 
options? 

Practice  patterns  develop,  in 
part,  in  response  to  the  avail- 
ability' of  capable  physicians  to 
undertake  the  treatment.  In  this 
sense,  therapeutic  opportunity 
depends  on  the  availability  and 
willingness  of  a competent  neu- 
rosurgeon to  perform  the  sur- 
gery. In  the  latter’s  absence,  how 
may  the  clinician  proceed?  □ 
Alan  J.  Lippman,  MD 
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Heroes  in 
health  care: 

Yesterday  and  today 

George  J.  Hill,  MD 


In  a speech  to  the  attendees  of  the  Annual  Awards  dinner  of 
the  Academy  of  Medicine  of  New  Jersey,  the  author  reminds 
physicians  to  have  the  courage  necessary  for  the  tasks  at  hand 
and  to  learn  from  the  medical  heroes  of  yesterday  and  today. 
Physicians  should  be  prepared  to  be  heroes. 


I have  a simple  message: 
“Thanks  to  the  heroes  of 
health  care.  Remember  the 
heroes,  and  support  and  en- 
courage them.  Be  prepared  to  be 
one,  too.  Our  heroes  today  in- 
clude those  who  work  with  pa- 
tients with  AIDS  and  other  infec- 
tions, and  those  who  risk  their 
lives  in  every  encounter.  They  are 
physicians  and  nurses  in  our 
emergency  rooms,  where  the  vio- 
lence of  the  streets  is  only  a step 
away.  They  are  the  emergency 
medical  technicians  (EMTs)  who 
are  in  the  streets  with  the  flames 
and  the  bullets.  They  are 
paramedics  who  fly  in  bad  weath- 
er into  emergency  landing  zones. 
They  are  physicians  and  nurses 
under  stress,  who  must  fight  fear 
for  their  own  safety  to  treat  the 
sick  and  wounded.  I can  look 
back  into  New  Jersey’s  history  for 
examples  of  heroism. 

Remember  Dr.  William  Bur- 
net, a patriot  of  the  American 
Revolution.  His  home  stood  on 
Broad  Street  in  Newark,  where 
Lincoln  Park  now  stands.  He  was 
condemned  by  the  British  and  his 
library  was  confiscated.  But  he 
survived  to  sire  other  patriots. 
One  son  was  the  first  governor  of 
Texas  and  another  son  wrote 
Ohio’s  constitution.  Alexander 


Hamilton  was  brought  to  Dr. 
Burnet’s  home  after  Aaron  Burr 
shot  him  in  Weehawken. 

Remember  General  Hugh  Mer- 
cer, who  gave  his  life  at  the  battle 
of  Princeton  to  help  make  New 
Jersey  free.  Dr.  Mercer  was  a 
physician— a graduate  of  the  Uni- 
versity of  Edinburgh  School  of 
Medicine.  The  oak  tree  where  he 
lay  dying  after  he  led  General 
Washington’s  troops  to  their  first 
victory  is  still  standing.  And  you 
can  look  into  the  bedroom  where 
he  was  attended  by  Dr.  Benjamin 
Rush  of  Philadelphia. 

Remember  these  heroes  when 
you  pass  by  Burnet  Avenue  in 
Maplewood  and  when  you  drive 
through  Princeton.  Help  keep 
their  memories  alive. 

Clara  Barton  was  a hero  to  New 
Jersey  and  to  the  world.  To  be  a 
nurse  on  the  battlefield  of  the 
Civil  War  required  courage 
beyond  imagination.  We  certainly 
can  admire  her  physical  courage. 
She  also  had  great  strength  of 
character.  Clara  Barton  needed 
that  to  establish  the  American 
Red  Cross,  America’s  fourth 
largest  charitable  organization. 
She  proved  her  moral  courage  in 
New  Jersey.  Hired  to  be  the  first 
teacher  in  a public  school  in  this 
state — you  can  still  see  the 


sehoolhouse  in  Bordentown  — her 
contract  was  not  renewed  because 
she  was  a woman.  But  she 
survived  that  crushing  blow.  She 
now  is  honored  by  face  and  by 
name  on  the  Governor’s  Gold 
Medal  for  Health  Care  Achieve- 
ment, which  was  awarded  this 
year  to  Dr.  Larry  Ettinger. 

While  Clara  Barton  was  found- 
ing the  American  Red  Cross,  we 
were  engaged  in  the  Spanish- 
American  War.  Once  again,  a 
New  Jerseyan  became  a hero.  Dr. 
Walter  Reed  s team  had  shown 
that  yellow  fever  was  transmitted 
by  mosquitoes,  and  that  the  ex- 
perimental transmission  was  not 
always  fatal.  The  question  was 
asked,  “Could  a single  bite  by  an 
infected  mosquito  produce  a 
minimal  but  immunizing  infec- 
tion?’ Dr.  William  Gorgas  asked 
for  volunteers  and  paid  them 
enough  to  make  it  attractive,  in 
spite  of  the  risk.  One  of  his  nurses 
was  Clara  Maass,  a graduate  of 
the  Newark  German  Hospital’s 
nursing  school.  She  had  been  an 
Army  nurse  in  the  Philippines 
during  the  Spanish-American 
War  and  she  now  was  with  the 
Army  in  Cuba.  Her  farming  fami- 
ly in  Livingston  was  dirt  poor  and 
she  saw  this  as  an  opportunity  to 
send  extra  money  home.  We 
know  from  her  letters  that  she 
understood  the  risk.  After  at  least 
two  attempts  to  inoculate  her.  Dr. 
Gorgas  finally  succeeded,  but  she 
did  not  become  immune.  Instead, 
she  sickened  and  died  of  yellow 
fever.  Dr.  Gorgas  stopped  the  ex- 
periments after  he  telegraphed 
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the  sad  news  home  to  her  parents. 
Dr.  Gorgas  then  vowed  to 
eliminate  yellow  fever  by  destroy- 
ing the  breeding  places  of  the 
mosquito.  Cuba,  and  then 
Panama,  became  free  of  yellow 
fever  and  nearly  free  of  malaria, 
too.  The  Panama  Canal  then 
could  be  built.  Dr.  Gorgas  be- 
came the  surgeon  general  of  the 
Army  during  World  War  I.  He  is 
buried  at  Arlington  Cemetery. 
Clara  Maass  has  come  back,  too. 
She  is  buried  in  Fairmont  Cem- 
etery in  Newark,  with  her 
parents,  near  the  fence  on  South 
Orange  Avenue.  Her  memory  is 
preserved  by  the  hospital  that  was 
renamed  in  her  honor.  Clara 
Maass  was  a hero  who  gave  her 
life  for  her  family,  and  for  us  all. 

Times  change,  and  everyone  is 
not  called  upon  to  risk  life  or  limb 
as  a health  care  worker.  Dr. 
Mercer  and  Clara  Maass  died  as 
heroes,  while  Dr.  Burnet  and 
Clara  Barton  were  heroes  in  war 
but  survived.  In  New  Jersey’s 
third  century,  a different  type  of 
hero  is  needed,  and  we  see  them 
all  around  us.  It  is  not  easy  to  take 
care  of  the  sick  who  are  poor,  and 
the  poor  who  are  sick.  There  can 
be  grave  risks  for  health  care 
providers.  The  rewards  some- 
times may  be  only  in  heaven,  if 
at  all.  The  trauma  specialists  and 
EMTs  are  on  the  front  line.  They 
are  sometimes  close  to  armed, 
unhappy,  and  violent  patients, 
and  their  patients  friends  and 
enemies.  Our  nurses  and  doctors 
sometimes  treat  HIV-positive  pa- 
tients who  are  demented  and  out 
of  control.  Our  best  efforts  are 
sometimes  misunderstood,  when 
there  is  a culture  gap  between 
patient  and  provider. 

No  one  saw  this  better,  and  no 
one  has  described  it  better,  than 
New  Jersey  s own  Dr.  William 
Carlos  Williams.  You  can  re- 
member him  by  standing  in  the 
streets  of  row  houses  in  his 
beloved  Paterson,  for  which  he 
named  his  great  epic  poem.  Visit 
his  neighborhood  or  his  home  at 
9 Ridge  Road  in  Rutherford,  or 
his  hospital,  General  Hospital 


Center  at  Passaic.  As  a poet,  Dr. 
Williams  was  a fierce  rival  of  e.e. 
cummings  and  T.S.  Eliot.  Few 
American  writers  have  captured 
the  essence  of  dignity  in  poverty. 
He  did  it  for  the  poor  immigrants 
of  New  Jersey,  as  John  Steinbeck 
did  it  for  the  migrant  laborers  of 
the  South  and  West.  Some 
honors,  such  as  the  Pulitzer  Prize, 
came  to  him  so  late  in  life  that, 
in  effect,  they  passed  him  com- 
pletely. Why?  Because  what  he 
said,  and  how  he  said  it,  was  too 
frank  for  many  of  his  contem- 
poraries. He  was— as  all  of  us  are 
to  some  extent — a voyeur;  he  was 
mischievous,  hungry,  and  pas- 
sionate. He  had  great  warmth  and 
compassion  for  the  poor,  and  for 
those  who  were  not  born  lucky. 
He  was  their  friend  and  their  doc- 
tor. He  climbed  the  steps  of  the 
tenements  in  the  dark  to  deliver 
babies  by  candlelight.  He  was  ter- 
rified when  he  did  it,  and  was  full 
of  sweat  and  exhausted,  when  it 
was  over.  His  brother  disowned 
him  because  he  thought  the 
poetry  was  vulgar,  and  Dr.  Wil- 
liams was  so  modest  about  his 
doctoring  that  it  is  hard  to  find  a 
written  record  of  his  impact  as  a 
physician.  But  his  stature  grows 
steadily  and,  I think,  he  is  going 
to  be  recognized  as  the  premier 
New  Jersey  health  care  hero  of 
the  20th  century.  He  risked  not 
only  his  life,  but  his  health  and 
his  reputation.  He  did  this  on 
behalf  of  thousands  of  patients 
and  all  of  the  poor  people  who 
have  no  voice — except  through 
the  pen  of  a great  writer. 

Within  the  past  few  months  we 
have  read  of  other  heroes  in 
health  care,  who  gave  their  lives 
in  service:  from  gunshots  in  the 
emergency  room  at  the  Los  An- 
geles County  Medical  Center  and 
at  an  abortion  clinic  in  Pensacola, 
Florida. 

And  let  us  pay  tribute  now  to 
the  dedicated  New  Jersey  physi- 
cian who  was  driving  to  work  in 
March  after  the  “blizzard  of  the 
century,”  because  he  knew  he 
would  be  needed  at  Hackensack 
Medical  Center.  He  was  to  cover 


for  another  doctor  who  could  not 
get  to  the  hospital  through  the 
snow.  Dr.  Michael  Booker  died 
after  his  car  crashed  on  that  auto- 
mobile trip.  Remember  him. 

I would  like  to  close  with  this 
final  thought.  You  never  will 
know  when  what  you  are  asked  to 
do,  or  what  you  have  the  op- 
portunity to  do,  may  require 
physical  courage  or  moral 
courage.  It  may  be  a single  act, 
or  a lifetime  of  work.  But  which- 
ever it  is,  or  whenever  it  is,  I pray 
that  when  the  time  comes  each  of 
us  will  find  the  courage  we  need, 
remembering  the  examples  of 
Drs.  Burnet,  Mercer,  and  Wil- 
liams, Barton  and  Maass,  and  of 
Dr.  Michael  Booker.  ■ 


Dr.  Hill  is  professor  of  surgery  and 
chief,  Division  of  Surgical  Oncology, 
UMDNJ-New  Jersey  Medical  School. 
Dr.  Hill  presented  this  address  at  the 
Academy  of  Medicine  of  New  Jersey 
Annual  Awards  Dinner  in  May  1993. 
Address  reprint  requests  to  Dr.  Hill, 
UMDNJ-New  Jersey  Medical  School, 
185  South  Orange  Avenue,  University 
Heights,  Newark,  NJ  07103-2714. 
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New  Reduced 
Premium  Rates 
With  Full 
Hospitalization, 
From  The  MSNJ 
Health  Care  Plan. 


The  MSNJ  Health  Care  Plan  has  reduced  its  premium  rates  by  10  percent, 
with  full  hospitalization  coverage  maintained.  In  spite  of  rising  health  care 
costs,  this  reduction  follows  three  consecutive  renewals  with  no  change 
in  premium  rates.  Now  is  the  right  time  to  take  a look  at  the  special 
features  the  MSNJ  Health  Care  Plan  offers  you  and  your  employees: 


■ Full  plan  benefits  in  New  Jersey  Blue  Cross 
network  and  non-network  hospitals 

■ Full  plan  benefits  for  special  condition  hospitals 

■ Full  coverage  while  traveling  at  home  or  abroad 

■ Full  coverage  for  unmarried  dependent  children  to  age  23 

■ Continuance  of  coverage  for  retirees,  widows  and  widowers 

■ Optional  dental  coverage  available 

■ Dedicated  staff  of  professionals  providing  enrollment, 
billing  and  claims  submissions  assistance 


For  more  information,  please  call 
Jean  Wasielczyk,  Assistant  Vice  President, 

Donald  F.  Smith  & Associates 

3120  Princeton  Pike,  P.O.  Box  6509,  Lawrenceville,  NJ  08648-0509 
Telephone  (609)  895-1616  “(800)  227-6484 


(DONALD  E SMITH 


IQJ  ASSOCIATES) 
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Medical  history: 

A letter  written 
two  centimes  ago 

Barbara  S.  Irwin,  MLS 


A letter  of  credentials  dated  May  3,  1791,  belonging  to  Dr.  John 
Cooper,  was  purchased  for  the  New  Jersey  Medical  History 
Collection  at  the  Department  of  Special  Collections,  UMDNJ 
Libraries.  The  letter  reminds  us  of  changes  in  medical 
education  and  in  medical  practices. 


In  1794,  Dr.  John  Cooper 
(1765-1851)  of  New  Jersey 
moved  his  medical  practice 
across  the  Delaware  River 
to  Easton,  Pennsylvania.  A few 
years  earlier.  Dr.  Cooper  had  re- 
ceived his  credentials  in  a letter 
from  the  Medical  Society  of  New 
Jersey  (MSNJ).  Signed  hv  Dr. 
John  Griffith,  a Society  founder 
and  then  president,  on  May  3, 
1791,  the  letter  stated  that  Dr. 
Cooper  “hath  been  a Practitioner 
of  physic  & Surgery  in  this  State 
and  that  in  each  character  he  hath 
been  esteemed  useful  and  re- 
putable. The  letter  also  is  signed 
by  MSNJ  Secretary  Dr.  Francis 
Bowers  Sayre  (1766-1798),  who 
died  during  the  yellow  fever 
epidemic  in  Philadelphia  at  the 
age  of  32.  The  letter  helped 
establish  Dr.  Cooper’s  reputation 
and  practice  in  Easton.  Eventual- 
ly, he  became  Easton’s  leading 
physician  and  an  integral  part  of 
his  adopted  community.1 

The  handwritten  letter  of  cre- 
dentials recently  was  purchased 
by  a New  England  bookseller 
from  the  Cooper  family  and  of- 
fered to  the  Department  of 
Special  Collections  of  the  Univer- 
sity of  Medicine  and  Dentistry  of 
New  Jersey  (UMDNJ)  Libraries 
(Figure).  The  letter  was  pur- 


chased for  the  New  Jersey 
Medical  History  Collection  with 
funds  from  the  Morris  H.  Saffron, 
MD  endowment.  The  document 
now  is  the  oldest  item  in  that 
collection  and  one  that  is  an  in- 
teresting representative  of  the 
medical  profession  two  centuries 
ago. 

In  a time  when  few  doctors  in 
the  United  States  were  formally 
trained  in  universities,  Dr. 
Cooper  undertook  the  study  of 
medicine  as  an  apprentice,  “read- 
ing medicine  with  local  physi- 
cians. “Reading  medicine”  lasted 
five  to  seven  years  and  involved 
studying  the  books  in  a physi- 
cian s library,  observing  treatment 
of  patients,  collecting  bills,  and 
performing  tasks  such  as  caring 
for  the  physician’s  horse.2 

Dr.  Cooper  first  read  medicine 
with  Dr.  Caleb  Halstead  (1752- 
1827)  of  Connecticut  Farms,  now 
Springfield,  who  was  known  as  a 
“theoretical  and  practical  physi- 
cian.” He  next  apprenticed  with 
Dr.  Melancthon  Freeman  (1746- 
1806)  of  Piscataway,  a former 
surgeon  of  state  troops  in  the 
Revolutionary  War.  Dr.  Cooper  s 
medical  training  was  completed 
under  the  tutelage  of  two  New 
York  City  physicians,  Drs. 
Richard  Bailey  and  Wright  Post. 


In  1787,  Dr.  Cooper  received  a 
license  to  practice  in  New  Jersey 
conferred  by  MSNJ  and  he  be- 
came a member  of  the  Society.3 

The  third  generation  of  the 
Cooper  family  in  America,  John 
was  born  on  March  24,  1765,  in 
Long  Hill.  His  father,  Daniel,  was 
a prominent  landowner  and 
farmer  who  also  served  various 
terms  as  county  sheriff,  judge  of 
common  pleas,  and  justice  of  the 
peace.  Dr.  Cooper’s  mother,  Ann 
Cross,  daughter  of  the  first 
minister  of  the  Basking  Ridge 
Presbyterian  Church,  was  one  of 
Daniel  s six  wives,  to  whom  were 
born  a total  of  six  sons  and  five 
daughters.4 

In  1794,  Dr.  Cooper  was  ap- 
pointed surgeon,  Third  Regiment 
of  the  Northampton  Brigade  of 
the  Militia  of  the  Commonwealth 
of  Pennsylvania.  He  married 
Mary  Erwin  in  1798;  a son  and 
four  daughters  were  born  to  the 
couple,  whose  marriage  endured 
more  than  50  years  until  the 
physician’s  death.  In  addition  to 
a thriving  medical  practice,  Dr. 
Cooper  continued  the  family  tra- 
dition of  civic  responsibility  by 
serving  as  an  associate  judge  of 
common  pleas  for  more  than  40 
years.5 

Among  Cooper  family  papers  is 
evidence  of  the  esteem  with 
which  Dr.  Cooper  was  regarded 
by  his  colleagues  in  the  medical 
community  in  a career  spanning 
50  years.  Such  proof  is  in  cor- 
respondence with  some  major 
medical  figures  of  the  period, 
such  as  Dr.  Samuel  D.  Gross 
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Figure.  A copy  of  Dr.  Cooper’s  handwritten  letter  of  credentials,  dated  May 
3,  1791,  and  signed  by  Dr.  John  Griffith  and  Dr.  Francis  Sayre. 


many  years  a large  portion  of  the 
most  difficult  cases  were  visited 
by  him  in  consultation  with 
others.  . . . He  was  heroic  in  his 
treatment  and  strong  in  his  con- 
victions as  to  methods  of  cure.  He 
believed  in  calomel  and  venesec- 
tion. . . . He  was  bold  in  the  use 
of  the  lancet.  . . .”3 

Two  centuries  later.  Dr.  John 
Cooper’s  letter  of  credentials 
emerges,  reminding  us  of  the 
changes  in  medical  education, 
medical  practices,  and  the  life  of 
a fine  physician  who  dedicated 
himself  to  the  service  of  his 
profession  and  community.  I 
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(1804-1854),  formerly  of  Easton, 
who  was  a professor  of  surgery  at 
Jefferson  Medical  College  and 
was  recognized  as  the  greatest 
American  surgeon  of  his  time.6 
Dr.  Cooper  also  exchanged  letters 
with  Dr.  Benjamin  Rush  (1745- 
1813),  a signer  of  the  Declaration 
of  Independence,  and  with  Dr. 
Caspar  Wistar  (1760-1818),  who 
taught  anatomy  at  the  University 
of  Pennsylvania.  That  John 


VOL.  90-NUMBER  12  DECEMBER  1993 


Cooper  had  indeed  become  a 
respected  and  distinguished  phy- 
sician was  proved  in  1829  when 
the  University  of  Pennsylvania 
awarded  him  an  honorary  medical 
degree. 

A description  of  Dr.  Cooper  as 
a practitioner  appears  in  Stephen 
Wickes’  History  of  Medicine  in 
New  Jersey  and  of  its  Medical 
Men:  “His  reputation  for  skill  in 
his  profession  was  such  that  for 
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Action  myoclonus  after 
cerebral  anoxia 


Ali  H.  Rizvi,  MD 
Monroe  S.  Karetzky,  MD 


Action  myoclonus  may  occur  following  an  episode  of  cerebral 
ischemia.  Action  myoclonus  differs  from  other  forms  of 
myoclonus  by  being  a specific  movement  disorder  for  which 
there  is  effective  treatment  that  will  restore  a normal  quality  of 
life  for  patients. 


Intention  myoclonus  (Lance- 
Adams  syndrome),  first 
described  in  1963,  is  a well- 
recognized  entity  in  neurol- 
ogy.1 It  is  a movement  disorder 
following  an  episode  of  cerebral 
hypoxia  consisting  of  abrupt,  jerk- 
ing, shocklike  movements  of  the 
body  or  limbs.  Its  most  effective 
stimulus  is  active  muscle  contrac- 
tion, particularly  when  coordi- 
nated movement  is  attempted. 
The  jerks  can  occur  as  a startle 
response  and  spontaneously  in  an 
irregular  and  unpredictable  pat- 
tern, but  some  patients  dem- 
onstrate a diurnal  rhythm.  A 
survey  of  the  literature  at  a work- 
shop on  cerebral  hypoxia  in  1978 
yielded  59  cases.2  This  report  re- 
views various  therapeutic  strate- 
gies and  pathophysiologic  mech- 
anisms of  action  myoclonus.  A 
case  report  will  be  presented  with 
an  emphasis  placed  on  the  prog- 
nosis. 

CASE  REPORT 

A 31 -year-old  Hispanic  male 
was  seen  in  the  emergency  room, 
having  been  intubated  “in  the 
field”  after  being  found  unre- 
sponsive. A history  of  cocaine  and 
heroin  sniffing  as  well  as  an  al- 
cohol binge  for  the  preceding  24 
hours  was  obtained.  On  presenta- 


tion, the  patient  was  responsive 
only  to  painful  stimuli.  He  then 
had  a generalized  seizure  and  was 
started  on  intravenous  Dilantin^ 
and  phenobarbital.  A computed 
tomography  (CT)  scan  of  the  brain 
was  unremarkable.  During  the 
next  48  hours,  the  patient  became 
responsive  and  exhibited  violent 
jerky  movements  of  the  limbs  and 
trunk  initiated  by  auditory  and 
tactile  stimuli,  e.g.  taking  pulse 
and  blood  pressure.  The  muscle 
tone  was  otherwise  normal  and 
there  were  no  other  abnormal 
neurological  signs.  The  myo- 
clonus was  partially  suppressed 
by  diazepam.  The  patient  was 
alert  and  oriented  by  hospital  day 
4.  The  myoclonic  jerks  were  ob- 
served to  be  aggravated  by  volun- 
tary movements.  The  electro- 
encephalogram (EEG)  was  unre- 
markable except  that  the  patient 
exhibited  muscle  artifact  (myo- 
clonus) on  auditory  and  visual 
evoked  potentials.  Phenobarbital 
was  discontinued.  The  oral  Dilan- 
tin* dose  was  decreased  and  both 
valproic  acid  and  clonazepam 
were  started.  The  patient  im- 
proved rapidly  on  this  regimen. 

Within  two  weeks,  the  myo- 
clonus in  the  upper  extremity  had 
almost  disappeared  and  the  pa- 
tient could  feed  himself.  The  jerk- 


ing movements  occurred  only 
after  walking  unassisted  without 
ataxia  for  20  yards.  Finger  to  nose 
and  heel  to  shin  tests,  which  ini- 
tially brought  on  violent  myo- 
clonus, now  were  executed  with 
smooth  movements.  A repeat 
EEG  was  normal  with  no  ab- 
normal response  to  visual  and 
auditory  stimuli.  His  speech, 
which  initially  was  slurred, 
normalized  and  he  could  brush 
his  teeth,  shave,  and  eat  unassist- 
ed without  any  observed  adven- 
titious movements. 

DISCUSSION 

The  syndrome  of  postanoxic  ac- 
tion myoclonus,  reported  by 
Lance  and  Adams  in  1963,  clearly 
reflected  the  original  inference  of 
the  term  myoclonus  to  indicate 
commotion  or  tumult.1  Conscious- 
ness, initially  compromised  as  a 
result  of  a hypoxic  episode,  re- 
turns as  patients  subsequently  re- 
main fully  alert  during  episodes  of 
myoclonus,  which  may  be  accom- 
panied by  varying  degrees  of  atax- 
ia or  dementia.  The  severity  of 
the  myoclonic  jerks  is  propor- 
tional to  the  precision  of  the  task 
required  and  may  be  induced  by 
a variety  of  stimuli  (including 
somatosensory,  visual,  and  audi- 
tory stimuli),  suggesting  an  exag- 
gerated startle  response.  A long 
list  of  causes,  headed  by  anes- 
thesia accidents,  drug  intoxica- 
tion, and  asthma,  lead  to  the 
pathogeneic  insult  of  cerebral 
hypoxia.  The  severity  of  the 
myoclonus  has  been  found  to 
have  a diurnal  pattern  and  to  fluc- 
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Table  1.  Myoclonic 
movement  disorders.  * 

A.  Simple  myoclonic  jerks 

Nocturnal  myoclonus 

B.  Complex  myoclonic  jerks 

Tourette’s  syndrome 

C.  Benign  essential  myoclonus 

D.  Malignant  myoclonus 

. Action  myoclonus 
Massive  postanoxic 
myoclonus — cortical 
Myoclonic  encephalopathy  of 
malignancy 

Myoclonic  spinal  neuronitis 
Toxic  myoclonus — 
methylbromide,  lead, 
mercury,  strychnine 
Drug-induced  myoclonus — 
levodopa 

Metabolic  myoclonus — uremia, 
hepatic,  hyponatremia 

* Modified  from  Fahn.2 

Table  2.  Proposed 
biochemical  mechanisms  of 
action  myoclonus. 

I.  Disturbance  in  the  functioning  of 
serotoninergic  pathways 

1.  Serotonin  deficiency. 

2.  Inhibition  of  serotonin- 
containing  neurons. 

3.  Decreased  utilization  and 
turnover  or  serotonin. 

4 . E nhanced  efflux  of  5-  H I AA . 

II.  Defect  in  GABA-mediated 
inhibition  and  reduction  of 
excitatory  membrane  currents. 


tuate  with  the  menstrual  cycle  as 

well.2 

PATHOPHYSIOLOGY 

The  mechanism  of  postanoxic 
action  myoclonus  originally  pro- 
posed by  Lance  and  Adams  was 
repetitive  firing  of  thalamocortical 
fibers.  This  was  attributed  to 
dysfunction  of  the  ventrolateral 
nucleus  of  the  thalamus,  the  main 
relay  nucleus  from  the  cere- 
bellum to  the  sensorimotor  cor- 
tex, or  to  a lesion  of  its  den- 
tothalamic  controller  in  the 
cerebellum.  Corticospinal  neu- 
rons descending  in  the  pyramidal 


tract  then  produce  the  myo- 
clonus. 

Evoked  cortical  potentials  on 
EEG  and  central  spike  activity 
with  spontaneous  or  purposeful 
limb  movement  are  diagnostically 
useful,  if  present,  and  their  nor- 
malization with  treatment  and 
correlation  with  clinical  response 
while  not  invariably  seen  implies 
a cortical  role  in  facilitating 
myoclonus.34  EEG  spikes  may 
occur  independently  of  the  myo- 
clonic jerks  and  EMG  events. 
These  and  other  electrophysi- 
ological  features  have  been  in- 
terpreted to  indicate  a category  of 
reticular  reflex  myoclonus  with  a 
favorable  response  to  treatment.4 
This  is  in  contrast  to  another  enti- 
ty of  cortical  myoclonus  presum- 
ably employing  extrapyramidal 
tracts  where  therapeutic  efficacy 
usually  is  poor  (Table  l).1 

A proposed  neurochemical 
basis  for  posthypoxie  intention 
myoclonus  is  thought  to  be  re- 
lated to  a junctional  serotonin  de- 
ficiency in  the  central  nervous 
system  (CNS)  with  a fault  in 
serotonergic  neurotransmission 
(Table  2). 2 The  usually  reduced 
levels  of  the  metabolite  hydrox- 
yindoleacetic  acid  (5HIAA)  in  the 
cerebrospinal  fluid  (CSF)  of  these 
patients  may  be  a consequence  of 
this  deficiency.  Therapeutic  reg- 
imens that  can  elevate  CSF  levels 
of  5HIAA  to  the  normal  range 
have  been  reported  to  be  as- 
sociated with  improvement,  if  not 
remission,  of  the  myoclonus.5 

TREATMENT 

Treatment  of  myoclonus  with 
variable  results  in  different  pa- 
tients and  in  different  combina- 
tions includes:  anticonvulsants, 

benzodiazepines,  barbiturates,  al- 
cohol, estrogen,  and  opiates 
(Table  3).  The  dramatic  efficacy  of 
valproate  and  clonazepam  in  al- 
leviating the  myoclonic  move- 
ments presumably  is  related  in 
part  to  their  action  in  epilepsy  of 
enhancing  gamma-amino  butyric 
acid  (GABA)-mediated  inhibition 
and  reduction  of  excitatory  mem- 
brane currents.2  Selective  GABA 


receptor  agonists  (progabide  and 
gaboxadol)  also  have  been  re- 
ported to  be  effective.6  Such  suc- 
cess indicates  that  disturbances  in 
more  than  just  the  serotonin  neu- 
rotransmitter system  may  con- 
tribute to  postanoxic  myoclonus. 

In  myoclonus,  the  primary 
biochemical  action  of  valproic 
acid  may  be  to  increase  the  activi- 
ty of  serontonin-containing  neu- 
rons in  the  CNS,  possibly  by  dis- 
inhibition.7  Valproate  also  may  re- 
sult in  an  increased  utilization 
and  turnover  of  serotonin-contain- 
ing neurons.  The  efficacy  of  the 
benzodiazepines  also  has  been  at- 
tributed to  the  action  of  enhanc- 
ing central  serotonergic  activity 
by  retarding  the  CSF  efflux  of  5- 
HIAA,  thereby,  increasing  its 
CSF  concentration.  Both  bene- 
ficial effects  and  aggravation  of 
myoclonus  have  been  noticed 
with  drugs  when  used  in  the  same 
patients  on  different  occasions  or 
different  patients  under  different 
circumstances  and  in  different 
combinations.2  For  example,  high 
doses  of  the  serotonin  blocker 
methysergide  and  the  dopamin- 
ergic agent  levodopa  aggravate 
the  myoclonus  while  low  doses 
have  been  associated  with  slight 
improvement.5 

SUMMARY 

Intention  or  kinesogenic  myo- 
clonus is  uniquely  one  of  many 
different  movement  disorders  that 
if  recognized  and  treated,  early  or 
late,  responds  to  treatment.2  3 8 
Posthypoxie  intention  myoclonus 
appears  to  be  a syndrome  associ- 
ated with  a variety  of  interacting 
biochemical  mechanisms.  H 

REFERENCES 

1.  Lance  JW,  Adams  RD:  The  syn- 
drome of  intention  or  action  myo- 
clonus as  a sequel  to  hypoxic 
encephalopathy.  Brain  86:111-136, 
1963. 

2.  Fahn  S:  Posthypoxie  action 

myoclonus:  Review  of  the  literature 
and  report  of  two  new  cases  with 
response  to  valproate  and  estrogen. 
Adv  Neurol  26:49-84,  1979. 

3.  Starosta-Rubinstein  S,  Bjork  RJ, 

Snyder  BD,  Tulloch  JW:  Post- 


VOL.  90-NUMBER  12  DECEMBER  1993 


919 


Table  3.  Drugs  used  in  action  myoclonus. 

Generic 

Trademark 

Action 

Phenytoin 

Dilantin® 

Reduces  excitatory  sodium 
currents 

Diazepam** 

Valium® 

Enhances  GABA-mediated 
inhibition 

Valproic  acid 

Depakene® 

Enhances  GABA-mediated 
inhibition 

Clonazepam** 

Klonopin® 

Increases  CNS  serotonin  levels 

Progabide 

— 

GABA  receptor  agonist 

Gaboxadol 

— 

GABA  receptor  agonist 

Methysergide* 

Sansert® 

Serotonin  blocker 

Levodopa* 

Larodopa® 

Dopaminergic  agent 

Carbidopa 

Lodosyn* 

Peripheral  decarboxylase 
inhibitor 

Carbidopa-levodopa 

Sinemet® 

— 

5-hydroxytryptophan 

— 

Precursor  of  serotonin  (5-HT) 

(5-HTP) 

Paroxetine 

Paxil® 

Presynaptic  serotonin  reuptake 
blocker 

* Improvement  of 

myoclonus  reported  in 

low  doses  and  aggravation  in  large 

doses. 

**Also  retards  efflux  of  5-HIAA  from  CSF. 
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CORPORATE  CENTRE 

799  Bloomfield  Avenue 
Verona,  NJ  07044 

Class  A Building!  Deal  oriented  owner! 

Building  is  now  over  50%  medical  use.  Occupan- 
cy of  20,000  sq.  ft.  (entire  first  floor)  will  increase 
building  to  over  80%  medical.  This  is  a great 
opportunity  for  a medical  user. 

If  you  are  presently  paying  $18-20  or  more,  per 
sq.  ft.  our  rates  will  save  you  over  $1,000,000 
over  our  ten  year  special  lease  offer  on  20,757 
sq.  ft.  consisting  of  entire  first  floor  of  63,41 1 sq. 
ft.  building. 

If  a savings  of  over  $1 ,000,000  is  of  interest,  call 
for  full  details  and  plans  of  existing  layout.  We 
will  custom  refit  for  your  medical  use.  Call 
1-800-367-4132  Monday-Friday  or  leave 
message  on  machine.  Ronald  or  Charles 
Hughes. 

We  are  on-site  owner/managers  offering  daily 
attention  to  your  occupancy  satisfaction. 
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QUALITY  SLEEP 

Invest  in  your  patient’s  future  and  help 
achieve  optimal  health 

Accurate  diagnosis  and  appropriate  treatment  of  sleep 
disorders  can  help  padents  improve  their  quality  of  life.  Our 
Center  serves  as  an  extension  of  your  practice  where  your 
patients  receive  quality  care  with  the  same  professionalism, 
dedication  and  compassion  that  you  provide  in  your  own 
office. 

We'll  keep  you  up-to-date  with  prompt  evaluation  and 
reporting  of  test  results  by  our  specially-trained  sleep 
physicians.  And  once  a diagnosis  has  been  established, 
you  decide  whether  follow-up  care  is  provided  by  your 
office  or  through  the  Center. 

Your  patients  also  benefit  from  prompt  scheduling  and 
on-site  assistance  with  determining  insurance  reimburse- 
ment. This  letter  is  testimony  to  the  commitment  of  our 
staff  and  exemplifies  their  dedication  to  service  and 
patient  satisfaction. 

Call  (201 ) 97M567  today  to  receive  our  comprehensive 
guide  to  sleep  disorders. 


*1  re  asOtin- 
you,  oncew. 


^SLEEP  DISORDER  CENTER  of 


MORRISTOWN  MEMORIAL  HOSPITAL 

A major  teaching  affiliate  of  the  Columbia  University  College  of  Physicians  ami  Surgeons 
95  Mt.  Kemble  Avenue,  2ml  floor,  Thebaml  Building,  Morristown,  NJ  07962 
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MORE  TO  THEM,  OH  USE  IT 
FOR  YOURSELF  TO  OREN 
YOUR  V.E.E.A. 


THE  TRUSTEES  WISH  TO 
INFORM  ALL  THAT  PLANS 
MUST  BE  COMPLETE  BY 
11/30/93  IN  ORDER  TO 
CREDIT  THE  DEDUCTION 
FOR  1993. 
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THE  KIRWAN  COMPANIES 

402  MIDDLETOWN  BLVD.,  SUITE  202 
LANGHORNE,  PA  19047 
(215)  750-7616 
1-800-283-7666 
FAX  (215)  750-7791 


922 


NEW  JERSEY  MEDICINE 


Primitive  thought  process 
and  mental  illness 


Fred  B.  Rogers,  MD 


A relationship  of  primitive  thought  process  to  mental  illness  was 
postulated  by  Carl  G.  Jung  early  in  this  century.  He  described 
and  applied  psychomythology  in  everyday  life  and  in  mental 
derangement.  His  concepts  have  stimulated  much  discussion 
and  debate. 


It  is  essential  to  look  at  the 
work  of  Carl  G.  Jung  (Fig- 
ure) to  develop  an  under- 
standing of  the  role  of 
primitive  thought  process  in  men- 
tal illness.  Two  aspects  of  his 
formulations,  which  are  in- 
terdependent, are  vital  to  this  un- 
derstanding. They  are  his  concept 
of  a collective  unconscious  and 
his  identification  of  specific 
archetypes  as  patterns  behind 
myth  motifs.  Jung  s ideas  are  con- 
troversial and  are  subject  to  dis- 
cussion and  debate. 

Referring  to  primitive  thought 
process  and  mental  illness  in 
Handbook  of  Abnormal  Psychol- 
ogy, Dr.  Richard  W.  Nice  wrote: 
Both  Freud  and  Jung  were 
pioneers  in  the  modem  scientific 
psychological  evaluation  of  the 
human  mind.  . . . Perhaps  Jung’s 
most  significant  contribution  was 
his  theory  that  the  unconscious 
mind  has  two  layers:  the  personal 
unconscious  . . . and  a deeper 
layer  called  the  collective  uncon- 
scious. In  the  latter  lie  the 
primitive  beliefs  and  thoughts 
handed  down  through  the  cen- 
turies. These  ancient  modes  of 
thinking  are  called  archetypes, 
and  are  found  in  old  myths, 
folklore,  and  religion.  In  mental 
illness,  there  is  a return  to  this 


primitive  thought  process.  1 In 
the  realm  of  psychic  speculation, 
Jung’s  collective  unconscious  ap- 
pears to  have  some  credence.  In 
support  of  this  theory,  Will  Brad- 
bury, editor  of  the  popular  book, 
Into  the  Unknown  (1981),  wrote: 
“The  psychiatrist  and  philosopher 
Carl  G.  Jung  argued  that  we  are 
bom  with  certain  archetypal 
mythical  ideas  embedded  in  our 
minds  just  as  surely  as  we  are 
bom  with  fingers  and  toes.  This 
brain-bound  reservoir  of  in- 
herited mythical  knowledge  was 
called  by  Jung  the  collective  un- 
conscious. Jungs  assertions  may 
be  unprovable,  but  a number  of 
contemporary  researchers  — nota- 
bly in  the  fields  of  ethnology 
and  linguistics— have  produced 
enough  evidence  to  suggest  that 
Jung  may  not  have  been  alto- 
gether wrong.  2 

Archetypes  are  mental  images 
that  evoke  emotions,  based  upon 
experiences  human-kind  has 
shared  since  time  immemorial. 
They  include  birth,  self,  parents, 
family,  maturity,  midlife,  old  age, 
and  death.  According  to  Jung, 
these  archetypes  belong  to  the 
vast  collective  unconscious.  Jung 
theorized  that  myths  may  be  able 
to  influence  us  even  though  we 
have  never  heard  of  them. 


Understanding  ourselves  and 
understanding  each  other  are 
commendable  human  goals.  Bio- 
logical, psychological,  and  social 
influences  interact  to  achieve  and 
maintain  the  psychic  balance 
called  sanity.  The  present-day 
biopsychosocial  approach  to  in- 
sanity aims  to  restore  this  balance. 
Individual  mannerisms  are  ap- 
parent in  mental  composure  and 
derangement.  An  unbalanced 
person  can  fall  prey  to  his  own 
fantasies.  The  personal  nature  of 
such  symptoms  was  emphasized 
by  Jung’s  contemporary,  philoso- 
pher George  Santayana,  in  his 
Dialogues  in  Limbo.  He  observed: 
“The  physician  knows  madness  in 
one  way;  he  collects  the  symp- 
toms of  it,  the  causes  and  the 
cure;  but  the  madman  in  his  way 
knows  it  far  better.  The  terror  and 
the  glory  of  the  illusion  which, 
after  all,  are  the  madness  itself, 
are  open  to  only  the  madman  or 
to  some  sympathetic  spirit  as 
prone  to  madness  as  he.  ”3 
Dr.  Laurance  F.  Shaffer  in  The 
Psychology  of  Adjustment  sum- 
marized the  role  of  primitive 
thought  process  in  mental  illness 
and  its  possible  remedy  by 
Jungian  therapy  or  other  psycho- 
therapy. He  wrote:  “The  collec- 
tive unconscious  contains  the  wis- 
dom of  the  ages  represented  by 
primitive  urges  or  instincts  and 
primordial  images  or  archetypes. 
Important  archetypes  include  the 
primitive  father,  the  symbol  of 
authority,  and  the  archetypal 
mother,  the  symbol  of  all  that  is 
nourishing  and  protecting.  These 
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Figure.  Pen-and-ink  likeness  of  Carl  G.  Jung  (courtesy  of  Princeton  Uni- 
versity Press). 


archetypes  do  not  ordinarily  rise 
to  consciousness  but  appear  in 
dreams,  in  the  delusions  of  psy- 
chotics,  and  in  the  myths  of 
mankind.  Psychoneurotic  diffi- 
culties arise  from  present  con- 
flicts when  a person  does  not 
have  enough  strength,  enough 
psychic  energy  or  libido,  to  deal 
with  his  realities.  His  lack  of 
strength  stems  mainly  from  his 


one-sided  development  that  pre- 
vents him  from  using  the  re- 
sources of  the  unconscious.  Jung’s 
therapy,  which  he  calls  psycho- 
synthesis, therefore,  consists  in 
restoring  man’s  wholeness.  Ex- 
tensive use  is  made  of  the  in- 
terpretation of  dreams  as  symbols 
of  unconscious  forces,  especially 
from  the  archaic  or  collective  un- 
conscious. A cure  is  achieved 


when  the  patient  becomes  able  to 
integrate  his  primitive  or  irra- 
tional nature  with  his  conscious 
rationality.4 

Jung’s  psychological  concepts 
broadly  link  myth  and  mind.  In 
his  writings  he  described  and  ap- 
plied psychomythology  in  every- 
day life  and  in  mental  derange- 
ment. His  association  of  primitive 
thought  process  and  mental  ill- 
ness is  intriguing.  The  mind  is  the 
mirror  of  the  brain,  Jung  said,  be- 
havior is  brain  based,  and  the 
brain  is  the  window  of  the  soul. 
Over  the  years,  Jung  has  turned 
out  to  be  something  of  a prophet. 
A closer  look  at  his  theories  is  in 
order.  ■ 
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THANK  YOU  DOCTOR! 

OR-D  IS  DOING  VERY  WELL! 

Please  call  us  for  a free  demonstration  in  your  practice 
and  let  us  show  you  the  proof  of  our  success  and  the 
reason  why  we  are  serving  practices  like  yours  for  over 
10  years.  Thank  you! 
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• Staff  Safety  Training. 

• Compliance  with  N.J.  D.E.P.  Medical 
Waste  Regulations. 

• O.S.H.A.  Compliance. 


P.Q.L.  CONSULTANTS 

1 1 50  Concord  Drive,  Haddonfield,  NJ  08033 
For  Information  call:  609-428-POLC 

Programs  Serving  Over  300  POL's 
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How  to  get  paid  by 
workers’  compensation 


David  Tykulsker,  Esquire 


The  New  Jersey  workers’  compensation  system  provides  for 
full  payment  for  all  work-related  conditions,  including 
nontraumatic  aggravations  or  exacerbations  of  nonwork-related 
conditions.  The  author  offers  practical  considerations  for 
receipt  of  payment. 


Too  many  physicians  seem 
unaware  of  an  impor- 
tant third-party  payment 
source:  workers’  com- 

pensation. Under  New  Jersey 
workers  compensation  law,  rea- 
sonable costs  of  medical  treat- 
ment for  compensable  conditions 
are  required  to  be  paid  in  full. 
There  are  no  deductibles,  copay- 
ments, or  diagnosis  related  groups 
(DRGs).  This  article  illustrates 
the  wide  scope  of  conditions 
whose  treatment  costs  are  cov- 
ered by  workers’  compensation, 
principally  by  focusing  on  the 
concept  of  work  relatedness.  The 
paper  concludes  with  observa- 
tions of  the  physician-friendliness 
of  the  workers’  compensation 
system. 

TREATING  WORK-RELATED 
CONDITIONS 

The  workers  compensation 
system  assures  that  there  is  a 
third-party  payor  for  every  em- 
ployee in  New  Jersey.  This  hap- 
pens automatically,  starting  at  the 
time  of  employment.  Under  the 
law,  an  employer  is  required  to 
obtain  workers  compensation 
insurance  for  all  employees,  or 
demonstrate  sufficient  financial 
viability  to  self-insure.  More 
recently,  the  statute  has  been 


amended  to  make  viable  the 
Uninsured  Employers’  Fund, 
which  exists  in  significant  part  to 
assure  that  injured  or  sick  em- 
ployees of  irresponsible  employ- 
ers can  obtain  medical  treatment 
for  work-related  conditions.  In 
other  words,  if  your  patient  has  a 
work-related  condition,  some 
entity  is  available  to  pay  your 
reasonable  bill. 

WORK  RELATEDNESS 

The  workers  compensation 
system  covers  many  medical  con- 
ditions. Workers’  compensation  is 
available  to  an  employee  whose 
condition  is  caused  from  the 
outset  by  work,  and  to  an 
employee  whose  condition  is 
materially  work  related. 

Any  medical  condition  will  be 
deemed  work  related  if  anything 
at  the  patient’s  workplace  con- 
tributed to  intitiating,  worsen- 
ing, or  complicating  the  con- 
dition. Many  medical  providers 
have  been  confused  by  the  legal 
system’s  differing  uses  of  the  con- 
cept of  causation.  In  many  con- 
texts, the  use  of  the  term  “cause” 
in  the  legal  system  carries  with  it 
an  association  of  wrongdoing, 
negligence,  or  fault.  Regardless  of 
the  implication  elsewhere  in  the 
legal  system,  workers’  compensa- 


tion is  a no-fault  statute  in  the 
truest  sense  of  the  word.  There  is 
absolutely  no  difference  in  the 
benefits  that  a worker  receives  if 
a work-related  condition  is  entire- 
ly his  fault,  entirely  his  employ- 
er’s fault,  or  somewhere  in  be- 
tween. The  issue  of  fault  is  irrele- 
vant to  the  critical  determina- 
tion— whether  the  condition  is 
work  related. 

The  expansive  nature  of  the 
work-relatedness  concept  is  criti- 
cal to  understanding  the  wide 
sweep  of  conditions  for  which  re- 
imbursement is  available.  The 
concept  covers  any  traumatic  con- 
dition that  arises  from  events  at 
the  worksite,  and  conditions 
whose  existence,  timing,  or 
severity  of  presentation  is  sub- 
stantially contributed  to  by  the 
nature  of  the  patient’s  work  even 
without  trauma. 

It  is  easy  to  see  a condition  as 
work  related  when  a worker 
presents  with  a fractured  ankle 
directly  following  a slip  and  fall 
on  some  oil  on  the  factory 
floor  an  hour  earlier.  Both  com- 
mon sense  and  medical  under- 
standing would  agree  that  the  slip 
and  fall  caused  the  ankle  fracture. 
The  legal  formulation  would  be 
that  the  work-related  slip  and  fall 
was  a material  contributing  factor 
in  the  presentation  of  the  ankle 
fracture. 

Similarly,  it  is  easy  to  realize 
that  the  inhalation  of  asbestos 
fibers  by  a pipefitter  at  various 
construction  sites  “caused”  the 
patient  to  develop  asbestosis,  or 
more  accurately,  put  the  patient 
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at  increased  risk  for  this  con- 
dition. The  legal  formulation 
would  be  that  the  work-related 
exposure  to  asbestos  was  a 
material  contributing  factor  in 
placing  the  patient  at  increased 
risk  of  developing  this  condition. 

However,  workers’  compensa- 
tion also  is  available  when  a pa- 
tient who  has  a history  of  having 
to  stress  the  wrists  as  a computer 
operator  or  continually  adjust  a 
microscope  to  perform  inspec- 
tions develops  carpal  tunnel  syn- 
drome. It  may  strain  the  language 
to  say  that  the  computer  or 
microscope  (or  work  in  general) 
caused  the  carpal  tunnel  syn- 
drome, but  it  is  relatively  easy  to 
see  that  the  nature  of  the  work  in 
each  case  was  a material  con- 
tributing factor  in  the  presenta- 
tion of  the  condition. 

WORK-RELATED  FACTORS 

A condition  may  be  deemed 
compensable  even  though  there 
may  be  other  factors  (age  or  fami- 
ly history)  that  may  be  contribut- 
ing to  the  presentation  of  the  con- 
dition. 

Physicians  treating  patients 
with  pulmonary  disease  who  have 
a significant  smoking  history  fre- 
quently fail  to  take  advantage  of 
workers  compensation.  If  the  pa- 
tient has  a history  of  industrial 
exposure  to  pulmonary  irritants, 
compensation  is  available  if  that 
exposure  is  a material  contribut- 
ing cause  of  the  severity  of  the 
overall  condition,  notwithstanding 
that  the  patient’s  smoking  history 
was  a material  contributing  cause 
as  well. 

Similarly,  compensation  has 
been  obtained  for  patients  with 
degenerative  spinal  conditions 
that  have  been  aggravated  or  ex- 
acerbated by  either  work-related 
trauma  or  by  the  nature  of  the 
work  (repetitive  lifting  or  twist- 
ing). In  such  cases,  it  is  no  de- 
fense that  the  patient  eventually 
would  have  needed  a spinal 
fusion  due  to  the  degenerative 
nature  of  the  condition;  inasmuch 
as  the  work-related  stress  materi- 
ally contributed  to  the  current 


clinical  picture,  the  entire  con- 
dition was  deemed  compensable. 

MISUNDERSTANDING 
THE  LAW 

Many  physicians  have  been  de- 
terred from  dealing  with  the 
workers’  compensation  system 
because  of  a misunderstanding  as 
to  the  company  doctor  rule.  In 
New  Jersey,  the  law  is  well 
established  that  the  employer  or 
its  insurance  carrier  has  the  right 
and  obligation  to  provide  medical 
treatment  for  employees  with 
work-related  conditions.  It  is 
equally  well  established  that  if  the 
company  fails  to  do  so,  the 
employee  is  entitled  to  obtain 
medical  treatment  on  his  own,  for 
which  the  company  then  is  ob- 
ligated to  pay.  It  also  is  well 
established  that  the  company’s 
obligation  is  to  provide  such  treat- 
ment as  may  be  necessary  to  ef- 
fect the  fullest  possible  relief  from 
the  work-related  condition  or  dis- 
ease. 

In  the  overwhelming  majority 
of  nontraumatic,  work-related 
conditions,  the  company  denies 
the  compensability  of  the  con- 
dition, requiring  the  employee  to 
seek  treatment  on  his  own.  Under 
these  circumstances,  the  company 
is  deemed  to  have  defaulted  on  its 
obligations,  and,  hence,  the  com- 
pany becomes  obligated  to  pay 
the  full  bill  for  the  treatment. 

Moreover,  even  in  situations  in 
which  the  company  begins  by 
providing  treatment  for  a work- 
related  condition,  the  pressures  of 
cost-minimization  frequently  lead 
to  provisions  of  inadequate  treat- 
ment. If  these  are  the  circum- 
stances that  lead  a physician  to 
provide  the  patient  with  treat- 
ment, it  readily  follows  that  the 
company  has  defaulted  on  its  ob- 
ligation to  provide  the  fullest 
possible  relief,  and,  hence,  the 
company  is  obligated  for  the 
physician’s  bill. 

GETTING  PAID 

Once  a physician  has  de- 
termined that  the  condition  being 
treated  is  work  related,  require- 


ments to  get  paid  are  minimal. 
The  easiest  way  to  do  so  is 
through  the  patient’s  attorney. 
The  attorney,  at  the  physician’s 
direction,  will  prepare  an  affidavit 
or  certification  for  use.  The  physi- 
cian should  review  the  document 
before  signing  it.  Alternatively, 
the  physician  can  prepare  a report 
setting  forth  the  work  relatedness 
of  the  condition;  the  nature  of  the 
treatment  provided  and  that  such 
treatment  was  necessary;  what,  if 
any,  future  treatment  is  antici- 
pated; an  itemization  of  the  bill; 
and  a statement  that  the  charges 
are  reasonable. 

Unlike  other  areas  of  the  law, 
there  is  no  deposition  process  in 
workers’  compensation.  Over  90 
percent  of  all  workers’  compensa- 
tion claims  are  settled  without  an 
adversarial  hearing,  and  there  is 
a substantial  likelihood  that  treat- 
ing physician  involvement  will  be 
limited  to  writing  a report  or  the 
affidavit. 

But  even  in  those  cases  in 
which  the  physician  must  testify, 
the  workers’  compensation  sys- 
tem is  a far  friendlier  place  than 
the  average  courtroom.  The  opin- 
ion of  a treating  physician,  by 
judicial  mandate,  is  to  be  followed 
unless  there  are  extraordinary  cir- 
cumstances. Moreover,  there  are 
no  juries  for  whose  benefit  at- 
torneys can  play  games  with  their 
questioning.  Instead,  the  decision 
maker  is  an  experienced  judge  of 
compensation  who  is  likely  to  be 
relatively  knowledgeable  about 
medicine,  and  sincerely  in- 
terested in  understanding  the 
medical  condition  that  the  physi- 
cian is  attempting  to  elucidate. 

RESOLVING  FEE  DISPUTES 

Under  the  law,  the  employer 
or  its  insurance  carrier,  is 
responsible  to  pay  100  percent  of 
the  cost  of  all  medical  services 
“necessary  to  cure  and  relieve” 
the  work-related  condition.  In  a 
celebrated  case,  the  New  Jersey 
Supreme  Court  held  that  the  con- 
junction in  the  quoted  phrase  was 
the  product  of  sloppy  drafting, 
and  that  the  clause  should  be  read 
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in  the  disjunctive.  Hence,  the 
employer  or  carrier  is  required  to 
pay  for  all  treatment  reasonably 
calculated  to  either  “cure”  or  “re- 
lieve the  effects  of  a work- 
related  condition.  The  statute 
further  states  that  the  employer 
or  carrier  must  pay  the  “rea- 
sonable” billing  for  the  service, 
reasonableness  being  defined  as 
that  “based  upon  the  usual  fees 
and  charges  which  prevail  in  the 
same  community  for  similar  . . . 
services.” 

It  is  no  secret  that  there  has 
been  much  publicity  over  alleged- 
ly excessive  doctors’  billings  in 
workers  compensation.  Given  the 
general  concern  over  rising 
medical  costs  and  the  increasing 
efforts  of  insurance  carriers  to  cut 
back  on  payments,  fee  disputes  in 
cases  under  the  workers  com- 
pensation law  can  be  expected  to 
increase.  There  are  remarkably 
few  judicial  decisions  in  this  area, 
and,  hence,  definitive  guidance 
cannot  be  offered. 

Fee  disputes  may  involve  two 
very  distinct  issues:  whether  the 
service  was  necessary,  and 
whether  the  bill  for  that  service 
was  reasonable.  With  regard  to 
the  necessity  of  service,  a physi- 
cian should  use  his  best  medical 
judgment  as  to  what  is  in  the  pa- 
tient’s best  interests  without  pad- 
ding the  bill.  Having  done  so,  the 
physician,  as  the  provider,  stands 
in  a strong  position,  as  the  courts 
have  repeatedly  stressed  that 


great  deference  is  to  be  given  to 
a treating  doctor’s  opinion  when 
it  is  at  variance  with  a “hired  gun” 
examining  expert.  On  any  issue  of 
necessity  of  service,  the  physician 
can  expect  the  fullest  cooperation 
from  the  patient’s  attorney. 

The  issue  of  reasonableness  by 
its  very  nature  especially  is  fact- 
specific,  and  does  not  readily  lend 
itself  to  generalization.  However, 
when  challenged,  the  physician 
probably  would  do  well  to  at- 
tempt to  place  on  the  employer 
or  carrier  the  burden  of  explain- 
ing why  the  submitted  fee  is  too 
high — after  all,  the  physician 
already  has  stated  that  the 
proposed  fee  is  reasonable.  It 
should  not  be  enough  for  a party 
liable  for  the  fee  to  enter  a naked 
objection;  specific  reasons  should 
be  required  from  the  objecting 
employer  or  carrier.  Second,  the 
physician  might  do  well  to  test 
the  bona  fides  of  the  objecting 
carrier  by  having  them  specify 
what  they  consider  a reasonable 
fee,  and  then  seeking  to  have 
them  pay  that  amount  to  the 
physician  while  arguing  over  ad- 
ditional payment.  The  failure  of 
the  carrier  to  make  payment  of 
the  admittedly  reasonable  sum  is 
a strong  point  of  leverage  for 
negotiation,  and  will  not  sit  well 
in  front  of  a neutral  decision 
maker.  Third,  the  physician 
should  consider  seeking  the  coop- 
eration and  assistance  of  his  pa- 
tient’s attorney  who  has  an  in- 


terest in  seeing  that  all  bills  of 
service  providers  are  paid  as  part 
of  the  resolution  of  the  case. 
Fourth,  the  physician  ought  to 
bear  in  mind  that  even  more  than 
most  other  aspects  of  the  law,  the 
workers’  compensation  system 
functions  on  the  basis  of  en- 
couraging compromise  between 
contending  parties;  that  ambience 
suggests  that  matters  be  con- 
sensually  worked  out  short  of  full- 
blown litigation.  Finally,  if  all  else 
fails,  the  physician  may  be  enti- 
tled to  redress  within  the 
Division  of  Workers’  Compensa- 
tion. 

CONCLUSION 

The  workers’  compensation 
remedy  of  complete  payment  of 
reasonable  treating  costs  is  avail- 
able not  just  for  trauma  or  for 
well-known  occupational  dis- 
eases, but  for  all  conditions  where 
an  event  at  work,  or  the  nature 
of  the  work,  was  a material  con- 
tributing factor  in  the  presenta- 
tion or  severity  of  the  condition 
for  which  the  patient  was  treated. 
Moreover,  utilization  of  this 
system  may  very  well  prove  to  be 
far  less  aggravating  than  other  en- 
counters with  the  legal  system.  I 

Mr.  Tykulsker  is  affiliated  with  Ball,  Liv- 
ingston & Tykulsker,  Attorneys  at  Law. 
The  paper  was  submitted  in  April  1993 
and  accepted  in  June  1993.  Address 
reprint  requests  to  Mr.  Tykulsker,  108 
Washington  Street,  Newark,  NJ  07102. 
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Creating  an  agenda 
for  women’s  health 


Leah  Z.  Ziskin,  MD 
Elissa  Ann  Favata,  MD 


A conference  on  women’s  health  reviewed  the  concerns  about 
the  lack  of  female  subjects  in  research  investigations;  the  lack 
of  funding  for  research  of  diseases  affecting  women;  the  need 
to  improve  access  to  health  care  for  women;  and  the  desire 
to  improve  preventive  care  for  women. 


he  Medical  Society  of 
New  Jersey  (MSNJ) 
Committee  on  Women 
in  Medicine  and  the 
Academy  of  Medicine  of  New 
Jersey  sponsored  “Creating  an 
Agenda  for  Women’s  Health,”  on 
March  10,  1993.  The  main  issues 
that  served  as  stimuli  for  this  con- 
ference included:  concern  about 
the  lack  of  female  subjects  in 
several  research  investigations  of 
serious  diseases  that  affect  men 
and  women,  as  well  as  the  inade- 
quate funding  for  research  of  dis- 
eases primarily  affecting  women; 
and  the  need  to  develop  im- 
proved access  to  health  care  for 
all  women;  and  to  encourage 
preventive  care  in  all  medical/ 
surgical  specialties.  The  confer- 
ence speakers  presented  facts  and 
figures  on  the  status  of  women’s 
research  projects  at  the  National 
Institutes  of  Health  (NIH),  the 
position  of  the  American  Medical 
Association  (AMA),  and  the  con- 
cepts of  the  Agency  for  Health 
Care  Policy  and  Research  con- 
cerning prevention  and  primary 
care  for  women.  Recognizing  that 
social,  political,  and  economic 
forces  also  affect  women’s  health 
care,  the  program  included 
speakers  from  government,  in- 
dustry, and  private  practice. 


Carrie  Hunter,  MD,  special 
assistant  to  the  director  of  the 
Office  of  Research  on  Women’s 
Health  (ORWH),  detailed  the  his- 
tory of  the  creation  of  ORWH  and 
its  relationship  to  NIH.  She  re- 
vealed that  ORWH  has  been 
charged  with  three  critical  objec- 
tives in  its  mandate  for  action. 
The  first  objective  is  to  strength- 
en and  enhance  research  related 
to  diseases,  disorders,  and  con- 
ditions that  affect  women  and  to 
ensure  that  research  conducted 
and  supported  by  NIH  adequate- 
ly addresses  issues  regarding 
women’s  health.  The  second  ob- 
jective is  to  ensure  inclusion  of 
women  in  clinical  research/trials 
of  health  problems  that  affect  men 
and  women,  such  as  cardiovas- 
cular and  autoimmune  disease. 
The  third  objective  is  to  foster 
increased  enrollment  of  women 
scientists  in  biomedical  research, 
clinically  and  in  the  laboratory. 
Resources  to  affect  the  first  two 
objectives  have  been  dedicated  by 
the  Women’s  Health  Initiative, 
which  will  be  carried  out  at  45 
clinical  centers  across  the  United 
States,  and  will  address  the  be- 
havior-health interaction  of  dis- 
eases such  as  breast  cancer,  os- 
teoporosis, and  cardiovascular 
disease.1 


Dr.  Hunter  pointed  out  that 
the  demographics  of  the  popula- 
tion are  such  that  life  expectancy 
for  American  women  exceeds  that 
of  men  by  an  average  of  7.5 
years.2  And  in  1990,  United  States 
women  were  far  more  likely  than 
men  to  live  alone;  42  percent  of 
women  aged  65  years  and  older 
lived  alone  versus  18  percent  of 
men  aged  65  years  and  older.  She 
also  noted  that  the  four  indicators 
associated  with  high  rates  of  pov- 
erty are  increasing  age,  female 
gender,  living  alone,  and  non- 
white racial/ethnic  status.  These 
factors  demonstrate  the  dimen- 
sion of  women’s  health  problems 
and  the  potential  impact  on  socie- 
ty in  future  years.3 

Palma  Formica,  MD,  trustee, 
AMA,  stated  that  the  AMA  is  very 
much  concerned  with  expanding 
the  access  of  health  services  to 
the  poor,  which  include  a dis- 
proportionate share  of  women. 
Even  with  increases  of  Medicaid 
benefits  for  women  and  children, 
14  million  women  of  childbearing 
age  nationwide  do  not  have  cov- 
erage, and  5 million  of  these 
women  have  insurance  that  ex- 
cludes coverage  for  prenatal  care 
and  delivery.4  Dr.  Formica  also 
pointed  out  that  the  income  that 
determines  Medicaid  eligibility 
varies  from  state  to  state,  thus, 
making  the  case  for  national  stan- 
dards. Women  who  hold  lower 
paying  jobs,  who  are  dependent 
on  spouses  for  health  benefits, 
and  who  live  longer  on  fixed  in- 
comes should  be  a part  of  the 
nation’s  health  care  system.  Dr. 
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Formica  listed  some  of  the  ques- 
tions on  the  health  care  reform 
agenda,  namely,  employer-based 
insurance,  community-based 
rates,  and  controlling  costs  by  ad- 
ministrative efficiencies,  such  as 
uniform  forms  and  electronic  bill- 
ing, and  what  should  be  included 
in  the  basic  benefits  package.  She 
noted  that  long-term  care  is  a 
major  women’s  health  issue  be- 
cause of  the  preponderance  of 
women  in  nursing  homes  and 
elderly  women  who  require 
medical  services.  Finally,  Dr. 
Formica  addressed  family  vio- 
lence and  the  important  need  for 
physician  involvement  in  solving 
this  growing  social  problem. 

Carolyn  Clancy,  MD,  from  the 
Agency  for  Health  Care  Policy 
and  Research,  Center  for  General 
Health  Services  and  Extramural 
Research,  Division  of  Primary 
Care,  discussed  how  and  where 
women  might  be  brought  into  the 
health  care  system  and  which 
specialists  are  primary  care  physi- 
cians. Information  from  the  Na- 
tional Health  Interview  Survey 
showed  that  women  who  have  not 
had  a recent  Papanicolaou  smear, 
breast  examination,  or  blood 
pressure  check  are  more  likely  to 
be  poor,  reflecting  socioeconomic 
barriers  to  obtaining  recom- 
mended services.5  Furthermore, 
many  women  without  recent 
cancer  screening  tests  also  have 
had  a recent  physician  contact, 
indicating  inadequacies  in  the 
system  that  allow  persons  to  slip 
through  without  preventive  ser- 
vices.6 Dr.  Clancy  stressed  the 
basis  for  prevention  and  primary 
care  and  how  it  ideally  might 
work  if  the  population  had 
primary  care  physicians  as  their 
first  level  of  entry.  Further,  she 
noted  a need  for  change  in  reim- 
bursement methods,  with  in- 
clusion of  reimbursement  for 
preventive  and  primary  care.  In 
closing,  Dr.  Clancy  shared  her  be- 
liefs that  the  future  will  improve 
as  more  research  on  diseases, 
such  as  osteoporosis,  is  carried 
out,  and  as  more  women  assume 
leadership  roles  in  medicine. 


The  format  of  the  day’s  pro- 
gram then  changed  to  presenta- 
tions and  an  interchange  of  ideas 
with  panelists  from  government, 
industry,  and  private  practice, 
and  the  audience.  The  first 
speaker  was  Bruce  Siegel,  MD, 
MPII,  New  Jersey  commissioner 
of  health.  Dr.  Siegel  endorsed  the 
need  for  this  special  focus  on 
women’s  issues,  and  urged  that 
improvements  come  from  women 
themselves,  negotiating  with  care- 
givers to  get  what  they  want  and 
need.  He  expressed  concerns 
about  New  Jersey  ranking  high  in 
the  incidence  of  breast  cancer  and 
HIV/AIDS  affecting  women  and 
children. 

Bruce  Coe,  president  of  the 
New  Jersey  Business  and  In- 
dustry Association,  spoke  about 
how  his  own  personal  experiences 
with  prevention  and  primary  care 
have  led  him  to  accept  these 
needs  as  important  and  as  lifesav- 
ing. Accordingly,  he  supported  an 
increase  in  the  number  of  primary 
care  physicians  in  the  medical 
care  system. 

Christine  Grant,  JD,  senior 
director  of  government  policy  at 
Merck  Sharp  and  Dohme,  il- 
luminated the  role  pharma- 
ceutical companies  have  played  in 
the  development  of  new  drugs 
and  in  clinical  practice  research. 
She  stressed  the  importance  of 
implementing  this  new  medical 
information  in  primary  care,  and 
the  need  to  eliminate  barriers  to 
delivery  of  quality  health  care  to 
women. 

Senator  Leanna  Brown,  the 
first  female  Republican  senator  in 
New  Jersey,  emphasized  the  need 
for  change  in  health  insurance. 
She  expressed  that  health  in- 
surance has  many  inadequacies 
and  inequities,  and  that  these  in- 
adequacies and  inequities  af- 
fected the  lives  of  women,  the 
elderly,  and  children. 

Patricia  Klein,  MD,  chair- 
person of  the  MSNJ  Committee 
on  Women  in  Medicine  and  a 
neurologist  in  private  practice, 
called  attention  to  the  difficulties 
practitioners  have  in  treating 


pregnant  patients.  She  used  this 
as  an  example  of  how  the  fear  of 
malpractice  has  stifled  “good 
medicine’  and  how  medicine  is 
practiced  differently  on  women. 

Concurrent  workshops  that 
mirrored  the  didactic  lectures  of 
the  morning  program  made  up 
the  third  portion  of  the  con- 
ference. The  participants, 
speakers,  and  attendees  were 
charged  with  formulating  ideas 
and  reactions  on  how  to  improve 
the  health  care  of  women  in  New 
Jersey. 

The  workshop  on  research  on 
women’s  health  reported  that  ef- 
forts should  be  concentrated  on 
encouraging  patients  to  partici- 
pate in  clinical  trials,  and  urging 
pharmaceutical  companies  and 
medical  schools  to  include  more 
women  in  their  studies.  This 
group  recommended  that  legisla- 
tors should  be  made  aware  of  the 
needs  and  desires  of  women,  as 
health  care  reform  is  being 
formulated  at  state  and  national 
levels  of  government.  This  work- 
shop group  saw  the  need  to 
educate  the  public  on  health  is- 
sues that  are  important  to  women. 
It  also  felt  it  important  to  develop 
opportunities  and  support  for  the 
recruitment,  retention,  re-entry, 
and  advancement  of  women  in  ca- 
reers in  biomedical  disciplines. 

The  workshop  on  health  care 
cost  and  access  reported  that  the 
health  care  system  needs  to  be 
altered  and  that  many  parts  of  the 
current  system  are  broken.  The 
changes  should  incorporate  uni- 
versal coverage  and  portability  of 
benefits.  If  the  system  continues 
to  place  responsibility  on 

employers  for  providing  coverage 
for  employees,  there  needs  to  be 
affordable  plans  for  small 

employers.  Prevention,  primary 
care,  rehabilitation  services  and 
devices,  respite,  and  home  health 
care  should  be  provided  for  all 
ages.  Public  awareness  of  good 
medical  care  needs  to  be  in- 
creased and  the  public  should  be 
aware  of  medical  costs. 

The  workshop  on  disease  and 
injury  prevention  reported  that 
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participants  recognized  a need  to 
return  to  the  community  to  iden- 
tify health  care  needs.  The  work- 
shop recommended  that  com- 
munities operate  clinics  for  in- 
digent populations,  including  the 
homeless  and  uninsured.  Increas- 
ing public  health  education  and 
awareness  by  holding  health  fairs 
and  expanding  the  basic  health 
education  curriculum  in  the 
schools  to  include  disease  preven- 
tion also  was  suggested. 

The  conference  concluded  with 
plans  to  carry  out  the  recommen- 
dations of  the  workshops  using 
the  MSNJ  Committee  on  Women 
in  Medicine  as  the  forum  for  ac- 
tion. I 
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Institute 
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Don’t  Your  Patients  Deserve 
A Good  Night’s  Sleep? 

How  often  do  you  hear  complaints  from  your  patients  and  their  loved  ones  of  snoring,  chronic 
fatigue  or  poor  sleep  guality?  Let  the  experts  at  Sleep  Disorders  Institute  help  your  patients  get 
the  good  night’s  sleep  they  deserve.  Sleep  Disorders  Institute,  a division  of  The  Breathing 
Center,  will  perform  a comprehensive  sleep  evaluation  to  identify  your  patients'  problems.  We  treat 
all  forms  of  sleep  disorders  — including  sleep  apnea  — utilizing  the  most  experienced  sleep 
specialists  from  the  Tri-State  Area  and  beyond. 

The  Sleep  Disorders  Institute  treats  each  patient  with  the  professional  courtesy  and  compe- 
tence that  is  expected  in  your  own  office. 

Our  prompt  scheduling  and  state-of-the-art  evaluation  techmgues  will  have  patients  back  in  your 
care  as  soon  as  possible.  And  Sleep  Disorders  Institute  prides  itself  on  their  communications 
procedure  that  keeps  you  informed  of  all  progress. 

Contact  Sleep  Disorders  Institute  — because  your  patients  deserve  the  best  New  Jersey 
has  to  offer. 


A Division  ol 


For  statewide  appointment  scheduling,  call  1-800-327-5337. 


r Breathing 
Cent^X 

10th  Anniversary.. 

A Decade  of  Caring 


9 Morristown  9 Edison  9 Princeton  9 Fort  Lee 
9 Bricktown  9 Paramus  9 Denville/Dover  9 Englewood 

John  Penek,  MD,  FCCP,  Medical  Director 
Diplomate  — American  Board  of  Sleep  Medicine 
Fellow  — American  Sleep  Disorders  Association 
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DOCTORS’  NOTEBOOK 


TRUSTEES  MINUTES 


A regular  meeting  of  the 
Medical  Society  of  New  Jersey 
(MSNJ)  Board  of  Trustees  was 
held  on  October  17,  1993,  at 
MSNJ  executive  offices.  Detailed 
minutes  are  on  file  with  the 
secretary  of  your  county  society. 
A summary  of  significant  actions 
follows: 

Audit  Review  Committee.  Ap- 
proved the  following: 

That  the  audited  financial  statements 
be  accepted,  and  a copy  thereof  be 
forwarded  to  each  component  socie- 
ty- 

That  Ernst  & Young  be  continued  as 
the  external  auditors. 

Essential  Health  Services 
Commission.  Heard  from  invited 
guest  Andrew  Coronato,  MD,  the 
physician  representative  on  the 
Essential  Health  Services  Com- 
mission; and  voted  unanimously 
to  endorse  the  establishment  of  a 
preferred  provider  organization 
(PPO)  made  available  through 
MSNJ,  to  serve  the  uninsured  in 


the  state  who  fall  below  300  per- 
cent of  the  federal  poverty  line. 

Specialty  reports.  Received  re- 
ports from  the  University  of 
Medicine  and  Dentistry;  the  New 
Jersey  Hospital  Association; 
Medical  Society  of  New  Jersey 
Auxiliary;  the  Academy  of 
Medicine  of  New  Jersey;  and 
Anthony  P.  Caggiano,  Jr,  MD, 
MSNJ  s liaison  representative  to 
the  State  Board  of  Medical  Ex- 
aminers. 

Executive  director’s  report. 

1.  Biennial  licensing — MSNJ 
versus  Jacobs.  Noted  that  a set- 
tlement conference  before  a 
federal  magistrate  has  been 
scheduled  for  October  27,  1993. 

2.  Malpractice/medical  judg- 
ment/model jury  charge.  Noted 
that  this  case  (an  unsuccessful 
plaintiff  in  a malpractice  ease  ap- 
pealed the  judge’s  use  of  the 
model  jury  charge  as  it  related  to 
the  standard  of  care)  was  dis- 
missed. 


3.  Automobile  JUA.  Sent  a let- 
ter to  the  commissioner  of  in- 
surance advising  him  of  cases 
where  the  servicing  carriers  have 
attempted  to  deny  arbitration 
rights  to  physicians  who  treated 
PIP  patients  and  accepted  assign- 
ment. 

4.  Laboratory  panel  recoup- 
ment. Was  advised  that  the  mat- 
ter of  laboratory  panel  recoup- 
ment still  is  pending,  and  noted 
that  MSNJ  participated  with  the 
American  Medical  Association 
(AMA)  general  counsel  in  prepar- 
ing a memorandum  of  law  to  be 
presented  to  the  administrator  of 
the  Health  Care  Financing  Ad- 
ministration. 

Committee  on  Annual  Meet- 
ing. Approved  the  following: 

That  the  proposed  daily  schedule  for 
the  1994  MSNJ  Annual  Meeting  be 
approved. 

Special  Committee  on  AIDS. 

Voted  to  rescind  its  previous  ac- 
tion (actively  supported  with  the 
proposed  amendments)  and  to  ac- 
tively support  A-316  (requires 
public  school  sex  education  and 
AIDS  education  programs  to 
stress  abstinence)  with  the  recom- 
mended amendments. 

New  Business. 

1.  Essentials  of  health  reform. 

Adopted  the  following  resolution 
and  will  forward  to  the  AMA  for 
consideration  at  the  1993  Interim 
Meeting: 

Resolved,  that  the  AMA  condition  its 
support  of  health  care  reform  legisla- 
tion upon  the  inclusion  of  meaningful 
tort  reform  and  antitrust  relief  for 
physician  organizations. 

2.  Separating  payments  for 
items  other  than  physician  reim- 
bursement out  of  Part  B 
Medicare.  Adopted  the  following 
resolution  and  will  forward  to  the 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville, 
NJ  08648,  at  least  six  weeks  before  you  move. 
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Old  Address 

City State Zip 

New  Address 
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MEDICAL  SOCIETY  OF  NEW  JERSEY 

1994  Annual  Meeting 
April  30  to  May  4,  1994 

Trump  Taj  Mahal  Casino/Resort 

Atlantic  City 

SCHEDULE  OF  EVENTS 

Saturday, 

April  30,  1994 

3:30  P.M. 

Board  of  Trustees  Meeting 

7:00  P.M 

Officers’  Reception/Dinner  (by  invitation  only) 

Sunday,  May  1, 1994 

8:00  AM. 

Registration  Opens 

8:30  a.m. 

Message  Center  Opens 

8:30  a.m. 

Meeting— AMA  Delegation 

10:00  A.M. 

Educational  Program,  “Plays  for  Living”  (“You  Didn’t 

Know  My  Father,”  which  deals  with  living  wills/ 
quality  of  life  issues) 

1 1 :30  a.m. 

New  Jersey  Society  of  Internal  Medicine 

Annual  Meeting/Luncheon 

12:15  P.M. 

Academy  of  Medicine  of  New  Jersey  Lecture 

12:30  P.M. 

Exhibits  and  AMA-ERF  Boutique  Open 

2:00  P.M. 

House  of  Delegates 

3:30  P.M. 

Reference  Committees 

Monday,  May  2, 1994 

7:30  a.m. 

Breakfast  Meeting,  The  Society  for  the  Assistance  of 

New  Jersey  Physicians  and  their  Families 

8:00  a.m. 

Registration  and  Message  Center  Open 

8:30  a.m. 

Exhibits  Open 

8:30  A.M. 

Reference  Committees 

12:00  NOON 

Golden  Merit  Award  Ceremony  and  Reception 

12:15  P.M. 

Luncheon/Meeting— Women  in  Medicine 

2:00  p.m. 

House  of  Delegates  (Election) 

5:00  P.M. 

JEMPAC  Political  Forum 

6:00  P.M. 

JEMPAC  Wine  and  Cheese  Reception 

7:00  P.M. 

Hudson  County  Medical  Society  Reception  Honoring 

Joseph  N.  Micale,  MD 

Tuesday,  May  3, 1994 

8:00  a.m. 

Registration  and  Message  Center  Open 

8:30  a.m. 

Exhibits  Open 

9:00  a.m. 

House  of  Delegates 

1:00  p.m. 

Luncheon  Meeting,  members  of  the  Hospital  Medical 

Staff  Section 

2:00  p.m. 

Exhibits  Close 

6:30  P.M. 

Inaugural  Ceremony 

7:30  P.M. 

Inaugural  Reception/Dinner  Honoring 

Fred  M.  Palace,  MD 

Wednesday,  May  4, 1994 

8:00  a.m. 

Registration  and  Message  Center  Open 

8:30  a.m. 

Educational  Program  — “HIV  Management  Strategies: 

Population  Specific  Considerations” 

1 :00  P.M. 

Board  of  Trustees  Meeting 

AMA  for  consideration  at  the 
1993  Interim  Meeting: 

Resolved,  that  the  AMA  go  on  record 
as  favoring  that  Part  B Medicare  he 
limited  to  reimbursement  for  fully 
licensed  physicians  (MDs  and  DOs); 
and  he  it  further 

Resolved,  that  the  AMA  request  the 
laws  be  modified  so  that  nonphysi- 
cian components  of  Medicare  pay- 
ments that  do  not  fall  into  Part  A he 
placed  in  a separate  Medicare  cat- 
egory such  as  Part  C;  and  he  it 
further 

Resolved,  that  the  AMA  request  the 
Health  Care  Financing  Adminis- 
tration to  implement  these  changes 
as  soon  as  possible;  and  he  it  further 
Resolved,  that  the  AMA  review  cur- 
rently available  statistical  data  re- 
garding physician/nonphysician  pay- 
ments under  Part  B and  distribute  it 
to  the  AMA  membership  and  the 
general  public  for  the  upcoming 
health  system  reform  debate. 

3.  Category  1 — Postgraduate 
medical  education.  Referred  to 
the  Committee  on  Medical 
Education  for  review  and  report: 

Resolved,  that  the  AMA  establish  an 
inexpensive  and  simple  manner  in 
accrediting  organizations  such  as 
county  societies  and  subspecialty 
societies  for  the  issuance  of  category 
1,  postgraduate  medical  education 
credit. 

4.  National  health  care  practi- 
tioners board.  Defeated  the 
following  for  consideration  at  the 
AMA  Interim  Meeting: 

Resolved,  that  the  AMA  call  for  a 
National  Health  Care  Practitioners 
Board  that  would  establish  guidelines 
for  the  education  and  training  of  all 
paramedical  fields,  including  ad- 
vanced practice  nursing,  physician 
assistants,  optometrists,  podiatrists, 
dentists,  psychologists,  and  social 
workers;  that  strict  guidelines  should 
be  established  on  a national  basis  for 
the  responsibilities  that  the  para- 
medical practitioners  can  perform; 
and  that  limits  to  their  incursions  into 
the  practice  of  medicine  should  be 
established;  and  be  it  further 
Resolved,  that  this  board  also  should 
investigate  the  education  of  physi- 
cians in  medical  schools  today  with 
guidelines  for  the  number  of  residen- 
cy positions  available  per  specialty. 
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PLACEMENT  FILE 


The  following  physicians  have 
written  to  the  executive  offices  of 
MSNJ  seeking  information  on  op- 
portunities for  practice  in  New 
Jersey.  If  you  are  interested  in 
any  further  information  concern- 
ing these  physicians,  we  suggest 
you  make  inquiries  directly  to 
them. 

Cardiology 

David  Zukoff,  \1D,  40F  Dinsmore 
St.,  Staten  Island,  NY  10314.  Univer- 
sity of  Noreste  1987.  Board  certified 
(IM).  Board  eligible  (CARD).  Group 
or  partnership.  Available  July  1994. 

Family  Practice 

Rosario  C.  Sales,  MD,  7912  Colonial 
Rd„  2nd  Fl„  Brooklyn,  NY  11209. 
Santa  Maria  (Portugal)  1979.  Avail- 
able. 

Gastroenterology 

Daniel  M.  Helburn,  MD,  350  E. 

17th  St.,  Apt.  19A,  New  York,  NY 
10003.  University  of  Vermont  (1988). 
Board  certified  (IM).  Board  eligible 
(GASTRO).  Group,  partnership,  solo. 
Available  July  1994. 

Michael  G.  Rahmin,  MD,  435  E.  70 
St.,  Apt.  217C,  New  York,  NY  10021. 
New  York  University  1985.  Board 


certified  (GASTRO).  Available  July 
1994. 

Internal  Medicine 

Sandra  D.  Cameron,  MD,  71  Craig 
Dr.,  Apt.  K5,  West  Springfield,  MA 
01089.  Temple  1989.  Board  eligible. 
Also,  board  eligible  (PED).  Available. 
Christine  Fruth  Giacobbe,  DO,  260 
First  St.,  Apt.  9A,  Mineola,  NY 
11501.  NY  College  of  Osteopathic 
Medicine  1990.  Board  eligible  (IM). 
Group,  HMO,  hospital.  Available 
July  1994. 

Robert  C.  Giacobbe,  DO,  260  First 
St.,  Apt.  9A,  Mineola,  NY  11501.  NY 
College  of  Osteopathic  Medicine 
1990.  Board  eligible  (IM).  Solo, 
group,  partnership.  Available  July 
1994. 

Paul  D.  Hieholzer,  DO,  4019 
Gilham  St.,  Philadelphia,  PA  19135. 
Philadelphia  College  of  Osteopathy 
1990.  Board  certified.  Available. 
Inez  Teresa  Hubbard,  MD,  P.O. 
Box  489,  Orange,  NJ  07051.  UMDNJ 
1981.  Board  eligible.  Solo  or 
partnership.  Available. 

James  R.  Smith,  MD,  322  Claremont 
Ave.,  Montclair,  NJ  07042.  UMDNJ 
1989.  Group  or  hospital  based.  Avail- 
able. 


Nuclear  Medicine 

Ghanshyam  Kalni,  MD,  80  N.  Coun- 
try Rd.,  Apt.  2 East,  Port  Jefferson, 
NY  11777.  T.N.  Medical  College 
(India)  1983.  Board  certified  (NUC 
MED).  Group,  partnership,  solo. 
Available. 

Pathology 

Maria  S.  Braganca,  MD,  43  S. 
Cadillac  Dr.,  Somerville  NJ  08876. 
GOA  (India)  1968.  Board  certified. 
Group.  Available. 

Surgery 

W.  Dean  Adams,  MD,  3617  38  St., 
NW,  Apt.  310,  Washington,  DC 
20016.  College  of  Physicians  & 
Surgeons  1989.  Board  eligible 
(SURG).  Group,  associate,  partner. 
Available  July  1994. 

Andrew  Dobradin,  MD,  17  Slater 
Ave.,  Providence,  RI  02906.  Medical 
Academy  (Poland),  1979.  Group  or 
partnership.  Available. 


ADDICTION  MEDICINE 

November  1993 

TRANSPLANTATION 

April  1993 


To  order  additional  copies, 
send  $6  per  copy 

NEW  JERSEY  MEDICINE 
Two  Princess  Road 
Lawrenceville,  NJ  08648 
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Hahnemann 

University 


Department  of  Medicine  Grand  Rounds 

Wednesdays  8:30  to  9:30  a.m. 

Classroom  C (Alumni  Hall),  2nd  Floor,  New  College  Building,  Hahnemann  University,  15th  & Vine  Streets  (15th  Street  Entrance).  Philadelphia 

For  more  information,  contact  the  Office  of  Continuing  Education  at  2 1 5-762-S263. 


DECEMBER  1 993  JANUARY  1 994 


DECEMBER  1st 

Infectious  Diarrhea:  Recent  Advances 

John  Molavi,  M.D. 

Associate  Professor  of  Medicine 
Director,  Division  of  Infectious  Diseases, 
Hahnemann  University 

DECEMBER  8th 
Hepatitis  “C”— 1994 
(Acute  or  Chronic) 

Gary  Gitnick,  M.D. 

Professor  of  Medicine 

Chief,  Division  of  Digestive  Diseases,  UCLA 
Medical  Center,  Los  Angeles,  CA 

DECEMBER  15th 

Antithrombin  Therapy  in  Acute  Myocardial 
Infarctions  and  Unstable  Angina:  The  Role 
of  Hirudin 

James  H.  Chesebro,  M.D. 

Professor  of  Medicine,  Cardiac  Unit, 
Massachusetts  General  Hospital, 

Boston,  MA 

Continuation  Warfarin  and  Aspirin  in 
Valvular  Heart  Disease 

Jack  Hirsh , M.D. 

Professor  of  Medicine,  McMaster  University 
Director,  Hamilton  Civic  Hospitals,  Research 
Center,  Hamilton,  Ontario,  Canada 

DECEMBER  22nd  & 29th 
No  Grand  Rounds— Holiday 


JANUARY  5th 

Silent  and  Noisy  Myocardial  Ischemia 

William  W.  Farmley , M.D. 

Professor  of  Medicine 

Chief,  Division  of  Cardiology,  Moffit/Long 

Hospital,  San  Francisco,  CA 

JANUARY  12th 
Genetics  of  Cancer 

Kenneth  Blank,  Ph.D. 

Professor  of  Pathology 

Department  of  Pathology,  Hahnemann 

University 

JANUARY  19th 

JNC-V:  Point  and  Counterpoint 

Henry  R.  Black,  M.D. 

Roberts  Professor  and  Chairman, 
Department  of  Preventive  Medicine,  Rush- 
Presbyterian-St.  Luke’s  Medical  Center, 
Chicago,  IL 

JANUARY  28th 
Phospholipid  Antibodies 

Ann  Parke,  M.B.B.S. 

Associate  Professor  of  Medicine 
Division  of  Rheumatology,  University  of 
Connecticut  Health  Center,  Farmington,  CT 


FEBRUARY  1994 

FEBRUARY  2nd 
Cardiac  Pearls 

Proctor  W.  Han’ey,  M.D. 

Professor  of  Medicine 

Georgetown  University  School  of  Medicine, 

Washington,  DC 

FEBRUARY  9th 

Clinical  Pathological  Conference 

Brian  H.  Fillipo,  M.D. 

Assistant  Professor  of  Medicine 
Director,  Medical  Residency  Program, 
Department  of  Medicine,  Hahnemann 
University 
Anthony  Clay,  D.O. 

Chief  Medical  Resident 
Department  of  Medicine,  Hahnemann 
University 

Jeffrey  Hamilton,  M.D. 

Chief  Medical  Resident 

Department  of  Medicine,  Hahnemann 

University 

Eliza  Mandel,  M.D. 

Chief  Medical  Resident 
Department  of  Medicine,  Hahnemann 
University 
FEBRUARY  16th 

Pathogenesis,  Immunity  and  Treatment  of 
HIV  Infection 

Martin  S.  Hirsch,  M.D. 

Professor  of  Medicine 
Infectious  Disease  Unit,  Massachusetts 
General  Hospital,  Boston,  MA 
Bruce  Walker,  M.D. 

Associate  Professor  of  Medicine 
Harvard  Medical  School,  Infectious  Disease 
Unit,  Massachusetts  General  Hospital, 
Boston,  MA 

FEBRUARY  23rd 

The  Granulomatous  Vascuiltides 

Gary  S.  Hoffman,  M.D. 

Chairman,  Department  of  Rheumatic  and 
Immunologic  Diseases,  Cleveland  Clinic 
Foundation,  Cleveland,  OH 


Hahnemann  University 
Medical  Monograph  Series  (HUMMS) 

“Premenstrual  Syndrome” 

“Managing  the  Patient  with  Heart  Failure: 
Standard  Therapy  and  Beyond” 

"Diagnosis  and  Medical  Treatment  of  Depression” 

“Cardiac  Electrophysiology  for  the  Practicing  Physician” 

Call  215-762-8263  to  receive  your  free  copies. 


Wednesday  Medical  Seminar  Series  1 

8:30  a.m.  to  3:30  p.m. 

DECEMBER  15 

JANUARY  19, 1994 

FEBRUARY  16,  1994 

Thrombosis  and  Thromboembolism 

Treatment  of 

Treatment  of  HIV  and 

in  Cardiovascular  Disease 

Hypertension 

Sexually  Transmitted  Diseases 

Course  Director: 

Course  Director: 

Course  Director: 

Marc  Cohen,  M.D. 

Allan  B.  Schwartz,  M.D. 

John  Molavi,  M.D. 

Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice  Chair  of  Medicine, 
Director,  Continuing  Medical  Education  for  the  Department  of  Medicine 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing  medical  education 
programs  sponsored  by  Hahnemann  University  are  expected  to  disclose  to  the  audience 
any  real  or  apparent  conflict(s)  of  interest  related  to  the  content  of  their  presentation. 


Statement  of  Accreditation:  As  an  organization  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  (ACCME),  Hahnemann  University  designates  this 
continuing  medical  education  activity  as  Category  1 of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association.  One  credit  hour  may  be  claimed  for  each 
hour  of  participation  by  the  individual  physician. 
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CONTINUING  EDUCATION 


INFECTIOUS  DISEASE 


January  1994 

5 Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

11:30  A.M. -12:30  PM  — 
Rahway  Hospital,  Rahway 
(AMNJ) 

11  Diagnosis  and  Treatment  of 
AIDS 

10-11  AM.  — Forensic 
Psychiatric  Hospital,  Trenton 
(AMNJ) 

12  Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

11:30  A.M. -12:30  P.M.- 
Hamilton  Hospital,  Trenton 
(AMNJ) 

19  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

11  A.M. -12  Noon — Kimball 


Medical  Center,  Lakewood 
(AMNJ) 

20  Tuberculosis 

8-9  A.M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 

24  Integrating  TB  Management 
into  Care  of  the  HIV-Infected 
Patient 

1:30-2:30  P.M.  — Paramus 
Veterans  Home,  Paramus 
(AMNJ) 

25  Diagnosis  and  Treatment  of 
AIDS 

12  Noon-1  P.M. — West  Jersey 
Health  System,  Voorhees 
(AMNJ) 

February  1994 

2 Diagnosis  and  Treatment  of 
AIDS 

11:30  A.M. -12:30  P.M  — 
Rahway  Hospital,  Rahway 
(AMNJ) 


9 Multiple  Drug-Resistant 
Tuberculosis 
10-11  A.M. — St.  Mary  s 
Hospital,  Passaic  (AMNJ) 

16  Diagnosis  and  Treatment  of 
AIDS 

9- 10  A.M. — Warren  Hospital, 
Phillipsburg  (AMNJ) 

16  Diagnosis  and  Treatment  of 
AIDS 

11  A.M. -12  Noon — Kimball 
Medical  Center,  Lakewood 
(AMNJ) 

16  Infection  in  the  HIV  Era 

10- 11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

16  Identification  and 

Management  of  Asymptomatic 
HIV  Infection 

12  Noon-1  P.M.  — St.  James 
Hospital,  Newark  (AMNJ) 


MEDICINE 


January  1994 

5 Medical  Problems  in  the 

Elderly 

9:30-10:30  A.M.  — Bergen  Pines 
County  Hospital,  Paramus 
(AMNJ) 

5 Endocrinology  Grand  Rounds 

12  11:30  A.M.-12:30  P.M. -VA 

19  Medical  Center,  East  Orange 

26  (AMNJ) 

5 Breast  Cancer 

10-11  A.M.  — St.  Mary  s 
Hospital,  Passaic  (AMNJ) 

5 Interhospital  Endocrine 

12  Rounds 

19  3:30-5  P.M.  — University 

26  Hospital,  Newark  (AMNJ) 

5 Visiting  Professor  Lecture 

11:30  A.M. -12:30  P.M.-VA 
Medical  Center,  East  Orange 
(AMNJ) 

5 Endocrinology  Dinner 

Meeting 

6 P.M.  — Holiday  Inn,  Newark 
Airport,  Newark  (AMNJ) 

12  How  To  Handle  the  Family  of 

a Patient  in  ICU  on  Life 
Support 

8-9  A.M.  — Somerset  Medical 


Center,  Somerville  (AMNJ) 

12  Total  Joint  Reconstruction 
10-11  A.M.  — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

12  Ultrasound  Review  of  Fetal 
Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 
Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center) 

12  Making  Decisions  in 
Transfusion  Medicine 

9:30-10:30  A.M.  — Bergen  Pines 
County  Hospital,  Paramus 
(AMNJ) 

13  Polypharmacy/ 
Psychopharmacology 
10-11  A.M.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

14  Chronic  Fatigue  Syndrome 

9 A.M.  — Helene  Fuld  Medical 
Center,  Trenton  (Helene  Fuld 
Medical  Center) 

19  Making  Decisions  in 
Transfusion  Medicine 

9-10  A.M. — Warren  Hospital, 
Phillipsburg  (AMNJ) 

19  Dermatology  Case 


Presentations 

6 P.M.  — RCHP,  Route  1,  New 
Brunswick  (UMDNJ) 

19  Reflex  Sympathetic  Dystrophy 

10-11  A.M. — St.  Mary’s 
Hospital,  Passaic  (AMNJ) 

20-  New  Jersey  Scientific  Meeting 
22  The  Brunswick  Hilton,  New 

Brunswick  (American  College  of 
Physicians  and  AMNJ) 

25  Parkinsonism 

12  Noon-1  P.M. — The  Hospital 
Center  at  Orange,  Orange 
(AMNJ) 

26  Scientific  Meeting 
6:30-9:30  P.M. — The  Manor, 
West  Orange  (Radiation 
Oncology  Section,  AMNJ) 

27  Laparoscopic 
Cholecystectomy 
1:30-2:30  P.M. — Woodbridge 
Developmental  Center, 
Woodbridge  (AMNJ) 

February  1994 
2 Albert  Siegel  Memorial 

Symposium 

(New  Jersey  Gastroenterological 
Society ) 

2 Making  Decisions  in 
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ARCHITECTURE 

SPACE  PLANNING  • INTERIOR  DESIGN 

FOR  THE  MEDICAL  PROFESSION 

MEDICAL  SUITES -MEDICAL  BUILDINGS 

JAMES  WEILL  & ASSOCIATES 

ARCHITECTS-PLANNERS 
387  MILLBURN  AVENUE 
MILLBURN,  NJ  07041 
201-467-4075 


o 


Environmental  Compliance  Programs 

BUYING  FILM 


-%,'N 


SCRAP  X-RAY,  GRAPHIC  ARTS,  etc. 
SILVER  RECOVERY  PROGRAMS 

F.  W.  BRAUN  can  provide  you  with: 

• Purchase  & removal  of  unwanted  film 

• Silver  recovery  & equipment 

• Hazardous  waste  hauling  & treatment 

• Prompt,  professional  service 

One  Call  Does  It  All! 

F.W.  BRAUN 

139  West  Northfield  Rd.  • Livingston  • N J.  07039 

201*994*4827 


The 

Medical  Billing  Company, 

Professional  Billing  Agents  Since  1972 


908  - 679  - 2200 


We  Offer 
Biffing  Services 

BETTER 

And 

LESS  EXPENSIVE 


Than  ANY  Other 
Billing  Company! 

(Call  For  Details) 

t/  Specialists  In  Patient  Billing 
%/  Electronic  Claim  Submission  to  ALL  3rd 
Party  Payors 

\/  Pre-Collection  Services 

Member  of  the  International  Association  ol 
Billing  Services  (I  A B.S.)  Ha s Its 

REWARds  !! 

3346  U.S.  Highway  #9, 
Old  Bridge,  NJ 
08857-3039 
Tel:  (908)  679-2200 
Fax:  (908)  679-1352 


C/fOOs//vq 
ThEjiiQhT 
BHUnq  Company 


Acupuncture  & Electro-Therapeutics 
in  Clinical  Practice 

New  York  State  Boards  of  Medicine  & Dentistry  25-hour 
accredited  seminar  & workshop  on  latest  theories  & tech- 
niques of  manual  & electro-acupuncture,  TENS  & simple 
non-invasive  diagnostic  methods  (including  cardio-vascu- 
lar,  neuromuscular,  central  nervous  systems  & “Bi-Digital 
O-Ring  Test”),  applicable  towards  300-hour  requirement 
for  certification  to  practice  acupuncture,  will  be  given 
periodically  for  licensed  clinicians  (with  or  without  prior 
training)  on  3-day  weekends  (Fri-Sun)  of  Dec.  16-18, 
1993,  Jan.  14-16,  and  Feb.  25-27,  1994,  at  Milford  Plaza 
Hotel,  45th  St.  & 8th  Ave.,  New  York  City. 

These  meetings  are  co-sponsored  by  the  International 
College  of  Acupuncture  & Electro-Therapeutics  & its  of- 
ficial journal,  Acupuncture  & Electro-Therapeutics  Re- 
search, The  International  Journal  (published  by  Pergamon 
Press  & indexed  in  15  major  indexing  periodicals,  includ- 
ing Index  Medicus),  Heart  Disease  Research  Foundation; 
NY  Pain  Center;  Electrical  Engineering  Dept.,  Manhattan 
College;  Nordic  Medical  Acupuncture  Society  (Scan- 
dinavia); Schmerz  Therapeutische  Kolloquium  (West 
Germany);  Japan  Bi-Digital  O-Ring  Test  Assn.;  Accredited 
toward  Acupuncture  Certification  to  practice  acupuncture. 
Eligible  for  AMA  CME  Cat.  I credit  (about  40  credit-hours 
for  the  Symposium).  Among  many  distinguished  speakers 
is  former  Chairman  of  Nobel  Committee  Prof.  Norden 
Stron. 

For  information  on  meetings  or  submission  or  presen- 
tations of  papers,  contact  Symposium  Chairman,  Prof.  Y. 
Omura,  M.D.,  Sc.D.,  800  Riverside  Drive  (8-1)  New  York, 
NY  10032  Tel:  (212)  781-6262  (10  am  to  10  pm  7 days 
a week)  or  (212)  928-0658,  Co-chairman,  Prof.  A.W.  Cook, 
MD  (516)  877-1821,  or  Claire  Ulrich  (212)  781-3082. 


HOW  CAN 

■V/l 

MARY  ANN  HAMBURGER  HAS 

had  many  years’  experience  in 
medical-office  management.  Her 
service  is  expert  and  comprehensive. 

MARY  ANN  HAMBURGER  CAN 

make  a difference  in  your  practice, 
because  she  knows  today's  complex 
world  of  medicine. 

■XI 

■XI 

MARY  ANN  HAMBURGER  IS 

dependable.  She  has  the  contacts, 
background  and  practical  know-how 
to  set  up  or  improve  your  office 
systems— from  billing  to  finances 
and  personnel. 

l\/l 

FOR  A ONE-TIME  CONSULTATION 
or  A CONTINUING  SERVICE— 
MARY  ANN  HAMBURGER 
ASSOCIATES  CAN  BRING  TO 
YOUR  PRACTICE  THE  MOST 
COMPREHENSIVE  MANAGEMENT 
DIRECTION,  BACKED  BY  YEARS 
OF  EXPERIENCE. 

FOR  A WHOLE  NEW  APPROACH 
TO  OFFICE  PRACTICE,  CONTACT: 

MARY  ANN  HAMBURGER 
ASSOCIATES 
74  HUDSON  AVENUE 
MAPLEWOOD.  NJ  07040 

■=■ 

201  763-7394 

ASSOCIA1 

TES  HELP  YOU? 
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Transfusion  Medicine 

11:30  A M. -12:30  P.M.— 
Columbus  Hospital,  Newark 
(AMNJ) 

2 Endocrinology  Grand  Rounds 

9 11:30  A M. -12:30  P.M. — VA 

16  Medical  Center,  East  Orange 
23  (AMNJ) 

2 Interhospital  Endocrine 

9 Rounds 

16  3:30-5  P.M. — University 

23  Hospital,  Newark  (AMNJ) 

2 Visiting  Professor  Lecture 

11:30  A. M. -12:30  P.M.-VA 
Medical  Center,  East  Orange 
(AMNJ) 

2 Endocrinology  Dinner 
Meeting 

6 P.M.  — Holiday  Inn,  Newark 
Airport  (AMNJ) 

3 Panic  Disorder  and  Other 
Anxiety  Syndromes 
10-11  AM.  — Forensic 


Psychiatric  Hospital,  West 
Trenton  (AMNJ) 

CDS  Prescribing  Practices: 
Legal/Illegal 

8- 9  A.M.  — Somerset  Medical 
Center,  Somerville  (AMNJ) 

Ultrasound  Review  of  Fetal 
Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 
Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center) 

11  The  Impact  of  Advance 
Directives  on  Medical 
Decision  Making 

9- 10  A M.  — Helene  Fuld 
Medical  Center,  Trenton 
(Citizens'  Committee  on 
Biomedical  Ethics) 

11  Cardiac  Disease  in  Renal 
Failure 

8:30-9:30  P.M.  — United 


Hospitals  Medical  Center, 
Newark  (AMNJ) 

16  Dermatology  Case 
Presentations 

6 P.M.  — RCHP,  Route  1,  New 
Brunswick  (UMDNJ) 

17  Prosthetics 

8 A M. -5  P.M.  — Kessler 
* Institute  for  Rehabilitation 
(Kessler  Institute) 

22  Occupational  Asthma 

12  Noon-1  P.M. — The  Hospital 
Center  at  Orange,  Orange 
(AMNJ) 

24  Health  Promotion  for  People 
with  Down’s  Syndrome 

10-11  AM.  — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

24  Scientific  Meeting 

6:30-9:30  P.M. — The  Manor, 
West  Orange  (Head  and  Neck 
Oncology  Section,  AMNJ) 


RADIOLOGY 


January  1994 
6 Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

12  Ultrasound  Review  of  Fetal 
Anomalies 

7:30-8:30  P.M.  — St.  Peter’s 
Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center) 

20  Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 

20  Scientific  Meeting 

7:30-10  A.M.  — St.  Barnabas 
Medical  Center,  Livingston 


(Radiological  Society  of  New 
Jersey  and  Diagnostic 
Radiology  Section,  AMNJ) 

27  Visiting  Professor  Lecture 
1:30-5:30  P.M.  — St.  Barnabas 
Medical  Center,  Livingston  (St. 
Barnabas  Medical  Center) 

February  1994 

2 Vascular  Diagnostic 
Ultrasound 

10-11  A.M. — St.  Mary  s 
Hospital,  Passaic  (AMNJ) 

3 Grand  Rounds 

4-5  P.M.  — New  Jersey  Medical 
School,  Newark  (UMDNJ) 


9 Ultrasound  Review  of  Fetal 
Anomalies 

7:30-8:30  P.M. — St.  Peter’s 
Medical  Center,  New 
Brunswick  (St.  Peter’s  Medical 
Center) 

17  Scientific  Meeting 

7:30-10  P.M.  — St.  Barnabas 
Medical  Center,  Livingston 
(Radiological  Society  ofNJ  and 
Diagnostic  Radiology  Section, 
AMNJ) 

24  Visiting  Professor  Lecture 

1:30-5:30  P.M.  — New  Jersey 
Medical  School,  Newark 
(UMDNJ) 


UPDATE  ON  ADDICTION 

November  1993 

To  order  additional  copies,  send  $6  per  copy 
NEW  JERSEY  MEDICINE 
Two  Princess  Road 
Lawrenceville,  NJ  08648 

Coming  this  Winter 
Special  Issue:  Diabetes  Update 
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PHILADELPHIA  HEART  INSTITUTE 

at  Presbyterian  Medical  Center 

I Cardiology 
Update 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology  . . . 

Wednesday,  January  5,  1994 

Office  Cardiology:  Bedside  Diagnosis  of  the 
Cardiac  Patient- Part  II 

Moderator:  Michael  S.  Feldman,  M.D. 


3:00-5:00  Patients  with  interesting  heart  sounds  and  murmurs  will  be  presented  to  the 
audience.  Pertinent  chest  x-rays  will  also  be  demonstrated.  The  role  of  clinical 
observation,  palpation  and  cardiac  auscultation  in  diagnosing  various  cardiac 
conditions  will  be  emphasized.  Stethophones  will  be  available  at  each  seat. 

Case  Presentation—  Jeffrey  H.  Johnson,  M.D. 

Panel  Discussion— Kathleen  E.  Magness,  M.D.,  Howard  M.  Rosner,  D.O., 
Bernard  L.  Segal,  M.D.,  Harry  G.  Zegel,  M.D. 


■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits* 

■ Ho  Registration  Fee 

■ Call  for  Reservations  215-662-8627 

Scheie  Auditorium 

Presbyterian  Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania  19104 


The  Philadelphia  Heart  Institute  at  Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

*Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours  in  Category  I of 
the  Physicians'  Recognition  Award  of  the  American  Medical  Association  and  the  Pennsylvania  Medical  Society  Membership 
requirement,  nine  sessions,  18  credits. 


J 


VOL  90-NUMBER  12  DECEMBER  1993 


941 


IN  MEMORIAM 


DAN  T.  BERNHEIM 


We  have  received  word  of  the 
death  of  a member  of  our  Passaic 
County  component,  Dan  Theo- 
dore Bernheim,  MD,  on  June  16, 
1993;  he  was  bom  on  May  10, 
1951,  in  Newark.  Dr.  Bernheim 
specialized  in  internal  medicine 
and  had  a private  practice  in  Clif- 
ton and  Bloomfield.  He  was  af- 
filiated with  The  Mountainside 
Hospital,  Montclair,  and  St. 
Peter’s  Medical  Center,  New 


Brunswick.  Dr.  Bernheim  was 
graduated  from  the  University 
of  Medicine  and  Dentistry 
(UMDNJ),  Newark,  in  1979,  and 
completed  an  internship  and  a 
residency  at  UMDNJ.  He  re- 
ceived his  New  Jersey  medical 
license  in  1980.  Dr.  Bernheim 
was  a member  of  the  American 
Medical  Association  and  a 
diplomate  of  the  American  Board 
of  Internal  Medicine. 


FRANK  K.  BOSCHENSTEIN 


Sixty-three-year-old  Frank  K. 
Bosehenstein,  MD,  died  on  June 
11,  1993.  Dr.  Bosehenstein  was 
born  in  Toronto,  Canada,  on 
September  1,  1929.  Dr.  Bos- 
ehenstein maintained  a private 
practice  in  Ridgewood;  he  was  af- 
filiated with  the  Neurological  In- 
stitute, Presbyterian  Hospital, 
New  York,  and  with  The  Valley 
Hospital,  Ridgewood.  Dr.  Bos- 
ehenstein was  awarded  a medical 
degree  from  the  University  of  To- 


ronto, Canada,  in  1954.  He  in- 
terned at  Toronto  General 
Hospital,  Canada,  and  completed 
a residency  at  Sunnybrook  VA 
Hospital,  Toronto,  the  University 
of  Toronto,  and  the  Neurological 
Institute.  He  was  a member  of 
our  Bergen  County  component 
and  of  the  Medical  Society  of 
New  York;  he  also  was  a diplo- 
mate of  the  American  Board  of 
Neurology. 


ROSARIO  G.  CRINCOLI 


General  surgeon  Rosario 
Gerardo  Crincoli,  MD,  passed 
away  on  May  21,  1993.  Dr.  Crin- 
coli was  bom  in  Italy  on 
September  19,  1929.  He  was  a 
member  of  the  American  Medical 
Association  and  of  our  Hudson 
County  component.  Dr.  Crincoli 
maintained  a practice  in  Jersey 
City.  During  his  medical  career, 
he  was  on  staff  at  Christ  Hospital, 
Greenville  Hospital,  and  Jersey 
City  Medical  Center,  all  in  Jersey 
City.  Dr.  Crincoli  received  a 


medical  degree  from  the  Faculty 
of  Medicine  University  of  Naples, 
Italy,  in  1959.  He  interned  at  St. 
Mary  Hospital,  Hoboken,  and  at 
Middlesex  General  Hospital,  New 
Bmnswick.  Dr.  Crincoli  com- 
pleted a residency  at  Bronx 
Lebanon  Hospital  and  Hospital 
for  Joint  Disease,  both  in  New 
York  and  at  Charleston  Memorial 
Hospital,  West  Virginia.  He  re- 
ceived his  New  Jersey  medical 
license  in  1966  and  a New  York 
medical  license  in  1965. 


HENRY  C,  FATTEL 


Henry  Charles  Fattel,  MD, 
passed  away  on  May  13,  1993,  at 
the  grand  age  of  89.  He  was  born 
in  New  York  City  on  February  24, 
1904.  Dr.  Fattel  was  an  ophthal- 
mologist and  practiced  in  North 


Bergen  for  many  years.  He  was 
affiliated  with  Jersey  City  Medical 
Center,  North  Hudson  Hospital, 
and  New  York  Eye  and  Ear  In- 
firmary. Dr.  Fattel  was  a 1929 
graduate  of  the  University  of 
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Maryland  School  of  Medicine, 
Baltimore,  and  received  his 
license  to  practice  in  New  Jersey 
in  1930.  He  was  a member  of  our 
Hudson  County  component  and 


of  the  American  Medical  Associa- 
tion. Dr.  Fattel  also  was  a 
diplomate  of  the  American  Board 
of  Ophthalmology. 


ALAN  S.  GODWIN 


A family  practitioner  and 
general  surgeon,  Alan  S.  Godwin, 
MD,  passed  away  on  June  12, 
1993,  at  the  age  of  78.  Dr. 
Godwin  was  born  in  1915.  After 
graduating  from  the  Faculty  of 
Medicine  of  Leiden,  Netherlands, 
in  1956,  Dr.  Godwin  received  his 
medical  license  the  following 
year.  Dr.  Godwin  was  on  staff  at 
Christ  Hospital,  and  Jersey  City 


Medical  Center,  both  in  Jersey 
City,  and  at  Palisades  General 
Hospital,  North  Bergen.  Dr. 
Godwin  maintained  a practice  in 
Secaucus.  During  his  career,  Dr. 
Godwin  was  a member  of  the 
American  Medical  Association 
and  of  our  Hudson  County  com- 
ponent. Dr.  Godwin  also  was  a 
fellow  of  the  American  Academy 
of  Family  Practice. 


ALFRED  P.  GRIFFITH 


We  regret  to  inform  our  read- 
ers of  the  death  of  Alfred  Paul 
Griffith,  MD,  on  February  24, 
1993.  Dr.  Griffith  was  a member 
of  our  Passaic  County  component. 
During  his  medical  career,  Dr. 
Griffith  was  a school  physician  for 
Wayne  and  Franklin  Lakes;  he 
was  affiliated  with  Paterson 
General  Hospital  and  maintained 
a private  practice  in  Paterson.  Dr. 


Griffith  was  awarded  a medical 
degree  from  New  York  University 
School  of  Medicine,  New  York,  in 
1950.  He  completed  an  internship 
at  Paterson  General  Hospital,  and 
received  his  New  Jersey  medical 
license  in  1951.  Dr.  Griffith  was 
bom  on  May  28,  1921,  in  Passaic. 
He  served  in  the  United  States 
Navy  during  World  War  II. 


HARRY  M.  HOLTZ 


Ophthalmologist  Harry  Myer 
Holtz,  MD,  of  West  Orange,  died 
on  May  27,  1993,  at  the  age  of  83. 
Dr.  Holtz  was  born  on  December 
2,  1909,  in  Poland.  He  practiced 
in  Newark  and  South  Orange  for 
many  years  and  was  chief  of 
ophthalmology  at  Newark  Beth 
Israel  Medical  Center  and  as- 
sociate chief  of  ophthalmology  at 
Saint  Michael  s Medical  Center, 
Newark.  A 1935  graduate  of  Duke 
University  School  of  Medicine, 


North  Carolina,  Dr.  Holtz  com- 
pleted a residency  at  Debrezdia 
Eye  Institute,  Hungary,  and  an 
internship  at  Newark  Beth  Israel 
Medical  Center.  He  received  his 
license  to  practice  medicine  in 
New  Jersey  in  1937.  Dr.  Holtz 
was  a member  of  our  Essex  Coun- 
ty component  and  of  the  Ameri- 
can Medical  Association.  Dr. 
Holtz  was  a World  War  II  United 
States  Army  veteran. 


MICHAEL  L.  KELLER 


Born  in  Paterson,  on  November 
3,  1909,  Michael  Lawrence 

Keller,  MD,  died  on  July  7,  1993. 
He  graduated  from  the  University 
of  Maryland  School  of  Medicine, 
Baltimore,  in  1935.  He  received 
a New  Jersey  medical  license  the 
following  year.  Dr.  Keller  com- 
pleted an  internship  at  St.  Joseph 
Hospital  and  Medical  Center, 
Paterson.  Dr.  Keller  was  an  ob- 


stetrician-gynecologist, and  prac- 
ticed in  Paterson.  He  was  on  staff 
at  St.  Joseph  Hospital  and 
Medical  Center.  Dr.  Keller  was  a 
member  of  our  Passaic  County 
component  and  ol  the  American 
Medical  Association.  During  his 
medical  career,  Dr.  Keller  was  a 
diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology; 
and  a fellow  of  the  American  Col- 
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lege  of  Obstetricians  and  Gyne-  served  in  the  United  States  Army 
cologists  and  of  the  American  Col-  during  World  War  II. 
lege  of  Surgeons.  Dr.  Keller 


ROBERT  L.  LEWIS,  JR 


A retired  member  of  our  Union 
County  component,  Robert  L. 
Lewis,  Jr,  MD,  passed  away  on 
April  30,  1993.  Dr.  Lewis  was 
born  on  October  5,  1913,  in  Paris, 
Texas.  Dr.  Lewis  was  medical 
director  at  Elizabeth  General 
Hospital  and  served  on  the  Board. 
He  was  a general  surgeon.  Dr. 
Lewis  maintained  a medical  prac- 
tice in  Paris,  Texas,  from  1946  to 
1948  and  later  in  Elizabeth  for 
many  years.  Dr.  Lewis  was  af- 
filiated with  Alexian  Brothers 
Hospital,  Elizabeth;  Fairmount 


Hospital,  Jersey  City;  and  St. 
Elizabeth  Hospital,  Elizabeth. 
Dr.  Lewis  was  a member  of  the 
American  Medical  Association 
and  a fellow  of  the  American  Col- 
lege of  Surgeons.  After  being 
awarded  a medical  degree  from 
the  University  of  Texas  South- 
western Medical  School,  Dallas, 
in  1937,  Dr.  Lewis  completed  an 
internship  and  a residency  at 
Jersey  City  Medical  Center  and 
received  his  New  Jersey  medical 
license  in  1947. 


JAY  E.  MISHLER 


At  the  grand  age  of  81,  Jay  Eli 
Mishler,  MD,  died  on  June  21, 
1993.  He  was  bom  in  Atlantic 
City,  on  February  15,  1912.  Dr. 
Mishler  was  an  ophthalmologist 
and  practiced  in  Margate.  He  was 
affiliated  with  Atlantic  City 
Medical  Center;  Shore  Memorial 
Hospital,  Somers  Point;  and  Will- 
is Eye  Hospital,  Philadelphia.  He 
was  chief  of  the  Ophthalmology 
Department  at  the  Hebrew  Old 
Age  Center.  During  his  long 
medical  career.  Dr.  Mishler  was 


awarded  the  Atlantic  City  Hos- 
pital Staff  Award  in  1956  and  the 
Physician  of  the  Year  Award  from 
our  Atlantic  County  component  in 
1968.  He  was  a member  of  our 
Atlantic  County  component  and 
of  the  American  Medical  Associa- 
tion; Dr.  Mishler  also  was  a fellow 
of  the  American  Academy  of  Oph- 
thalmology and  of  the  American 
College  of  Surgeons.  Dr.  Mishler 
graduated  from  the  Faculty  of 
Medicine  University  of  Edinburg, 
Scotland,  in  1932. 


WALTER  F.  MODRYS 


We  have  received  word  of  the 
death  of  family  practitioner 
Walter  Francis  Modrys,  MD,  on 
June  6,  1993.  Dr.  Modrys  was  on 
staff  at  Englewood  Hospital 
before  his  retirement  15  years 
ago.  Bom  on  February  6,  1907,  in 
Norwalk,  Connecticut,  Dr. 
Modrys  earned  a medical  degree 
from  Long  Island  College  of 


Medicine,  New  York,  in  1932.  He 
received  his  New  Jersey  medical 
license  in  1937.  During  his  ca- 
reer, Dr.  Modrys  was  a member 
of  our  Bergen  County  component 
and  of  the  American  Medical  As- 
sociation. Dr.  Modrys  resided  in 
Cliffside  Park  and  North  Bergen. 
Dr.  Modrys  was  a World  War  II 
United  States  Army  veteran. 


WILLIAM  B.  OBER 


Pathologist  William  Bernard 
Ober,  MD,  passed  away  on  April 
27,  1993.  He  was  bom  on  May  15, 
1920,  in  Boston,  Massachusetts. 
Dr.  Ober  was  director  of  labora- 
tories at  Hackensack  Hospital  and 
at  Knickerbocker  Hospital,  New 
York.  He  was  awarded  a medical 
degree  from  Boston  University 


School  of  Medicine,  Massachu- 
setts, in  1946.  He  received  his 
New  Jersey  and  New  York  medi- 
cal licenses  in  1956  and  1957, 
respectively.  Dr.  Ober  completed 
an  internship  at  Beth  Israel 
Hospital,  Boston,  and  a residency 
at  Beth  Israel  Hospital,  Boston 
Lying-In  Hospital,  and  the  Na- 
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tional  Cancer  Institute,  Bethesda, 
Maryland.  Dr.  Ober  was  a mem- 
ber of  our  Bergen  County  compo- 
nent and  of  the  Medical  Society 
of  the  County  of  New  York.  Dur- 
ing his  career,  Dr.  Ober  was  a 


professor  of  pathology  at  Mt. 
Sinai  School  of  Medicine,  New 
York,  and  at  UMDNJ,  Camden. 
He  was  a diplomate  of  the  Ameri- 
can Board  of  Clinical  Pathology 
and  Pathological  Anatomy. 


SOL  POLLACK 


On  March  22,  1993,  Sol 

Pollack,  MD,  passed  away.  Dr. 
Pollack  was  born  on  September 
17,  1910,  in  Bayonne.  In  1935, 
Dr.  Pollack  was  awarded  a 
medical  degree  from  the  Univer- 
sity of  California.  An  otolaryngol- 
ogist, Dr.  Pollack  practiced  in 
Union  City  and  was  affiliated  with 
Christ  Hospital,  Jersey  City; 


Jersey  City  Medical  Center; 
Overlook  Hospital,  Summit; 
North  Hudson  Hospital;  and 
Margaret  Hague  Hospital,  Jersey 
City.  Dr.  Pollack  was  a member 
of  our  Union  County  component 
and  of  the  American  Medical  As- 
sociation. He  was  a World  War  II 
veteran. 


MICHAEL  A.  PREPON 


We  regret  to  inform  you  of  the 
death  of  Michael  Allen  Prepon, 
MD,  on  May  28,  1993.  Dr. 
Prepon  was  bom  on  June  28, 
1943,  in  Brooklyn,  New  York.  He 
was  a 1972  graduate  of  the  Uni- 
versity of  Saint  Thomas,  Manila, 
Philippines.  He  completed  an  in- 
ternship, residency,  and  fellow- 
ship at  New  York  University 
Medical  Center,  New  York.  Dr. 
Prepon  was  an  orthopedic  and 
hand  surgeon  with  a private  prac- 


tice in  Clark  and  Edison.  Dr. 
Prepon  was  assistant  attending  at 
Muhlenberg  Regional  Medical 
Center,  Plainfield,  and  at  Rahway 
Hospital.  During  his  medical  ca- 
reer, Dr.  Prepon  was  a member 
of  the  American  Medical  Associa- 
tion and  of  our  Union  and  Mid- 
dlesex County  components.  He 
also  was  a diplomate  of  the 
American  Board  of  Orthopedic 
Surgery. 


FRANCIS  T.  REALE 


We  have  received  word  of  the 
death  of  a member  of  our  Atlantic 
County  component,  Francis 
Thomas  Reale,  MD,  on  January 
22,  1993.  Born  on  September  17, 
1917,  in  Philadelphia,  Pennsyl- 
vania, Dr.  Reale  graduated  from 
Temple  University  School  of 
Medicine,  Philadelphia,  in  1945 
and  interned  at  Methodist 
Hospital,  Philadelphia.  He  re- 
ceived his  Pennsylvania  and  New 


Jersey  medical  licenses  in  1946 
and  1969,  respectively.  Dr.  Reale 
maintained  a general  practice  in 
Philadelphia  from  1946  to  1969 
until  he  relocated  to  New  Jersey, 
where  he  was  an  emergency  room 
physician  at  Atlantic  City  Medical 
Center.  Dr.  Reale  was  affiliated 
with  St.  Agnes  Hospital  and 
Methodist  Hospital,  both  in 
Philadelphia.  Dr.  Reale  was  a 
member  of  the  AMA. 


JOSEPH  SADOFF 


Otolaryngologist  Joseph  Sadoff, 
MD,  died  on  May  22,  1993.  Dr. 
Sadoff  was  born  on  January  1, 
1905.  Dr.  Sadoff  maintained  a 
private  practice  in  Elizabeth  for 
47  years,  retiring  in  1977.  He  also 
was  senior  attending  at  Elizabeth 
General  Medical  Center.  Dr. 
Sadoff  was  a member  of  the  AMA 


and  of  our  Union  County  compo- 
nent. He  was  awarded  the  MSNJ 
Golden  Merit  Award  in  1979.  Dr. 
Sadoff  was  graduated  from 
George  Washington  University 
School  of  Medicine,  Washington, 
DC,  in  1929,  and  received  his 
New  fersey  medical  license  in 
1930. 
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Hahnemann 

University 


DEPARTMENT  OF  MEDICINE 

presents  a special 

Visiting  Professorship 

Wednesday,  February  2,  1994 
8:30-12  Noon 

“Cardiac  Pearls  for  Office  Practice” 

with 


PROCTOR  W.  HARVEY,  M.D. 
Professor  of  Medicine 
Georgetown  University  School  of  Medicine 
Washington,  DC 


LEONARD  S.  DREIFUS,  M.D. 
Professor  of  Medicine 


Director,  Division  of  Cardiovascular  Diseases 
Hahnemann  University  School  of  Medicine 
Philadelphia,  PA 

• Grand  Rounds  and  Clinical  Case  Presentations  • 


Each  participant  will  use  an  electronic  stethophone  to  complement  the  clinical 
case  presentations  and  state-of-the-art  lectures  on  cardiac  auscultation. 


This  visiting  professorship  and  workshop  program  is  sponsored  by  a grant  from  the  Edna  G.  Kynett  Memorial 
Foundation  specifically  for  the  purpose  of  supporting  Continuing  Medical  Education  programs  in  cardiovascular 
disease  targeted  for  primary  care  physicians.  This  support  is  gratefully  acknowledged. 


Seminar  Director  Allan  B.  Schwartz,  M.D.,  Professor  and  Vice 
Chair  of  Medicine,  Director  of  Continuing  Medical  Education  for 
the  Department  of  Medicine. 

Full  Disclosure  Statement:  All  faculty  participating  in  continuing 
medical  education  programs  sponsored  by  Hahnemann  University 
are  expected  to  disclose  to  the  audience  any  real  or  apparent 
conflicts  of  interest  related  to  the  content  of  their  presentations. 


Statement  of  Accreditation:  Hahnemann  University  is  accredited 
by  the  Accreditation  Council  for  Continuing  Medical  Education 
( ACCME)  to  sponsor  continuing  medical  education  for 
physicians.  Hahnemann  University  designates  this  continuing 
medical  education  activity  as  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association.  One 
credit  hour  may  be  claimed  for  each  hour  of  participation  by  the 
individual  physician  for  a total  of  3.5  hours. 


For  information  or  registration:  Call  215-762-8695. 


Location:  Hahnemann  University  Classroom  C (Alumni  Hall), 
2nd  Floor  College  Building,  15th  Street  between  Race  & Vine, 
Phila.,  PA. 
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